3

V.

For the best experience, open this PDF portfolio in
Acrobat X or Adobe Reader X, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

TOXOPLASMOSIS
Last Revised: May 19, 2011

IDENTIFICATION

A. CLINICAL DESCRIPTION:
A systemic disease caused by the coccidian protozoan Toxoplasma gondii. The disease is
characterized by fever, lymphadenopathy, and lymphocytosis. Immunocompromised
individuals may develop cerebral signs, pneumonia, and myocarditis. Primary infection
during pregnancy may result in infant mortality or congenital abnormalities.

B. REPORTING CRITERIA: Clinical diagnosis and laboratory confirmation of toxoplasmosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Demonstration of Toxoplasma gondii in body tissues or fluids, OR
¢ Significant change in antibody titer on paired specimen serology, OR
¢ Ininfants, demonstration of specific IgM or increasing titer in sequential sera are
conclusive evidence of congenital infection. (Note: An demonstration of IgM antibody
in adults does not meet the case definition)

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the Local Health Department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F44151), or by other means within 72 hours upon
recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
e Electronically - Report through WEDSS
OR
e Paper Copy Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the American
Public Health Association.

D. PREVENTION MEASURES
e Educate pregnant women and immunocompromised persons about the risk of
transmission of toxoplasmosis from raw meats and contact with cats:
e Cook meats to 150° F (66° C). Freezing meat reduces infectivity but does not eliminate
it.
e Avoid cleaning litter pans or having contact with cats of unknown feeding history. Wear
gloves when gardening and thoroughly wash hands after work and before eating.
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I11. CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / Bacteriology: (608) 263-3421

IV. RELATED REFERENCES
e Heymann, DL, ed. TOXOPLASMOSIS. In: Control of Communicable Diseases Manual. 19th
ed. Washington , DC : American Public Health Association, 2008:613-617.

e Pickering LK, ed. Toxoplasma gondii Infections (Toxoplasmosis). In: Red Book: 2009 Report
of the Committee on Infectious Diseases. 28th ed. ElIk Grove Village , IL : American Academy
of Pediatrics, 2009:667-672.



http://www.dhs.wisconsin.gov/localhealth/index.htm�
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TRICHINOSIS

(Trichinellosis)
Last revised July 1, 2011

IDENTIFICATION
A. CLINICAL DESCRIPTION: A parasitic disease caused by ingestion of larvae of Trichinella

spiralis. The disease causes a variety of clinical manifestations. Common signs and symptoms
among symptomatic persons include eosinophilia, fever, myalgia and periorbital edema.

. REPORTING CRITERIA: Clinical diagnosis.

. LABORATORY CRITERIA FOR CONFIRMATION:

e Demonstration of Trichinella larvae on muscle biopsy, OR
e A positive serology for Trichinella

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory

confirmed.

NOTE: In an outbreak setting, at least one case must be laboratory confirmed. Associated
cases are considered confirmed if the patient shared an epidemiologically implicated meal or
ate an epidemiologically implicated meat product and has either a positive serology for
trichinosis or a clinically compatible illness.

ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY lIlI:

Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Trichinosis Surveillance Case Report (CDC 54.7)

. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Source investigation by LHD.

CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://hanplus.wisc.edu/epinet/REPORTS/CDC547_trichinosis.pdf

http://www.dhs.wisconsin.gov/localhealth/index.htm
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C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Trichinellosis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 622-625.

Pickering LK, ed. Trichinellosis. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. EIk Grove Village, IL: American Academy of Pediatrics, 2009: 673-374.
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TULAREMIA
Last revised August 16, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: An illness caused by the bacterium Francisella tularensis,
characterized by several distinct forms, including the following:

Ulceroglandular: cutaneous ulcer with regional lymphadenopathy

Glandular: regional lymphadenopathy with no ulcer

Oculoglandular: conjunctivitis with preauricular lymphadenopathy

Oropharyngeal: stomatitis or pharyngitis or tonsillitis and cervical lymphadenopathy

Intestinal: intestinal pain, vomiting, and diarrhea

Pneumonic: primary pleuropulmonary disease

Typhoidal: febrile illness without early localizing signs and symptoms

Francisella tularensis is potentially a bioterrorism agent.

B. REPORTING CRITERIA: Clinical diagnosis with laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:

1. Confirmatory
e Isolation of F. tularensis from a clinical specimen, OR
e Fourfold or greater change in serum antibody titer to F. tularensis antigen.

2. Supportive
e Elevated serum antibody titer(s) to F. tularensis antigen (without documented fourfold
or greater change) in a patient with no history of tularemia vaccination OR
e Detection of F. tularensis in a clinical specimen by fluorescent assay

D. WISCONSIN CASE DEFINITION:

Confirmed Case: A clinically compatible illness with confirmatory laboratory results
Probable Case: A clinically compatible illness with supportive laboratory results

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
CDC Tularemia Report Form:
http://www.cdc.gov/tularemia/resources/TularemiaCaseReportForm.pdf




http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.cdc.gov/tularemia/resources/TularemiaCaseReportForm.pdf
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PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association. Briefly:

e Source investigation by LHD — Inquire about contact with potentially infected arthropods
such as ticks or biting flies, contact with potential animal hosts (especially dressing and
eating wild game or contact with sick animals), and ingestion of contaminated water. Cases
have been acquired by accidental aerosolization of wild animal tissue after hitting them
with a power mower. Cases have also been traced to exposures in clinical microbiology
laboratories.
http://www.cdc.gov/tularemia/resources/lab/Tularemial abExposureFactSheet.pdf

« Patient education as needed to minimize future exposures.

BIOTERRORISM MEASURES: Francisella tularensis is considered to be a potential
biowarfare/bioterrorist agent, particularly if used as an aerosol threat. As is true of plague,
cases acquired by inhalation would present as primary pneumonia. Such cases require prompt
identification and specific treatment to prevent fatal outcome. All diagnosed cases of
pneumonia due to F. tularensis, especially any cluster of cases, should be reported immediately
to the local and state health departments for appropriate investigations.

I11. CONTACTS FOR CONSULTATION

A

B.

C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Tularemia. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:661-664

Pickering LK, ed. Tularemia. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:708-710



http://www.cdc.gov/tularemia/resources/lab/TularemiaLabExposureFactSheet.pdf

http://www.dhs.wisconsin.gov/localhealth/index.htm
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Typhoid Fever

(Salmonella typhi)
Last revised June 3, 2011

I. IDENTIFICATION

CLINICAL DESCRIPTION: An illness caused by Salmonella typhi that is often characterized by
insidious onset of sustained fever, headache, malaise, anorexia, relative bradycardia, constipation or
diarrhea, and nonproductive cough. However, many mild and atypical infections occur. Carriage of S.
typhi may be prolonged.

A. REPORTING CRITERIA: Laboratory Confirmation

B. LABORATORY CRITERIA FOR CONFIRMATION:
e Isolation of S. typhi from blood, stool, or other clinical specimen

C. WISCONSIN CASE DEFINITION:
e Probable: aclinically compatible case that is epidemiologically linked to a confirmed case
in an outbreak
e Confirmed: a clinically compatible case that is laboratory confirmed

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND Typhoid
Fever Surveillance Report (CDC 52.5).

C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should

follow the methods of control recommended in the current edition of Control of Communicable

Diseases Manual, edited by David L. Heymann, published by the American Public Health

Association.

e Educate public about proper hand washing after using the toilet or handling contaminated
clothing or linens, before cooking, or associating with high-risk individuals.

e Assess patient’s activities for high-risk settings.

e Educate and advise high-risk patients and food workers on enteric precautions.

e Exclude individuals from high risk settings until they have three consecutive negative stool
cultures collected 24 hours apart, at least 48 hours after antibiotics, and not earlier than one
month after onset of illness.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://hanplus.wisc.edu/epinet/REPORTS/CDC_Typhi-Paratyphi_525_110607.pdf
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e Exclude household and close contacts from high-risk settings until at least two negative
stool and urine cultures, taken at least 24 hours apart, are obtained.

e Source investigation by LHD. Obtain travel history; all travel companions should be
contacted and interviewed.

e Asymptomatic carriage should NOT be reported as typhoid fever.

D. PREVENTION MEASURES: (Currently two Typhoid vaccines which provide limited
protection to S. typhi infection are licensed and available in the U.S.)
e Vaccines are indicated for:
o Travelers to areas where risk of exposure to S serotype Typhi is recognized
o People with intimate exposure to a documented typhoid fever carrier
o Laboratory workers with frequent contact with S serotype Typhi and people living in
areas outside the United States with endemic typhoid infection.

IV. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-3421

V. RELATED REFERENCES
e Heymann DL, ed. Typhoid Fever. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 664-671

e Pickering LK, ed. Salmonella Infections. In: Red Book: 2006 Report of the Committee on
Infectious Diseases. 27th ed. EIk Grove Village, IL: American Academy of Pediatrics, 2009:
579-583.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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VANCOMYCIN INTERMEDIATE and

VANCOMYCIN RESISTANT STAPHYLOCOCCUS AUREUS
(VISA/VRSA)
Last revised February 10, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: Staphylococcus aureus causes a variety of syndromes,
including skin and soft tissue infections, empyema, bloodstream infections, pneumonia,
osteomyelitis, septic arthritis, endocarditis, and meningitis. VISA and VRSA are isolates
of S. aureus with reduced susceptibility to Vancomycin (MIC of > 4 ug/ml).

B. REPORTING CRITERIA: Laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Criterion: isolation of S. aureus from any body site
e AND immediate or full resistance of the S. aureus isolate to vancomycin, detected

and defined according to the Clinical and Laboratory Standards Institute approved
standards and recommendations (MIC 4-8 ug/ml for VISA and MIC > 16 for VRSA).

D. WISCONSIN CASE DEFINITION:
e Suspect case of VISA or VRSA: identification of an isolate of S. aureus with an MIC
of > 4 ug/ml when tested in vitro against vancomycin.
e Confirmed case of VISA: an isolate of S. aureus confirmed by testing at the WSLH
to have an MIC of 4-8 ug/ml when tested in vitro against vancomycin.
e Confirmed case of VRSA: an isolate of S. aureus confirmed by testing at the WSLH
to have an MIC of > 16 ug/ml when tested in vitro against vancomycin.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. VRSA: WISCONSIN DISEASE SURVEILLANCE CATEGORY I:

Report IMMEDIATELY BY TELEPHONE to the patient’s local health department upon
identification of a confirmed or suspected case. the local health department shall then
notify the state epidemiologist immediately of any confirmed or suspected cases. Within
24 hours submit a case report either electronically through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means.

Submit isolates of S. aureus with susceptibility to Vancomycin of MIC > 16 ug/ml to the
WSLH for confirmatory testing.

VISA: WISCONSIN DISEASE SURVEILLANCE CATEGORY II:

Although listed as a Category I disease in Wisconsin Administrative Code DHS 145,
VISA may be reported as a Category |1 disease. Report to the patient’s local health
department either electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case
Report (F-44151), or by other means within 72 hours upon recognition of a case or
suspected case.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

PUBLIC HEALTH INTERVENTIONS:

None for VISA.

For VRSA: Confirmatory testing of suspect isolates, evaluation of institution infection
control measures, and assessment of transmission risk to contacts and health care workers
to determine need for testing of contacts.

PREVENTION MEASURES: Patients should be managed according to
recommendations described in the DPH “Guidelines for prevention and control of
antibiotic resistant organisms in health care settings,” and the CDC “Management of
multi-drug resistant organisms in health care settings, 2006.” Special attention should be
given to restriction of vancomycin use.

I11. CONTACTS FOR CONSULTATION

A.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-

3421

IV. RELATED REFERENCES

Clinical and Laboratory Standards Institute. Performance standards for antimicrobial
susceptibility testing. 16™ informational supplement. M100-S16. Wayne, PA: CLSI,
2006.

Centers for Disease Control and Prevention. Nationally notifiable infectious diseases,
2008. Available at: http://www.cdc.gov/ncphi/disss/nndss/phs/infdis2008.htm.

Wisconsin Division of Public Health. Guidelines for prevention and control of antibiotic
resistant organisms in health care settings, September 2005. Available at:
http://dhfs.wisconsin.gov/communicable/MRSA/index.htm

Siegel JD, Rhinehart E, Jackson M, Chiarello L. Management of multi-drug resistant
organisms in health care settings, 2006. AJIC 2007; 35: S165-S193.

American Academy of Pediatrics. Summaries of infectious diseases. In: Pickering LK,
Baker CJ, Long SS, McMillian JA, eds. Red Book: 2006 Report of the Committee on
Infectious Diseases. 27th ed. Elk Grove Village, IL; American Academy of Pediatrics;
2006: 601-602.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.cdc.gov/ncphi/disss/nndss/phs/infdis2008.htm.

http://dhfs.wisconsin.gov/communicable/MRSA/index.htm
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VARICELLA
(Chickenpox)
Last revised July, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:
An illness with an acute onset of diffuse (generalized) maculopapulovesicular rash without
other apparent cause. In persons vaccinated with varicella vaccine who develop varicella more
than 42 days after vaccination (breakthrough disease), the disease is almost always mild with
fewer than 50 skin lesions and shorter duration of illness. The rash may also be atypical in
appearance (maculopapular with few or no vesicles).

Transmission occurs from person to person by direct contact with patients with either varicella
or herpes zoster lesions or by airborne spread from respiratory secretions or lesions of persons
with chickenpox.

B. REPORTING CRITERIA: llIiness compatible with clinical description.

NOTE: Statewide individual case reporting was recommended by CSTE by 2005. To support
case-based varicella surveillance, ch. HFS 145 was amended to require varicella reporting
using individual case reports effective March 2008.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Polymerase chain reaction (PCR) for varicella zoster virus (VZV): Preferred method for
rapid clinical diagnosis
e Direct fluorescent antibody (DFA): Use for rapid clinical diagnosis only if PCR is not
available (PCR is a more sensitive test).
e Virus culture to distinguish VZV strain
e Serology
o Four-fold rise in 1gG antibodies to varicella from the acute-phase serum to the
convalescent-phase serum: Use for mild and atypical cases
o Capture IgM: Commercial kits should not be used because they lack sensitivity and
specificity and false positive IgM results are common in the presence of high IgG
levels; the National VZV Laboratory at CDC has developed a reliable IgM capture
assay

Laboratory confirmation of cases of varicella is increasing in importance. It is recommended in
the following settings and circumstances:
e Inan outbreak, it is recommended that three to five cases be confirmed, regardless of
vaccination status.
e Hospitalized and fatal cases
e Severe or unusual disease
e Among recently vaccinated individuals:
o0 Rash with more than 50 lesions occurring 7 or more days after vaccination
0 Suspected secondary transmission of the vaccine virus
0 Herpes zoster
0 Serious adverse events
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D. WISCONSIN CASE DEFINITION:
e Confirmed:
0 A case that meets the clinical description and is laboratory confirmed, OR
0 A case that meets the clinical description and is epidemiologically linked to a
confirmed or probable case (two probable cases that are epidemiologically linked
are considered confirmed, even in the absence of laboratory confirmation)
e Probable: A case that meets the clinical description, is not laboratory confirmed, and is not
epidemiologically linked to another probable or confirmed case

NOTE: Epidemiologic linkage is characterized by direct face-to-face contact. An
epidemiologically-linked case is either a source case or same generation case. For
epidemiologically-linked cases of the same generation, a common exposure is likely.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151).

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association. For further detailed information regarding control measures, please see the
additional references cited at the end of this document. The Wisconsin Division of Public
Health, Immunization Program should also be consulted regarding state-specific guidelines.

e Individuals with varicella can spread VZV 1-2 days before the appearance of the rash until
all lesions are crusted over (usually 4-5 days from rash onset).

e Breakthrough disease is infectious.

e The incubation period is 10-21 days (most commonly 14-16 days).

e The DPH regional immunization contact should be alerted if five or more cases of varicella
are clustered or if a case of varicella occurs in a high risk setting (e.g., hospitals and other
healthcare settings, schools that may have students who are immunocompromised), because
additional control measures may be warranted.

e Individuals with varicella should be excluded until they are no longer infectious.

e Individuals in high risk settings (e.g. daycares, schools, healthcare settings) without
evidence of immunity should be excluded from 10 to 21 days after exposure to VZV, or
until vaccinated.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Varicella vaccine can be used as postexposure prophylaxis within 3-5 days of exposure to
VZV among individuals without evidence of immunity. Even if more than 5 days have
elapsed since exposure, individuals without evidence of immunity should be vaccinated to
protect against future infection.

e Varicella-zoster immune globulin (VariZIG) can be used in susceptible high-risk
individuals within 96 hours of exposure. Of note, since 2006, VariZIG is only available
under an investigational (not licensed) new drug application; therefore, if VariZIG is not
available, IGIV may be used.

D. PREVENTION MEASURES:
Two doses of varicella vaccine are recommended for children aged >12 months, adolescents and
adults without evidence of immunity.*

o Children aged <13 years: A first dose of varicella vaccine is routinely recommended for
all children at age 12-15 months. A second dose of varicella vaccine is recommended
for all children at age 4-6 years. However, it may be administered at an earlier age
provided that the interval between the first and second dose is at least 3 months.

o Adolescents and adults aged >13 years: Individuals without evidence of immunity
should receive two doses of varicella vaccine. The two doses must be spaced at least 4
weeks apart.

*Evidence of immunity includes: documentation of age-appropriate vaccination with varicella
vaccine, laboratory evidence of immunity or laboratory confirmation of disease, birth in the
United States before 1980 (except for health care providers, immunocompromised individuals,
and pregnant women), or diagnosis or verification of a history of varicella disease or herpes
zoster by a healthcare provider.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

C. BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959.

D. WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES
e American Academy of Pediatrics. Varicella-Zoster Infections. In: Pickering LK, Baker CJ,

Kimberlin DW, Long SS, eds. Red Book: 2009 Report of the Committee on Infectious
Diseases. 28" ed. Elk Grove Village, IL: American Academy of Pediatrics; 2009:714-727.



http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

Centers for Disease Control and Prevention. Varicella. In: Atkinson W, Wolfe S, Hamborsky
J, Mclntyre L, eds. Epidemiology and Prevention of Vaccine-Preventable Diseases. 11" ed.
Washington, DC: Public Health Foundation; 2009: 283-304.

Centers for Disease Control and Prevention. Varicella. In: Roush SW, Mclintyre L, Baldy LM,
eds. Manual for the Surveillance of Vaccine-Preventable Diseases. 4" ed. Atlanta, GA:
Centers for Disease Control and Prevention; 2008:17-1-17-17. Available at:
http://www.cdc.gov/vaccines/pubs/surv-manual/chptl7-varicella.htm

Centers for Disease Control and Prevention. Prevention of Varicella; Recommendations of the
Advisory Committee on Immunization Practices (ACIP). MMWR 2007; 56(RR-4):1-40.
Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604al.htm?s cid=rr5604al e

Heymann DL, ed. Control of Communicable Diseases Manual. 19" ed. Washington , DC:
American Public Health Association; 2008:109-116.



http://www.cdc.gov/vaccines/pubs/surv-manual/chpt17-varicella.htm

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604a1.htm?s_cid=rr5604a1_e
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Vibriosis (non-cholera)
Last revised June 7, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An infection of variable severity characterized by diarrhea
and vomiting, primary septicemia, or wound infections. Asymptomatic infections may
occur, and the organism may cause extraintestinal infections.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION: Isolation of Vibrio spp. other
than toxigenic Vibrio cholerae O1 or 0139 from a clinical specimen.* (Infections due to
toxigenic Vibrio cholerae O1 or O139 are reportable as cholera). (See Table below)

D. WISCONSIN CASE DEFINITION:

e Confirmed: A case that meets the laboratory criteria for confirmation. Note that
species identification and, if applicable, serotype designation (i.e., Vibrio
cholerae non-0O1/non-0139) should be reported.

e Probable: A clinically-compatible symptomatic case that is epidemiologically linked
to a confirmed case.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY lII:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)
AND
e Cholera and Other Vibrio IlIness Surveillance Report (CDC 52.79)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

e Source investigation by LHD to include history of travel, dates, mode of
transportation, and foods consumed.

e Surveillance of contacts who shared food and drink for at least five days after
exposure.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Educate public about thoroughly cooking seafood and avoiding exposure of open
wounds to warm seawater/brackish water or raw shellfish/seafood drippings.

e Assess patient’s activities for high-risk settings and advise on enteric precautions.

e Determine if case is outbreak-related and notify DPH Regional Office or CDES.

IV. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-
3421

V. RELATED REFERENCES
e Heymann DL, ed. Cholera and other Vibrioses. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 129-
134.

e Pickering LK, ed. Other Vibrio Infections. In: Red Book: 2006 Report of the Committee
on Infectious Diseases. 27th ed. Elk Grove Village, IL: American Academy of
Pediatrics, 2009: 728-729.

*  Vibrio species (not included are V. cholerae O1 or 0139)
V. alginolyticus
V. cholerae non-0O1, non-0130
V. cincinnatiensis
V. damsela
V. fluvialis
V. furnissii
V. hollisae
V. metschnikovii
V. mimicus
V. parahaemolyticus
V. vulnificus
Vibrio species — not identified




http://www.dhs.wisconsin.gov/localhealth/index.htm




Blastomycosis Worksheet

Wisconsin Division of Public Health
Bureau of Communicable Diseases
One West Wilson Street, Room 318
Madison, WI 53701

Demographic Information:
Patient Name (Last, First):

Date received by BCD: / /
Date of case interview: / /
Interviewer initials:

Parent Name (If minor): Telephone:
DOB: / / Age: Gender M F
Street Address:
City: County: Zip Code:
Occupation: Employer Location:
Race:
__ White ___ Black _ Native American __ Asian/Pacific Islander
_ Unknown __ Other:
Ethnicity: Hispanic ______Non-Hispanic
Clinical Information:
Clinician: Telephone:
Clinic name:
Person reporting: Telephone:
Date report received: / /
1. Hospitalized due to blastomycosis Y N
Hospital name:
Admission date:
/ / D ischarge date: / /
2. Outcome:
____Alive
Deceased due to blastomycosis, Date: / /
Deceased due to other cause: / / Cause:

3. Blastomycosis Diagnosis: (Must meet case definition - See EpiNet Manual)
_ Negative (Positive serology, but no additional laboratory confirmation)
___Positive (Demonstrated blastomycosis yeasts/broad based buds or positive culture)

4. Please check all categories that apply:

Immunocompromised, explain:

Asymptomatic
Treatment: Y N

list medications:

Symptomatic

Treatment Y N list medications:






5. Please check all locations that apply:

Acute Infection ~ Sub-acute Infection ~ Chronic Infection
Pulmonary (Disease present only in lungs)

Extra-pulmonary (No disease in lungs)

Disseminated (Both pulmonary and extra-pulmonary locations)

Bone _ Skin Eye ~___CNS
______ Other:
Diagnostic Information:
Laboratory name:
Microscopy: ~ Positive smear ~ Positive "wet prep"
Date: / /
Specimen:
Result:  Positive _ Negative
Comments:
DNA Probe: Y N Result:
Culture: Y N
Date: / /
Specimen:
Result:  Positive _ Negative
Comments:
Histopathology: Y N
Date: / /
Specimen:
Result:  Positive _ Negative
Comments:
Serology: Y N
__AGID ~ ELISA  _ CompFX
Result __ Positive _ Negative Titer:
Radiology: Y N
_ Xe-ray Date: / /
____cT Date: / /
______MRI Date: / /
Other: Date: / /
Location:
~ Chest ~ Extremity ~ Spine
Other:

Comments:






Risk Factors:
Did patient have any chronic medical conditions that compromise the immune system such as diabetes,

cancer or organ transplant? Y N List:

Did patient Smoke before the onset of illness? Y N
If yes, for how many years?

If yes, how many packs per day?

If yes, was the patient smoking up until the onset of illness? Y N
Has anyone else in the patient's household been diagnosed with blastomycosis? Y N
Who/When:

Symptom History:

History from: Physician or chart/medical record Patient or relative Both

Onset date of illness: / / Recovery date of illness: / /

Cough Y N Headache Y N Fever Y N

Coughingupblood Y N Back pain Y N Chills Y N

Skin lesions Y N Chest pain Y N Night sweats Y N

Poor appetite Y N Bo ne pain Y N Fatigue Y N

Weight loss Y N Fr actures Y N Muscle painY N

Joint pain Y N Other: Y N

Exposure History:

Did patient do any hunting in the 3 months before the onset of illness? Y N

When/Where

Did patient own or regularly visit a cabin in the 3 months before the onset of illness? Y N

Where

Did patient do any fishing, camping, or hiking in the 3 months before the illness? Y N

What: Where:

What: Where:

What: Where:

Did patient use all-terrain vehicles (4-wheelers) in the 3 months before the illness? Y N
Activity:

When/Where






Did patient do any wood or brush clearing or cutting in the 3 months before the illness? Y N
Activity:
When/Where

Was patient near any excavation sites at home or elsewhere in the 3 months before the onset of illness?
Y/N
Activity:
When/Where

Has patient done any gardening or landscaping at home or elsewhere in the 3 months before the onset of
illness? Y N
Activity:
When/Where

Has patient been near any beaver dams or lodges in the 3 months before the illness? Y N
Activity:
When/Where

Did patient have any occupational exposures to soil, wooded area, or boggy areas in the 3 months before
the onset of illness? Y N

Employer:

Activity:
When/Where

Did patient travel in-state or out-of-state in the 3 months before the onset of illness? Y N
When/Where
When/Where

In what county did the patient's exposure likely occur?

Does patient currently own a dog? Y N
If yes, has the dog been diagnosed with blastomycosis? Y N
When? (Date or season and year of onset):
Vet name: Telephone:
Have any of the patient's previously owned dogs diagnosed with blastomycosis? Y N

When? (Date or season and year of onset):

Did the dog live at the patient's current address? Y N





Does patient live on or near a lake, river, stream or wetland? Y N
If yes, how far away? <100 feet < 1/4 mile <mile > mile

Comments:

Thank you for your assistance

Questions or Comments:

For specific questions or comments regarding blastomycosis in Wisconsin contact:
John R. Archer, Epidemiologist

Bureau of Communicable Diseases, Communicable Disease Epidemiology Section
(608) 267-9009

archejr@dhfs.state.wi.us

Please fax the completed form to Bureau of Communicable Diseases at (608) 261-4976 or submit with
the Wisconsin Division of Public Health, Acute & Communicable Disease Case Report, DPH 4151.

Wisconsin Division of Public Health Disease Surveillance Manual (EpiNet, February 2005)
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DEPARTMENT OF HEALTH SERVICES

Division of Public Health

Botulism Testing Request

Screening Worksheet

STATE OF WISCONSIN
(608) 267-9003

Patient Information

Patient's Name (Last) (First) (M.1.) | Date of Birth (mm/dd/yyyy) | Age | Gender
Male / Female
Patient's Address City State Zip Code

County of Residence

Home Telephone

( )

Work or Cell Telephone
( )

Occupation or School, Day Care

Patient’s Parent/ Guardian if patient is a minor

Exposure Information (non-infant cases)

Does patient have a history of consuming home canned food products? Y [N |U If'yes, date & time consumed:
If yes, what food(s) and how were they prepared?

Does patient have a history of a fresh, contaminated wound or injection drug use v INluU If yes, describe

during past 2 weeks?

Has patient consumed product? Y | N | U If'yes, date & time consumed:

Clinical Information

Hospital or Clinic providing care

Hospitalized?
Yes / No / Unk

Admission Date (mm/dd/yyyy)

Physician’s Name

Office Telephone
( )

Pager / Cell Telephone
( )

Onset of illness (date & time of first symptoms)

Symptoms:
Non-Infant (Foodborne, Wound, other) N | U Y |N|U
Descending paralysis Difficulty breathing
Double Vision Muscle weakness
Blurred Vision Dizziness
Drooping eyelids Nausea
Slurred speech Abdominal cramps
Dry mouth Vomiting
Difficulty swallowing Diarrhea
Fever (highest temp. )
Infant Botulism N|U Y| N|U
Constipation Poor feeding
Lethargic Pooled oral secretions
Weakness Poor muscle tone (especially in neck)
Drooping eyelids Descending paralysis
Altered or weak cry Fever  (highest temp. )
Clinical Diagnostic Tests
Which of the following tests have already been performed? Y N | Pending | Result(s)
CSF protein mgm%
CSF examination WBC total
2
Electromyography (EMG) BSAP noted?
Brain scan
Tensilon test
Treatment [] Requested [ Given Has patient been Intubated?
Has anti-toxin been requested or given? Date: Date: Yes/ No Date:

Please fax completed worksheet to WDPH-CDES epidemiologist using secure fax: 608-261-4976.

Communicable Diseases & Epidemiology Section

Revised December 2011






PATIENT'S NAME: TEL.:

Home Work
ADDRESS:
PHYSICIAN'S NAME: TEL.:
~ PATIENT IDENTIFIERS NOT TRANSMITTED TO CDC SEND COMPLETED REPORT TO STATE INFECTION CONTROL

’,«l/'a

State will Centers for Disease Control

CHOLERA AND OTHER VIBRIO ILLNESS forardtor onc Diseases Epidemiology
SURVEILLANCE REPORT 1660 Sliton Road

Atlanta, GA 30333, Fax 404-639-2205

CENTERS FOR DISEASE

I. DEMOGRAPHIC AND ISOLATE INFORMATION OMB 0920-0322 Exp. Date 02/28/2006
( REPORTING HEALTH DEPARTMENT A
1. First three letters
of patient's last name: State: City: (6-15) County/Parish: (16-26)
(1-3) State Epi No.: o737 |State Lab Isolate ID:(38-49) ] CDC USE ONLY FDA No.: (61-69)
L 1L I L | [ (50-60),
2. Date of birth: 3. Age: 4. Sex: (80) 5. Ethnicity: 81 6. Race: (1) Black or African 7. Occupation:(71-81)
Hi§planic or Latino American (2)
Mo. Day yr. Years  Mos. D M Origin? American Indian/ Native Hawaiian or
‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ D F@ DYes @) DUnk Alaska Native (5) other Pacific Islander (6)
)
(70-75) (76-79) D Unk.(9) D No 2 D Asian @) D White (1) D Unk. (9

8. Vibrio species isolated (check one or more): Date specimen collected

Species Source of specimen(s) collected from patient (If more than one specify earliest date) If wound or other, specify site :
Stool Blood Wound Other Mo. Day Yr.
I:l V. alginolyticus ..............ccccevevevecveeencns I:l D D I:l 85) ‘ ‘ ‘ ‘ ‘ ‘ ‘ (86-91) (92-103)
D V. cholerae O1 D D D (107) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (108-113) (114-125)
I:l V. cholerag O139 ......ccccovevvevecvecieannn, I:l D D I:l (129) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (130-135) (136-147)
D V. cholerae non-O1, non-0139 ........... I:l I:l I:l I:l (151) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (152-157) (158-169)
I:l V. cincinnatiensis  ............ccccccoveecveencen. I:l I:l I:l I:l 73) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (174-179) (180-191)
D V. damsela ...........cocooeeeueueevieienn D D D (195) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (196-201) (202-213)
I:I V. AIuVIalIS .....ccceeveeeeeeeeeceeeeeieeeeevean, I:l I:l I:l (17) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (218-223) (224-235)
D V. fUINISSIT ... D D D (239) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (240-245) (246-257)
I:I V. hollisae ..........cccccoovvcviiniccciic I:l I:l I:l (261) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (262-267) (268-279)
|:| V. metschnikovii I:l I:l I:l (283) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (284-289) (290-301)
I:I V. MIMICUS ... D D I:l (305) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (306-311) (312-323)
I:l V. parahaemolyticus ..........cc..ccccceueeun.. I:l D D I:l (327) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (328-333) (334-345)
I:I V. VUINIfICUS ... I:l D D I:l (349) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (350-355) (356-367)
D Vibrio species - not identified ................ D D D D @71) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (372-377) (378-389)
I:I Other (specify): D D I:l (409) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (410-415) (416-427)

(390-405)

9. Were other organisms isolated from the same Yesw No@  Unk 10. Was the identification of the
| EI EI @

specimen that yielded Vibrio? species of Vibrio (e.g., vulnificus, Yes® No@  Unk.(

fluvialis) confirmed at the State D D D (@51)

Specify organism(s): Public Health Laboratory?
(429-450)

11. Complete the following information if the isolate is Vibrio cholerae O1 or 0139:

Serotype (452) (check one) Biotype (@53) (check one) Toxigenic? @54 (check one) If YES, toxin positive by: (check all, that apply)

1 1

! !

EI Inaba (1) EI Not Done () | EI El Tor @) EI Not Done (3) | Yes@ No@ Unk. D ELISA (455)

D Ogawa (2) D Unk. 9) : D Classical () D Unk. 9) : D D D D Latex agglutination (se)
1 1
1 1

[ Hikojima o [[] Other (speciy):

\.

CDC 52.79 REV. 01/2006 (Page 1 of 4) CHOLERA AND OTHER VIBRIO ILLNESS SURVEILLANCE REPORT
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Name of Hospital:

Address:

State: 11 Ager 1 Sexi_ Il. CLINICAL INFORMATION Vibrio species:
(1. Date and time of onset | 2. Symptoms Yes No Unk. Yes No Unk. )
of first symptoms: and signs:  nax OFy 0 @ © o @ O
Fever ........ temp. e (806)(8) (88)0(2)__ D El(m) Headache ... (497)
(483-5) (4 487) (4
Mo. Day Yr. NAUSEA ...eovveeeececeeeeeeceeeee e D D D(m) Muscle pain .. D EI D(AQB)
‘ ‘ ‘ ‘ ‘ ‘ ‘ VOMItING .voveeceeeeeeceeeeeeee e D D D(491) Cellulitis ... D D D(499) Site:
(500-514)
wr2-1) DIAITNEA .vvecvveceerereeeeereeeesie e D D D(m) Bullae ............ EI EI EI(SlS) Site:
(516-530)
Hour Min. O (max. no. stools/24 hours: ) (493-494) Sg)%?oﬁic s D D D(ssn
am ()
pm @ Visible blood in StOOIS  .......cvveeeeeeeeeeeeeeeeeieane D D D(AQS) Other ............. D D D(ssz) (specify):
(478-9) (480-1)  (482) (533-549)
Abdominal cramps ........c.ccccceiiiieii s D D D(we)
3. Total 4. Admitted to a hospital for this illness? (ss3 5. Any sequelae? (e.g., amputation, skin graft) e | 6. Did patient die? (3
g;lirl?:::s- Mo. Day vr If YES, describe:
: DYes o A dmizsi?n‘ ‘ H H 50 DYes " D Yesw If YES, date of death:
ate: 559
El No (2 , ) El No (2 El & be L
@ | O "5 L[] 2| O H e [T
(550.852) Unk.©9) date: 565) Unk.9 s Unk.@ (©37-642)
7. Did patient take an If YES, name(s) of antibiotic(s): Date began antibiotiC' Date ended antibiotiC'
antibiotic as treatment
for this illness? (s3) 4 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Yes No Unk : (644-646) (647-652) (653-658)
IR BN IR NN
: (659-661) (662-667) (668-673)
2 INERE I ERE
(674-676) (677-682) (683-688)
8. Pre-existing Yes No Unk. 9. Was the patient receiving any of the following treatments or taking any of
conditions? W @ © the following medications in the 30 days before this Vibrio illness began?
Alcoholism ............... (689) Yﬁ)s ’\('2? U(Q)k ; .
Yes Unk. If YES, specify treatment and dates:
Diabetes ........cccc...... (690) on insulin? (691) 1) )
Peptic ulcer ............. (692) Antibiotics ................ EI EI D(BMJ
. (812-830)
Gastric surgery ........ (693) type: (694-709) Chemotherapy  ........ EI EI D(asn
. f 7! | I | I | (832-850)
Heart disease .......... (110) Heart failure? 711) Radiotherapy ........ D EI EI(SSU
Hematologic disease (712) type: . (852-870)
g. . P (s-729) Systemic steroids .. EI EI D(SH)
Immunodeficiency (129) type: (730-745) El El E (872-890)
Liver disease ........... (146) type: (747-762) Immunosuppressants o (892-910)
Malignancy ... (769) type: (764-779) Antacids ........ccceeene EI EI D(QM) o1z
) type: i H,-Blocker or other
Renal disease  ......... (760) ype‘ (781-7%6) ulzer medication ....... D EI D(%l}
\ Other .veveieeeeieene (797) specify: (798-810) (e.g., Tagamet, Zantac, Omeprazole) (932-950))
lll. EPIDEMIOLOGIC INFORMATION
(. s )
1. Did this case occur as part of an outbreak? ves () No@ Unk. (9
(Two or more cases of Vibrio infection ) EI @) If YES, describe:
952-970
2. Did the patient travel outside his/her home .
state in the 7 days before iliness began? Patient home state: (971-972) Date Entered Date Left
Y(%s I\(IZ()J U(g)k. City/State/Country Mo. Day r Mo. Day Yr
D D D(973) (974-1004) ‘ ‘ ‘ ‘ ‘ ‘ ‘ (1005-1010) ‘ ‘ ‘ ‘ ‘ ‘ (1011-1016)
HERE HENE
destination(s) (1017-1047) (1048-1053) (1054-1059)
and dates:
3. (1060-1090) (1091-1096) (1097-1102)
3. Please specify which of the following seafoods were eaten by the patient in the 7 days before iliness began: (If multiple times, most recent meal)
Type of Type of Any eaten raw?
seafood Mo.  Day Ve “No'Um.  seslood  ves Mo gk e W
Clams ... D EI Dnos) ‘ H H (1104-1109) D EI D 1110) Shrimp ... D D sz ‘ H H (1144-1149) D D(usm
Crab ... D D D 111 ‘ ‘ ‘ ‘ ‘ ‘ t112.1117) D D D(ma) Crawfish ... D D D(1151) ‘ ‘ ‘ ‘ ‘ ‘ ‘ (1152-1157) D D D(uss)
NN
Lobster D D D 1119) ‘ ‘ ‘ ‘ ‘ ‘ (1120-1125) D D D(mﬁ) shellfish ... D EI D(nsg) (1160-1165) D EI D(nee)
(specify): (1167-1191)
Mussels . D EI D (1127) ‘ ‘ ‘ ‘ ‘ ‘ (1128-1133) D EI D(1134) ‘ ‘ ‘ ‘ ‘ ‘ ‘
‘ ‘ ‘ ‘ ‘ ‘ Fish oo D D D(llgz) (1193-1198) D D D(llgg)
Oysters . D D D 1135) (1136-1141) D D D(mz) (specify):

(1200-1225)/

CDC 52.79 REV.07/2000 (Page 2 of 4)
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State: Age: | Sex:L_ lll. EPIDEMIOLOGIC INFORMATION (CONT.) Vibrio species:

(4. In the 7 days before iliness began, was patient’s D
skin exposed to any of the following? Yes No Unk.
1 @ ©)
If YES, specify body
A body of water (fresh, salt, or brackish water) ..[_] [] [[] a2z of water location: (1229-1242)
Drippings from raw or live seafood ..................... D D D (1227)
. . . If YES to any of the Yes No Unk. Yes No Unk.
Other contact with marine or freshwater life ...... D D D (1228) above, answer each: ©)

)
Mo. Day Yr. Handling/cleaning seafood . D D Dms Construction/repairs ......... D D Dum)
\ H H \ swimming/divingiwading ....[] [] [Juew Bitten/stung ..o 0O 0O Oes

(1250-5) Walking on beach/shore/

Hour Min. fell on rocks/shells ............... D D D(1245) Other: (specify) .......c........ D D D (1249)
Time of O amw
exposure:[] D] Opme Boating/skiing/surfing ........... D D D(me)

(1256-7)  (1256-9)  (1260)

Date of
exposure:

o If skin was exposed to water, indicate type: (1276

EI Salt (1) EI Brackish (3) EI Unk. (9
EI Fresh EI Other

(SpeCIfy) (1277-1284)

Additional comments:

(1285-1290)

o [f skin was exposed, did the patient sustain a wound during this exposure, or have a pre-existing wound? (choose one): (1291
E YES, sustained a wound. (1) E YES, had a pre-existing wound. (2) El YES, uncertain if wound new or old. (3) E NO. @9 El Unk . 9

If YES, describe how wound occurred and site on body :
(Note: Skin bullae that appear as part of the acute illness should be recorded in section Il, Clinical Information, only).

(1292-1320)

If isolate is Vibrio cholerae O1or 0139 please answer questions 5 - 8.

5. If patient was infected with V. cholerae O1 or 0139, to which of the

following risks was the patient exposed in the 4 days before iliness began: Yg)s '\(lzc)) U(Q)k
Y(%S "(‘23’ U(g;)k Other person(s) with cholera or cholera-like illness ............... D D D (1324)

Raw seafood ............... D D D (1321) Street-vended food ... D D D (1325)
Cooked seafood .......... D D D (1322) Oher e D D D (1326)
Foreign travel ............... D D D (1323) (specify):

(1327-1350)

6. If answered “yes” to foreign travel (question lll. 5), n @ O
had the patient been educated in cholera prevention measures before travel? ... D D D (1351)
If YES, check all source(s) of information received:
D Pre-travel clinic (1352) D Friends (1355 I:I Travel agency (1358)
D Airport (departure gate) (1353) D Private physician (1356) D CDC travelers’ hotline (1359
I:l Newspaper (1354) D Health department (1357 |:| Other (specify): (1360)
(1361-1400)
7. If answered “yes” to foreign travel (question IlI. 5), 8. Has patient ever receiveda 'S Unk. ¢
what was the patient’s reason for travel? (check all that apply) cholera vaccine? ................... D D D (1428)
|:| To visit relatives/friends (1401) |:| Other (specify): (1405) (If YES, specify type most recently received):
D Business (1402) D Oral (1429) DParenteraI (1430)
(1406-1426)
D Tourism (1403) D Unk. (1427) Mo. Day yr.
Mili Most recent ‘ ‘ ‘ ‘ ‘ ‘ ‘
D ilitary (1404) date: (1431-1436)

If domestically acquired iliness due to any Vibrio species is suspected to be related to seafood
\ consumption, please complete section IV (Seafood Investigation). y

ADDITIONAL INFORMATION or COMMENTS

CDC Use Only h

Source: (1443)']
Comment: (1444-1454)

Syndrome: (1455
Person completing Mo. Day Yr. Y D
section | - 1lI: Date: ‘ ‘ ‘ ‘ ‘ ‘ (71042 CDC Isolate No.

Title/Agency: Tel.:

\ (1456-1463))

Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing

the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other

aspect of this collection of information, including suggestions for reducing this burden to CDC, Project Clearance Officer, 1600 Clifton Road, MS E-11, Atlanta, GA 30333, ATTN: PRA (0920-0322). Do not send the completed form to this address.

CDC 52.79 REV. 07/2000 (Page 3 of 4) CHOLERA AND OTHER VIBRIO ILLNESS SURVEILLANCE REPORT (OVER)
(CDC Adobe Acrobat 5.0 Electronic Version, 4/2006)






State: | Sex;L_1

Age: L

IV. SEAFOOD INVESTIGATION SECTION

Vibrio species:

For each seafood ingestion investigated, please complete as many of the following questions as possible.
(Include additional pages section IV if more than one seafood type was ingested and investigated.)

\
1. Type of seafood (e.g., clams): Mo. Day yr. . Hour Min.
Date Time Camw Amount
consumed: consumed: pm @) consumed:
(1464-1480) (1481-1486) (1487-8)  (1489-90)  (1491) (1492-1512)
If patient ate multiple seafoods in the 7 days before onset of iliness, please note why this seafood was investigated (e.g.,consumed raw, implicated in outbreak investigation):
2. How was this fish or seafood prepared? (is13
D Raw (1 D Baked (2 D Boiled (3) D Broiled () D Fried (5 D Steamed (5) D Unk. () D Other () (specify):
(1514-1530)
. Yes@) Now) Unk.(9) If YES, specify
3. Was seafood imported from another country? D D uss1  exporting country if known:
(1532-1554)
Yes (1) No(@ Unk. (9)
4. Was this fish or shellfish harvested by the patient or a friend of the patient? D D D (1555) (If YES, go to question 12.)
5. Where was this seafood obtained? (1556 (Check one) 6. Name of restaurant, oyster bar, or food store: | Tel.
D Oyster bar or restaurant (1 D Seafood market () D Unk. 9
D Truck or roadside vendor () D Other (8 Address:
(specify):
D Food store (3) 1557.15%0)
7. If oysters, clams, or mussels were eaten, how were they distributed to the retail outlet? (1501
D Shellstock (sold in the shell) D Shucked @ D Unk. 9 D Other (8) (specify): (1592-1610)
8. Date restaurant or food Mo. Day yr. 9. Was this restaurant or Yes@y No@ Unk (@
outlet received seafood: food outlet inspected as
‘ ‘ ‘ ‘ ‘ ‘ ‘ (1611-1616) part of this investigation? D D D (1617)
10. Are shipping tags available Yes No Unk. 11. Shippers who handled suspected seafood: (please include certification numbers if on tags)
from the suspect lot? (1618 o @ o
(Attach copies if available)
12. Source(s) of seafood:
13. Harvest site: Date: Mo. Day Yr. Status:
D Approved (1) D Conditional (3
(1619-1639) ‘ ‘ ‘ ‘ ‘ ‘ (1640-1645)  (1646) D Prohibited (2 D Other @ spemfy)
(1647-1666)
D Approved (1) D Conditional (3)
(1667-1687) ‘ ‘ ‘ ‘ ‘ ‘ ‘ (1688-1693)  (1694) D Prohibited (2 D Other (8) (specify):
(1695-1714)
14. Physical ch teristi fh t Date Measured
. Physical characteristics of harvest area as Result Mo Day Yr.
close as possible to harvest date:
gee L]
Maximum ambient temp. .........ccccceennen. 1715-1718) (1:7!910 2 (1720-1725)
ger [ L]
Surface water temp.  .....ccoooiviiiiiiiies (1726-1727) 9285: ) (1729-1734)
Salinity (ppt) (1735-1736) |:| ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (737-1742)
Total rainfall (inches in prev. 5 days) ....(1743.1744) |:| ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (1745-1750)
Fecal coliform count ...........ccceoinininnns (1751-1755) |:| ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ arse-1761)  (Attach copy of coliform data)
Yes ( NﬂZ) Unk. (9)
15. Was there evidence of improper storage, cross-contamination, or holding temperature at any point? D D are2) If YES, specify deficiencies:
Person completing section IV: Date: Mo. Day Yr.
‘ ‘ ‘ ‘ ‘ ‘ ‘ (1763-1768)
Title/Agency: Tel.:
\, J
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WEDSS ID:
WISCONSIN ROUTINE ENTERIC FOLLOW-UP WORKSHEET

PATIENT TAB

Patient name: DOB: / / Age:
Gender: M F Unknown

Address: City: Zip:
County: Jurisdiction:

Parent's name (If child)

Telephone number(s):

Ethnicity: Race: Occupation/School:

WEDSS DISEASE BEING REPORTED:

O CAMPYLOBACTEROSIS [Campylobacter (species)]
[0 CRYPTOSPORIDIOSIS

O E. COLI 0157:H7- without HUS

[0 E. COLI, NON-0O157 SHIGA TOXIN-PRODUCING(STEC)- without HUS
O GIARDIASIS

O HEMOLYTIC UREMIC SYNDROME, E. coli non-0157:H7

O HEMOLYTIC UREMIC SYNDROME, E. coli O157:H7

O HEMOLYTIC UREMIC SYNDROME, OTHER OR UNSPECIFIED

[0 SALMONELLOSIS [salmonella (serotype)]

[0 SHIGELLOSIS [shigella (serogroup)]

O YERSINIOSIS

Interview date: / / Interviewer:

Person interviewed: Opatient [Csurrogate (specify):

REQUESTED SECTIONS TO BE COMPLETED DURING ROUTINE INTERVIEWS

Expsoure Period 7 days 14 days 4 days
Disease /5.?223}1'378 Salmonella Campy Yersina Crypto Giardia Shigella Norovirus
Enteric - Travel Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Animal contact Yes Yes Yes Yes Yes Yes No No
Enteric - Soil-manure exposure Yes Yes Yes Yes Yes Yes No No
Enteric - Potential fecal exposure Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Water Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Food source Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Commercial food establishments Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Large gatherings Yes Yes Yes Yes Yes Yes Yes Yes
Enteric - Unpasteurized / Food General Yes Yes Yes Yes Yes Yes No No
Enteric - Food history Yes Yes Yes Yes No No No No
Enteric - Dairy Yes Yes Yes No No No No No
Enteric - Meat, Poultry, Fish Yes Yes Yes Yes No No No No
Enteric - Eggs Yes Yes Yes No No No No No
Enteric - Fruit Yes Yes No No No No No No
Enteric - Vegetables Yes Yes No No No No No No
Enteric - Other foods Yes Yes No No No No No No
Enteric - Beverages Yes Yes No No No No No No

Updated 11/10/09 1 Wisconsin Division of Public Health





WEDSS ID:

LAB — CLINICAL TAB. This tab should be completed for all patients. Disease specific
laboratory information is not included on this worksheet because it is unique to each agent.

Enteric - Symptoms
What was the first symptom?

Date of symptom onset: / / ; Time ofsymptomonset:  :  AM / PM
Date first well: / /

Symptoms:

Nausea Y N Unk Vomiting Y N Unk

Diarrhea Y N Unk Maximum number of stools in 24 hour period:
(Defined as 3 or more loose stools in a 24 hour period)

Bloody diarrhea Y N Unk Watery diarrhea Y N Unk

Abdominal cramps Y N Unk Chills Y N Unk

Sweats Y N Unk Headache Y N Unk
Body/muscle aches Y N Unk Fatigue Y N Unk

Fever Y N Unk Highest measured temperature:

Other: Y N Unk Describe:

Enteric - Medical

Did the patient have:
Hemolytic Uremic Syndrome (HUS)? Y N Unk
Thrombocytopenic Purpura (TTP)? Y N Unk

Did patient see a physician/medical provider? Y N Unk If yes, provider name:

Was patient hospitalized overnight? Y N Unk If yes, where:

Admission date: / / Discharge date: / /

Did patient die as a result of this illness? Y N Unk

Does patient have any underlying medical conditions? Y N Unk
If yes, describe:

Did patient take any medications in 30 days PRIOR to illness onset (prescription medication, over the counter
medication, herbal preparations, vitamins, or other supplements)? Y N Unk
If yes, list medications?

Were antibiotics prescribed FOR the illness? Y N Unk
If yes, date of first dose / / ; List antibiotic(s)

Anti-diarrheal medication taken FOR this illness? Y N Unk
If yes, date of first dose / / ; List medication(s)

Other medication(s) taken FOR this illness? Y N Unk
If yes, list medication(s)

Enteric — Other ill persons
Provide details--including common exposures--for household contacts, co-workers, classmates, and other
associates that have a similar illness. Were othersill? Y N Unk

If yes, please describe who, when, relationship and common exposures:

Updated 11/10/09 2 Wisconsin Division of Public Health





WEDSS ID:

ENTERIC RISK TAB — See table on page 1 for additional guidance on sections to complete

Enteric Exposure period
The exposure period should be determined based on the incubation period of the etiologic agent under
investigation and the illness onset date.

Campylobacter — 7 days

E. coli (Shiga toxin producing) — 7 days
Hemolytic Uremic Syndrome — 7 days
Salmonella — 7 days

Yersinia — 7 days

Cryptosporidium — 14 days
Giardia — 14 days

Shigella — 4 days
Viral agents (norovirus) — 4 days

If a specific agent is not known, the exposure period should include the 7 days prior to iliness onset.
Earliest exposure date: / / Onset date (end exposure): / /

Enteric — Travel (All patients)
During the exposure period, did the patient travel or visit a place outside of usual activities? Y N Unk
If yes: Where:
Departure: / / Return: / / Airline/Flight No.:
Activities:
Foods consumed/Restaurants/Additional info:

Enteric — Animal Contact (this section generally not necessary for Shigellosis and Viral Gastroenteritis)
Indicate if the patient has any pets, or had contact with pets in the home of others, during the exposure period
(including reptiles, pocket pets and fish). Y N Unk
If yes, list pets:
What brand of pet food was used & where was it purchased?:
Ispetfedrawmeat? Y N Unk

Does patient live orwork onafarm? Y N Unk

During the exposure period, did the patient have exposure to any of the following animals or their environment
(including at home or visiting a farm, fair, petting zoo, school,etc) Y N Unk

Indicate all animals (or their environments) that patient had contact with during the exposure period.

[0 Dog/puppies (circle) [0 Cats/kittens (circle)
[ Cattle O Horses

[0 Sheep [0 Goats

O Pigs O Poultry

[0 Fish

[0 Rodents, Specify:
[0 Reptiles/amphibians, Specify:
[0 Other, Specify:

Animal Contact details (Type/Location/date/type of exposure):

Enteric — Soil/Manure exposure (Generally not necessary for Shigellosis and Viral Gastroenteritis)
Did patient apply manure or compost? Y N Maybe Unk
If yes, please specify date and type of compost/manure:
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WEDSS ID:

Enteric — Potential Fecal Exposure (All patients)
During the exposure period, was the patient exposed to:

Adults or children using diapers? Y N M Unk --> Ifyes, did the person have diarrhea? Y N M Unk
Describe the nature of the exposure (date, what type of contact with the person or diaper, etc):

Enteric — Water (All patients)
During the exposure period, was the patient exposed to the following sources of water (include drinking and
recreational use):

Municipal water supply Y N M Unk Private well Y N M Unk
Common well/Rural system Y N M Unk Bottled water 'Y N M Unk
River/Lake/Pond Y N M Unk Ocean Y N M Unk
Chlorinated pool Y N M Unk Wadingpool Y N M Unk
Water/splash park Y N M Unk Standingwater Y N M Unk

Please provide details related to your exposures (dates, locations etc) and any additional source not

covered above:

Enteric — Food Source (All patients)
List grocery stores and supermarkets where patient purchased the food eaten during the exposure period.

Name: Address:
Name: Address:
Name: Address:

During your exposure period, did you eat food obtained from any of the following sources?

Hunting/fishing/trapping Y N M Unk Butchershop Y N M Unk
Private Kkill Y N M Unk Farmers marketY N M Unk
Own garden Y N M Unk Friend/relative ' Y N M Unk

Home delivery (Meals on Wheels/Schwan's/Other) Y N M Unk

Provide details regarding any “Yes” answers above (What was consumed, where and when purchased etc):

Enteric — Food, unpasteurized/general diet (All patients)
Tendency to buy organic or natural foods? Y N M Unk

During the exposure period, did the patient consume items or dishes containing the following items?

Unpasteurized or raw dairy products (milk, cheese,etc) Y N M Unk
If yes, specify product type/brand:
Where and when it was purchased or obtained:
Date(s) consumed:

Unpasteurized, raw or freshly squeezed juices? Y N M Unk
If yes, specify product type/brand:
Where and when it was purchased or obtained:
Date(s) consumed:
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WEDSS ID:

Does the patient eat a special or restricted diet? Y N Unk
(vegetarian, vegan, diabetic, gluten free, dairy free, infant formula and foods etc)
If yes, please specify:

Enteric — Commercial food establishments (All patients)

Indicate the commercial establishments where food was eaten or obtained during the exposure period. Include
restaurants, catered events, fast food, cafeterias, delis; food served in supermarkets, street vendors, concession
stands, snack bars and gas stations.

Did patient eat in any establishment? Y N Unk
1. Name: Address/location:
Meal date: / / Time: : AM |/ PM
Did you eat at a salad bar or buffet at the establishment? Y N M Unk
Foods consumed:

2. Name: Address/location:

Meal date:: / / Time: : AM |/ PM

Did you eat at a salad bar or buffet at the establishment? Y N M Unk
Foods consumed:

3. Name: Address/location:

Meal date: / / Time: : AM | PM

Did you eat at a salad bar or buffet at the establishment? Y N M Unk
Foods consumed:

4, Name: Address/location:

Meal date: / / Time: : AM |/ PM

Did you eat at a salad bar or buffet at the establishment? Y N M Unk
Foods consumed:

5. Name: Address/location:

Meal date: / / Time: : AM | PM

Did you eat at a salad bar or buffet at the establishment? Y N M Unk
Foods consumed:

Enteric — Large Gatherings (All patients)
Large gathering: Wedding, shower, parties, sports events, picnics during the exposure period? Y N Unk
1. Event description:
Event date: / / Time: : AM / PM
Address/location:
Food eaten at event:

2. Event description:
Event date: / / Time: : AM |/ PM
Address/location:

Food eaten at event:

3. Event description:
Event date: / / Time: : AM [ PM
Address/location:

Food eaten at event:
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Enteric — Food History (E. coli 0157, non-0157 STECs, HUS, Salmonella, Campylobacter, Yersinia)

Day 1 prior to lliness — Date: / /
Ate at Ate outside Outside
Meal Home of home location Foods eaten
Breakfast O O
Lunch O O
Dinner O O
Other (snack etc) O O
Day 2 prior to lliness — Date: / /
Ate at Ate outside Outside
Meal Home of home location Foods eaten
Breakfast O O
Lunch O O
Dinner O O
Other (snack etc) O O
Day 3 prior to lliness — Date: / /
Ate at Ate outside Outside
Meal Home of home location Foods eaten
Breakfast O O
Lunch O O
Dinner O O
Other (snack etc) O O
Day 4 prior to lliness — Date: / /
Ate at Ate outside Outside
Meal Home of home location Foods eaten
Breakfast O O
Lunch O O
Dinner O O
Other (snack etc) O O
Day 5 prior to lliness — Date: / /
Ate at Ate outside Outside
Meal Home of home location Foods eaten
Breakfast O O
Lunch O O
Dinner O O
Other (snack etc) O O
Updated 11/10/09 6 Wisconsin Division of Public Health





The following sections are a comprehensive food history. For each item below, ask the patient to answer “yes”,

WEDSS ID:

“no” or “maybe” if they remember eating the item, either at their home or outside the home, during their

exposure period. Please remind the patient of the time frame of interest and try to obtain specific details when
possible related to food items consumed.

Earliest exposure date:

/

/

Enteric — Dairy (E. coli 0157, non-O157 STECs, HUS

Onset date (end exposure): / /

Salmonella, Campylobacter)

Additional information: variety or brand, purchase

Item Y N M | Unk | location, how prepared, when and where
consumed etc.

Milk (pasteurized) Y N M | Unk

Sour cream Y N M | Unk

Cream cheese Y N M | Unk

Cheese Y N M | Unk Specily type:

(Ql\Aue?(iSc()zaLr(:tS;/(I:gsoft cheese) Y N M Unk | Product details:

Cheese curds Y N M | Unk

Cottage cheese Y N M | Unk

Ice cream / frozen yogurt / etc | Y N M | Unk

Yogurt Y N M | Unk

Any other dairy Y N M | Unk

Enteric — Meat, Poultry, Fish (E. coli 0157, non-0157

STECs, HUS, Salmonella, Campylobacter, Yersinia)

Additional information: variety or brand, purchase

Item Y N M | Unk | location, how prepared, when and where
consumed etc.
Date(s) consumed:
How prepared:
Was it raw, bloody, or pink when eaten? Y/ N
Where purchased/consumed:
Ground beef / hamburger Y N M | Unk | pate purchased:
Type: (lean, %fat, chuck, round etc):
Size: Ib; Purchased as pre-formed patties? Y / N
Was it purchased: Fresh / Frozen; Any left-over? Y /N
Other beef (steak, roast, etc) Y N M | Unk
Date(s) consumed:
Describe product:
Chicken Y | N M | Unk | where purchased/consumed:
Was it purchased? Fresh / Frozen
Date purchased:
Turkey Y M | Unk
Pork
(including ham, bacon, etc) Y M Unk
Lamb M | Unk

Updated 11/10/09

Wisconsin Division of Public Health






WEDSS ID:

Fish Y N M | Unk
Shellfish / Seafood (circle) Y N M | Unk
Wild game Y N M | Unk
Hot dogs / Bratwurst (circle) Y N M | Unk
Sausgge (other: breakfasF v N M | Unk | Specify:
Salami, sausage, pepperoni etc)
Lunch meat .
(pre-packaged or deli) Y N M Unk-| Specify:
Any other meat Y N M | Unk
Any above raw, rare, or under | Y N M | Unk | Specify:
cooked?
Enteric — Eggs (E. coli 0157, non-0157 STECs, HUS, Salmonella, Campylobacter)
Additional information: variety or brand, purchase
Item Y N M | Unk | location, how prepared, when and where
consumed etc.
How prepared (fried, scrambled etc):
Eggs eaten Y N M | Unk | Where purchased/eaten
Date consumed:
Eggs used in cooking/baking Y N M | Unk
Uncooked batter or dough v N M | Unk
eaten
Egg products/substitutes v N M | Unk
used
Enteric — Fruit (E. coli 0157, non-0157 STECs, HUS, Salmonella)
Additional information: variety or brand, purchase
Item Y N M | Unk | location, how prepared, when and where
consumed etc. If other than FRESH please specify.
Apples Y N M | Unk
Bananas Y N M | Unk
Cantaloupe Y N M | Unk
Cherries Y N M | Unk
Grapefruit Y N M | Unk
Grapes Y N M | Unk | Red / Green
Honeydew Y N M | Unk
Oranges Y N M | Unk
Pears Y N M | Unk
Strawberries Y N M | Unk
Other berries Y N M | Unk | Specify:
Watermelon Y N M | Unk
Other tree fruit (nectgnnes, v N M | Unk | Specify:
plums, peaches, apricots)
E_xo_tlc/troplcal f_rwt (mango, v N M | Unk | Specify:
kiwi, papaya, pineapple etc)
Other citrus (lime, lemon, .
tangerine, Clementine) Y Unk | Specify:
Any other fruit Y N Unk | Specify:
Updated 11/10/09 8 Wisconsin Division of Public Health
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Enteric — Vegetables (E. coli 0157, non-0O157 STECs, HUS, Salmonella)

Additional information: variety or brand, purchase

Item Y N M | Unk | location, how prepared, when and where
consumed etc. If other than FRESH please specify.
Brand:
Description/type:
Packaged or bagged v | N | M | unk | Where purchased:
salads/lettuces/greens
Date purchased:
Date(s) consumed:
:?;Eggilg:‘gaé;;las not bagged/ v N M | Unk Iceberg / Leaf / Romaine / other:
Spinach (loose or bagged) Y N M | Unk Describe:
Cabbage Y N M | Unk
Other salad greens Y N M | Unk
Asparagus Y N M | Unk
Broccoli Y N M | Unk
Carrots Y N M | Unk | Baby / Regular / Pre-cut
Cauliflower Y N M | Unk
Celery Y N M | Unk
Cucumbers Y N M | Unk
Eggplant Y N M | Unk
Green onions / scallions Y N M | Unk
Other onions Y N M | Unk | Specify:
Mushrooms Y N M | Unk
Pea pods Y N M | Unk
Peppers (sweet or hot) Y N M | Unk | Specify:
Radishes / Jicama (circle) Y N M | Unk
Sprouts (alfalfa, bean, etc) Y N M | Unk | Specify:
Squash / Zucchini (circle) Y N M | Unk
Specify:
Tomatoes Y N M | Unk
Fresh parsley Y N M | Unk
Fresh cilantro Y N M | Unk
Other fresh herbs Y N M | Unk | Specify:
Any other vegetable(s) Y N M | Unk | Specify:

Updated 11/10/09
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Enteric — Other Foods (E. coli 0157, non-O157 STECs, HUS, Salmonella)

WEDSS ID:

Additional information: variety or brand, purchase

Item Y N M | Unk | location, how prepared, when and where
consumed etc.

Peanut butter Y N M | Unk

Peanuts Y N M | Unk
Specify:

Any other nuts (almonds/ Y N M | Unk pecify

walnuts / pecans / etc)

Dips or spreads (hummus, e

Tahini, etc) Y N M | Unk | Specify:

Fresh salsa Y N M | Unk

Tofu Y N M | Unk

Chocolate Y N M | Unk

Other candy Y N M | Unk | Specify:

Convenience foods Y N M | Unk Specify:

(ie- frozen, boxed, ready to eat)

Coleslaw Y N M | Unk

Tossed salad Y N M | Unk

Fruit salad Y N M | Unk

Potato salad Y N M | Unk

Other deli salads Y N M | Unk | Specify:

Any other foods eaten Y N M | Unk

Enteric — Beverages Enteric — Other Foods (E. coli 0157, non-O157 STECs, HUS, Salmonella)
Additional information: variety or brand, purchase

ltem Y N M | Unk | location, how prepared, when and where
consumed etc.

Juice (commercial/pasteurized) M | Unk | Specify:

Smoothies/blended drinks Y M | Unk

Health drinks or supplements | Y M | Unk

Any additional comments or items not already covered?
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Suspected Polio Case Worksheet
REPORT CONTACT

Appendix 14-1

Name (Last, First)

Initial Report Date

LD O 4o

Month Day Year

Address

City County State

Zip Code

Phone

Reporting Laboratory

State

PATIENT IDENTIFIERS

Name (Last, First) Birth Date
City County State Occupation Dl:l Dl:l Dl:":”:l
Month Day Year
Age at Onset | Age Type Ethnicity Race Sex
0 = 0-120 Years H = Hispanic N = Native American / Alaskan Native M = Male
1 = 0-11 Months ” = EO:(HISPEHIC A= A?ian / Pacific Islander F = Female
_ 2 = 0-52 Weeks = Unknown B = African American U = Unknown
999 =Unknown 3= 0-28 Days W = White
9 = Age Unknown O = Other
U = Unknown

Date of Onset of First Symptoms

Lo oo

Month Day Year

Clinical Course

Date of Onset of Paralysis

Lo o oo

Month Day Year

CLINICAL COURSE

CSF RESULTS

e

Date of 60-day Follow Up

LD O o

Month Day Year

WBCs

Sites of Paralysis

OUTCOME
60-day Residual

1 =None
2 = Minor (any minor involvem

Specific Sites

1 = Spinal
2 = Bulbar
3 = Spino-bulbar
major involvement)
4 = Severe (=3 extremities and
respiratory involvement)
5 = Death
9=

Unknown
IMMUNIZATION HISTORY

3 = Significant (<2 extremities,

Protein Glucose

Date of Death

Lo O 4o

Month Day Year

ent)

TOPV within 30 Days Prior to Onset of Symptoms? Date
m:{f: DD DD DDDD Lot Number
Month Day Year
VACCINE DATE 1 DATE 2 DATE 3
IPV-containing
roatvoses 1 LI IO IO T IO IO CIO1 OO IO
DI:' Ever Received Month Day Year Month Day Year Month Day Year
Lot Number Lot Number Lot Number
TOPV
roatvoses 1 LI I CIC T IO IO LI OO I
DI:I Ever Received Month Day Year Month Day Year Month Day Year
Lot Number Lot Number Lot Number
BOPV
(0] eeess: LI DO CICIEe CIC T IO O LI DO CICIEe
Ever Received Month Day Year Month Day Year Month Day Year
Lot Number Lot Number Lot Number
MOPV
(0] meeess: N T N T
Ever Received Month Day Year I:' Month Day Year or Month Day Year |:I
Lot Number 3 Lot Number 3 Lot Number 3

CS210384:A
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Appendix 14-2
INJECTIONS RECEIVED WITHIN 30 DAYS PRIOR TO ONSET OF ILLNESS

Date of First Injection Substance of First Injection Describe Site of First Injection
Month Day Year Sub ce of Injection
Date of Second Injection Substance of Second Injection  Describe Site of Second Injection 1 =X"°°;“° )
2 = Antibiotic
OO0 0000 O []
Month Day Year Site of Injection
Date of Third Injection Substance of Third Injection Describe Site of Third Injection ; = Iﬁgﬂhlt)glt?tid_d
I:l I:‘ 32 Lot Thi;hm
L] 0] 0 3= Figh Tl
Month  Day Year & = Right Gluteal
Date of Fourth Injection Substance of Fourth Injection Describe Site of Fourth Injection
Month Day Year
EXPOSURE HISTORY
Did Case/Household Member Travel Location(s) of Exposure Date of Departure Date of Return
e clepdemis freate)? OO0 0000  O- 00 000d
n ZI?: Month Day Year Month Day Year
Was Case/Household Member Location(s) of Exposure Date of Departure Date of Return
Exposed to Person(s) from or
Returning to Endemic Areas? N e A I A
|:| Month Day Year Month Day Year
Did Case/Household Member have = Contact Name Location of Exposure Date of Contact
Contact with Known Case? (Last)
(First) LI O] CE ]
N=No Month Day Year
Did Case have Contact
with OPV Recipient? Age Age Type
Y =Yes If “Yes’, Date of Contact with
[ kois tvesioaeiconeetn O O000 [0 O
Relation Age Age Type Age Type
i =
If “Yes’; Date of Contact with =
L 2 = 0-52 Week
Nonhousehold OPV Recipient IZMLIQ IZJJ; Dl:wlealglj QI;IQ‘OI%' D = rgsunifss
Relation =Age Unnown
Date Contact Received OPV
Dl:l Dl:l Dl:":”:l Dose Number. Lot Number
Month Day Year
LABORATORY INFORMATION
SERUM SPECIMENS SUBMITTED SPECIMENS SUBMITTED FOR ISOLATION
Laboratory Name SPECIMEN 1
SERUM 1 Results Laboratory Speci-
P1. P2 Name men
g o or P3 Test Result Date Drawn/Obtained Type  pate Drawn/Obtained
[r's 1=P1 1 = Neut.
sollze [zzer _ [I0O] OO OOCIEC] LI O] CE ]
o é 3=P3 Month Day Year Month Day Year
o
(@]
E : ?15':‘;’2"" 2 SPECIMEN 2
B lorP3  Test Result  Date Drawn/Obtained Results Iﬁzl:eratory ipeend-
1=P1 = .
22p2 3 eut DD DD Dl:”:“:l Type  Date Drawn/Obtained
_ CIC ] O CE ]
Month Day Year
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Appendix 14-3
LABORATORY INFORMATION (Continued)

SERUM SPECIMENS SENT TO CDC SPECIMENS FOR POLIO VIRUS ISOLATION SENTTO CDC
SERUM 1 SPECIMEN 1
P1, P2, . i- i i
or P3 Test Result Date Drawn/Obtained ipe?'nm Rfif:llts (séLa;?:c_ Date Received
1=P1 1 = Neut. Type  Type) terization DD DD DDDD
2z [ozert LTI OO e
Month Day Year )
Date Obtained
>
1 = Oligo-
5 (1 mueenee [0 ] IO
E SERUM 2 — — 2 = Genomic Month Day Year
c |P1,P2, . 3= Polymerass
8 or P3 Test Result Date Drawn/Obtained Chain Reaction
< 1=P1 1 = Neut.
S O i (0 0] O] |seecmen | |
8 = Month  Day Year Speci- Results Strains Date Received
3) men (Viral (Charac-
Type  Type) terization LI O] CE ]
Results) Month Day Year

Date Obtained

1 = Oligo-
- - A gucleot_ide
= Genomic
Sequencing Month
3 = Polymerase
Chain Reaction

Day Year

EMG Conducted? | EMG Results Date of EMG Nerve Conduction? | Nerve Results | Date Nerve Conduction

1=Yes 1=Yes

CIE ] OIE IO CIC ] O O]

Month Day Year Month Day Year

Immune Deficiency Diagnosed Prior to OPV Exposure? | Inmune Studies Performed HIV Status

1=Yes . . 1 = Positive

2=No Diagnosis 2 = Negative

3 = Other 9 = Unknown

ADDITIONAL COMMENTS
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WISCONSIN RHEUMATIC FEVER CASE CRITERIA WORKSHEET:
JONES CRITERIA

Patient Name: Date of Birth: / /

Person completing form: Phone: ( ) -

Jones Criteria: If supported by evidence of preceding group A streptococcal infection, the
presence of two major manifestations or of one major and two minor manifestations
indicates a high probability of acute rheumatic fever.

Did the patient have supporting evidence of a preceding group A streptococcal infection?

Yes No

If yes, was infection indicated by one of the following (check one):
Positive throat culture or rapid streptococcal antigen test

Elevated or rising streptococcal antibody titer

Major manifestations: (Please check all that apply)
Carditis (inflammation of the heart)
Migratory polyarthritis (exquisite joint pain and inflammation)
Chorea (involuntary movement of the limbs)
Erythema marginatum (rash)
Subcutaneous nodules (usually over the joints)

Minor manifestations: (Please check all that apply)

Fever (usually high)
Arthralgia (joint pain, even in the absence of redness or swelling)
Elevated acute-phase reactants

1. Erythrocyte Sedimentation Rate (ESR)
2. C-reactive protein (CRP)

Abnormal EKG (prolonged PR interval)

Does the case meet the Jones Criteria for diagnosing rheumatic fever? Yes No

Reference: Dajani AS, et al. Guidelines for the diagnosis of rheumatic fever. Jones Criteria, 1992
update. JAMA 1992;268(15):2069-2073.

Revised August 2011






Tetanus Surveillance Worksheet

APPENDIX 18

NAME (Last, First)

Hospital Record No.

3 = Linear Laceration

Tetanus Disease
(Exclude Doses Received Since Acute Injury)

[]

0 = Never 3=3doses
1=1dose 4=4+doses
2=2doses 9=Unknown

Tetanus Toxoid (TT) History Prior to

1]

Address (Street and No.) City County Zip Phone
Reporting Physician/Nurse/Hospital/Clinic/Lab | Address Phone
DETACH HERE and transmit only lower portion if sent to CDC
Tetanus Surveillance Worksheet
CDC NETSS ID | | | | | | | | | | County State Zip
Birth Date Age Age Type Ethnicity Race Sex
| | | | | || | | | | I | 0=0-120years 3 =0-28days H = Hispanic |:| N= Na?ive Am_e_r./AIaskan Native W =White M = Male
1=0-11 months 9= Unknown N = Not Hispanic A = Asian/Pacific Islander O = Other F = Female
Month Day Year Unk = 999 2=0-52 weeks U = Unknown B = African American U = Unknown U = Unknown
Event Date Event Type Reported Imported Report Status
_ _ 1=Indigenous 1= Confirmed
| | || | || | | |:| 1:O_nset Da_\te 5= Reported to State or | | || | || | | 2 = International 2 = Probable
2 = Diagnosis Date ~ MMWR Report Date 3 =0ut of State 3 = Suspect
Date Year of Onset L .
Acute Wound Date Wound Occurred | Principal Anatomic Site
(T LT
| | || | | | | | 1=Head 9 = Unspecified
Month Day Year Y = Yes |:| 2 =Trunk
R N = No 3 =Upper Extremity
Occupation |:| U = Unknown Month  Day Year 4 = Lower extremity
ﬁ Work Related? | Environment Circumstances:
Y = Yes 1=Home 4 = Automobile
. - . |:| N =No |:| 2 =Other Indoors 5 = Other Outdoors
> History of Military Service Year of Entry Into gey U = Unknown 3=Farm/Yard 9 = Unknown
ﬁ (Active or Reserve)? Military Service g —
V= ves Principal Wound Type Wound
% |:| N = No D:I:I:‘ 1 = Puncture 7 =Burn 12 = Animal bite Contaminated?
U = Unknown 2 =Stellate Laceration 8 = Frost bite 13 =Insect bite/sting

9 = Compound Fracture 14 = Dental

10 = Other (e.g. with cancer) 15 = Tissue necrosis
Specify: 99 = Unknown

11 = Surgery

Y =Yes
N = No
U =Unknown

[]

4 = Crush
Years Since 5 = Abrasion
Last Dose 6 = Avulsion
D:I Depth of Wound
0-98 1=1cm.orless
99 = Unknown |:| 2 =More than 1cm.
9 =Unknown

Devitalized, Ischemic, or

Signs of Infection?
Denervated Tissue Present?

Y =Yes
|:| N =No Y =Yes
U = Unknown |:| N=No
U = Unknown

Was Medical Care Obtained

Tetanus Toxoid (TT) or Td

If Yes, TT or Td Given How Soon After Injury?

%’ For This Acute Injury? Administered Before Tetanus Onset? 1=<6Hours 5=10-14 Days
|:| 2=7-23 Hours 6 =15+ Days
)22 Y =Yes Y =Yes 3=1-4Days  9=Unknown
2 O mig:
g U =Unknown U =Unknown
@] Wound Debrided Before If Yes, Debrided How Soon Tetanus Immune Globulin If Yes, TIG Given How Soon Dosage
Tetanus Onset? After Injury? (TIG) Prophylaxis Received After Injury? (Units)
1=<6H 5=10-14 D L) 1=<6Hours 5=1014Days
|:| \’\(li;(‘es |:| 2=7-23 ﬁgﬂfs 6=15+ Daya}sys Befori'l_'steeslnus Onset: |:| 2=7-23Hours 6 = 15+ Days |:|:|:|
= o 3=1-4Days 9 = Unknown N ; N 3=1-4 Days 9 = Unknown
U = Unknown 4-59D o 4=5-9 Days 0-998
=o-9 bays U = Unknown 999 = Unknown
Associated Condition Describe Condition: Diabetes? If Yes, Insulin- Parenteral Describe Condition:
(If no Acute Injury) Dependent? Drug Abuse?
1=Abscess 6= Other Infection |:| Y erS Y iYes |:| Y =Yes
|:|:| 2 =Ulcer 7 = Cancer N =No N'=No N =No
3=Blister 8 = Gingivitis U = Unknown U =Unknown U = Unknown
4 =Gangrene 88 =None
5= Cellulitis 99 = Unknown

0-998
999 = Unknown

L]

0-998
999 = Unknown

LI 1]

Type of Tetanus Disease TIG Therapy Given? If Yes, How Soon After lliness Onset? Dosage
|:| 1= Generalized |:| Y = Yes |:| 1=<6Hours 5=1014 Days (Units)
2 =Localized N = No 2=7-23 Hours 6 = 15+ Days
3= Cephalic U = Unknown 3=1-4 Days 9= Unknown [T ] ooes
4 = Unknown 4=5-9 Days 999 = Unknown
Days Hospitalized Days in ICU Days Received Mechanical Ventilation

0-998
999 = Unknown

(L T]

Outcome One

[]

CLINICAL COURSE

D = Died

R =Recovered
C = Convalescing

Month After Onset?

If Died, Date Expired

Month Day Year

Page 1 of 2
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Tetanus Surveillance Worksheet

NAME (Last, First) Hospital Record No.
Address (Street and No.) City County Zip Phone
Reporting Physician/Nurse/Hospital/Clinic/Lab | Address Phone

DETACH HERE and transmit only lower portion if sent to CDC
Tetanus Surveillance Worksheet

Mother's Age in Years | Mother's Birthdate Date Mother's Arrival in U.S. Mother's Tetanus Toxoid (TT) Years Since Mother's
History PRIOR to Child's Disease Last Dose

[ 1] HE NN HE RN fnonn Doses o)
99 = Unknown 0 = Never 3=3doses |:|:| 9.9
= Nev = -
Month Day Year Month Day Year |:| 1=1dose 4=4+doses 99:= Unknown
2=2doses 9=Unknown

NEONATAL{< 28 DAYS OLD):

Child's Birthplace Birth Attendant(s) Other Birth Attendant(s)
1= Physician 4= Unlicensed Midwife (If Not Previously Listed)
|:| 1 =Hospital |:| 2 =Nurse 5 = Other
2=Home 3 =Licensed Midwife 9 =Unknown
3= Other
9 = Unknown
Other Comments? | Reporter's Name Title
Y =Yes
] =
U =Unknown
Institution Name Phone Number Date Reported

Month Day Year

Clinical Case Definition*:
Acute onset of hypertonia and/or painful muscular contractions (usually of the muscles of the jaw and neck) and generalized muscle spasms
without other apparent medical cause.

Case Classification™*:
Confirmed: A clinically compatible case, as reported by a health-care professional.

Notes/Other Information:

*CDC. Case Definitions for Infectious Conditions Under Public He alth Surveillance. MMWR1997;46(No. RR-10):39.

Please send completed form, via your CD reporting staff, to:

State Department of Health Services, DCDC/Infectious Diseases Branch, Surveillance & Statistics Section, P.O. Box [
942732. MS 7306. Sacramento. CA 94234-7320

Page 2 of 2 (This is a CDC worksheet form, replaces Tetanus Surveillance Case Report, CDC 71.15 revised 09/86.



Rina Shaikh
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		send to: Please send completed form, via your CD reporting staff, to:
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WISCONSIN TOXIC SHOCK SYNDROME CASE CRITERIA WORKSHEET

Patient Name: Date of Birth: / /

Person completing form: Phone: ( ) -

Is this staphylococcal or streptococcal toxic shock syndrome?

Staphylococcal Streptococcal (go to page 2)

STAPHYLOCOCCAL TSS CLINICAL CASE DEFINITION: Case definition is listed here to
help with case reporting. Only confirmed and probable cases will be included in state and
national surveillance. To determine whether this case meets the case definition for
confirmed or probable case, please check manifestations present below. The final case
definition will be applied by an epidemiologist at the state level.

Confirmed case = a case that meets the laboratory criteria and presents with all 5 of the
clinical findings listed below, including desquamation. If an individual dies prior to
developing desquamation, but exhibits all of the other 4 clinical findings, that individual is
considered a confirmed case-patient.

Probable case = a case that meets the laboratory criteria and presents with 4 of the 5
clinical findings listed below.

Laboratory criteria:

Negative results on the following tests, if obtained:

e Blood or cerebrospinal fluid cultures (blood culture may be positive for
Staphylococcus aureus)

¢ Negative serologies for Rocky Mountain spotted fever, leptospirosis or measles
Clinical manifestations:

1. Fever: temperature = 38.99 C (= 102.09F). List temperature:
2. Rash: diffuse macular erythroderma

3. Desquamation: 1 to 2 weeks after onset of rash

4,

Hypotension: systolic pressure < 90 mm Hg for adults or lower than fifth
percentile by age for children younger than 16 years

5. Multi-system involvement, characterized by 3 or more of the following organ systems:
Gastrointestinal: vomiting or diarrhea at onset of illness

Muscular: severe myalgia or creatine phosphokinase (CPK) level at least twice the
upper limit of normal

Mucous membrane: vaginal, oropharyngeal or conjunctival hyperemia

Page 1 of 3
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Renal: blood urea nitrogen or creatinine at least twice the upper limit of normal for
laboratory or urinary sediment with pyuria (= 5 leukocytes per high-power field) in
the absence of urinary tract infection

Hepatic: total bilirubin, alanine aminotransferase (ALT) or aspartate
aminotransferase (AST) enzyme levels at least twice the upper limit of normal for
laboratory

Hematologic: platelet count < 100,000/mm?

Central nervous system: disorientation or alterations in consciousness without
focal neurologic signs when fever and hypotension are absent

STREPTOCOCCAL TSS CLINICAL CASE DEFINITION: Case definition is listed here to
help with case reporting. Only confirmed and probable cases will be included in state and
national surveillance. To determine whether this case meets the case definition for
confirmed or probable case, please check manifestations present below. The final case
definition will be applied by an epidemiologist at the state level.

Confirmed case = a case that meets laboratory criteria with isolation of group A
Streptococcus from a normally sterile site and presents with the clinical findings listed
below.

Probable case = a case that meets laboratory criteria with isolation of group A
Streptococcus from a non-sterile site and presents with the clinical findings listed below.

Laboratory criteria:

Isolation of group A B-hemolytic Streptococcus (Streptococcus pyogenes)

List specimen source:

e Normally sterile sites include blood, cerebrospinal fluid or, less commonly,
peritoneal, pleural, pericardial and joint fluids

o Non-sterile sites include throat, sputum, vagina, surgical wounds and
superficial skin lesions

Clinical manifestations:

1. Hypotension: systolic pressure < 90 mm Hg for adults or lower than fifth
percentile by age for children younger than 16 years

2. Multi-organ involvement, characterized by 2 or more of the following:

Renal impairment: creatinine = 2 mg/dL (= 177 umol/L) for adults, or 2 or more
times higher than the upper limit of normal for age (in patients with preexisting
renal disease, a > 2-fold elevation over baseline)

Coagulopathy: platelets < 100,000/mm? or disseminated intravascular
coagulation, defined by prolonged clotting times, low fibrinogen level, and the
presence of fibrin degradation products

Page 2 of 3
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Hepatic involvement: alanine transaminase (ALT), aspartate transaminase (AST)
or total bilirubin levels 2 or more times higher than the upper limit of normal for
age (in patients with preexisting liver disease, a > 2-fold increase over baseline)

Acute respiratory distress syndrome: defined by acute onset of diffuse pulmonary

infiltrates and hypoxemia in the absence of cardiac failure or by evidence of
diffuse capillary leak, manifested by acute onset of generalized edema, or pleural
or peritoneal effusions with hypoalbuminemia

A generalized erythematous macular rash that may desquamate

Soft tissue necrosis, including necrotizing fasciitis or myaositis, or gangrene

References:

1.

Council of State and Territorial Epidemiologists. Nationally Notifiable Infectious
Conditions: Toxic-Shock Syndrome 2011 Case Definition. Available at:
http://www.cdc.gov/osels/ph surveillance/nndss/casedef/toxicsscurrent.htm

Council of State and Territorial Epidemiologists. Nationally Notifiable Infectious
Conditions: Streptococcal Toxic-Shock Syndrome 2010 Case Definition. Available at:
http://www.cdc.gov/osels/ph surveillance/nndss/casedef/streptococcalcurrent.htm

Heymann DL, ed. Toxic Shock Syndrome. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008:576-577

Pickering LK, ed. Staphylococcal infections and group A streptococcal infections. In:
Red Book: 2009 Report of the Committee on Infectious Diseases. 28th ed. Elk Grove
Village, IL: American Academy of Pediatrics, 2009:601-628

The working group on severe streptococcal infections. Defining the group A
streptococcal toxic shock syndrome: rationale and consensus definition. JAMA,
1993;269:390-391

Wharton M, Chorba TL, Vogt RL, Morse DL, Buehler JW. Case definitions for public
health surveillance. MMWR Recommended Reports, 1990;39(RR-13):1-43
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Wisconsin vaccine history and serogroup worksheet (submit with F-44151) for
the reporting of invasive Neisseria meningitidis, Haemophilus influenzae and
Streptococcus pneumoniae

Patient Name:

Date of Birth: / /

Person completing form: Phone: ( ) -

A. Type of infection caused by organism (check all that apply):

____ Primary bacteremia __ Meningitis _____ Otitismedia ___ Pneumonia
____ Cellulitis___ Epiglottitis____ Peritonitis ____ Pericarditis

____ Septic abortion __ Amnionitis ____ Septic arthritis___ Conjunctivitis

Other (specify )

Specimen source from which organism was isolated (check all that apply):

Cerebrospinal fluid (CSF) Blood Other sterile site (specify )

No organism isolated (suspect case)

Date of collection of first positive culture: / /

If younger than 6 years of age, does the patient attend daycare? Yes No

Does the patient have any of the following (check all that apply)?

Cochlear implant Permanent shunt Facial fracture




http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1



Choose the causative organism below and provide additional information:
1. Haemophilus influenzae:

Serotype: Serotype b Other serotype (specify )

If yes, complete the following information:
Date Received Vaccine [/ Manufacturer / Lot#

Booster 1 / / / /

Booster 2 / / / /

____Non-typeable __ Serotype unknown, pending or not tested
Did patient receive the Haemophilus influenzae serotype b (Hib) vaccine? Yes No
If yes, complete the following information:
Dose  Date Received Vaccine [/ Manufacturer / Lot#
1 / / / /
2 / / / /
3 / / / /
4 / / / /
___ 2.Neisseria meningitidis:
Serogroup: A B C Y W-135  Other (specify )
_____Non-groupable __ Serogroup unknown, pending or not tested
Did the patient receive the Neisseria meningitidis (meningococcal) vaccine? Yes No
If yes, complete the following information:
Date Received Vaccine [/ Manufacturer / Lot#
/ / / /
Did the patient receive booster dose(s) of the Neisseria meningitidis vaccine? Yes No





3.Streptococcus pneumoniae:

Did patient receive the Streptococcus pneumoniae (pneumococcal) vaccine? Yes No

If yes, please complete the following information:

Dose  Date Received Vaccine [/  Manufacturer / Lot#
1 / / / /

2 / / / /

3 / / / /

4 / / / /
Submitted by: County:
Telephone #: ( ) - Date: / /

NOTE: Serotype testing is performed at the Wisconsin State Laboratory of Hygiene (WSLH) at
no cost to the submitting laboratory. It is strongly encouraged that all invasive isolates of
Neisseria meningitidis and Haemophilus influenzae be sent to the WSLH for serotyping.
Serotyping results are also needed for state and national surveillance programs. Transport costs
can be covered through the Invasive Bacteria Laboratory Surveillance (IBLS) program. If your
laboratory does not participate in IBLS, please contact the Invasive Bacteria Surveillance
Coordinator by telephone (608-261-6955) to learn how shipping costs for relevant organisms can
be paid through the IBLS program.
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Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

YELLOW FEVER
Last revised September 08, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Yellow fever illness is caused by a flavivirus in the arbovirus group and
transmitted to human by a bite of an infected mosquito. This mosquito-borne illness is characterized by
acute onset fever and chills, severe headache, back pain, muscle aches, nausea, fatigue, and weakness.
Patients with yellow fever may be viremic for 3 to 6 days before developing symptoms. A brief
remission of symptoms may occur, follow by recurring symptoms including fever, headache, back pain,
nausea, vomiting, hepatitis, kidney and liver failure, shock, and generalized hemorrhages. Yellow fever
occurs in parts of South America and tropical regions of Africa. Rare cases of yellow fever infection
have been associated with U.S. travelers. Vaccination is available for travelers.

B. REPORTING CRITERIA: Laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Fourfold or greater rise in yellow fever antibody titer in a patient’s serum or CSF who has no history
of recent yellow fever immunization, and cross-reactions to other flaviviruses have been ruled out,
OR

e Demonstration of yellow fever virus, antigen, or genome in tissue, blood or other body fluid.

D. WISCONSIN CASE DEFINITION:
Confirmed: A clinically compatible illness that is laboratory confirmed.

Probable: a clinical compatible case with only supportive serology that demonstrate a stable elevated
antibody titer to yellow fever virus. Cross-reactive serologic reactions to other flaviviruses must be
excluded and no history of vaccination.

Note: elevated antibody titers IgM and/or 1gG for the different tests preformed:
Complement fixation (CF) = greater or equal to 1:32 antibody, or
Immunofluorescence assay (IFA) = greater or equal to 1:256 antibody, or
Hemagglutination inhibition = greater or equal to 1:160 by neutralization, or
Immunoglobulin M-capture enzyme immunoassay (ELISA) = positive IgM
Microsphere-based immunoassay (MIA) = positive IgM

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or suspected
case. The local health department shall then notify the state epidemiologist immediately of any
confirmed or suspected cases. Within 24 hours, submit a case report electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means.

B. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy —Acute and Communicable Diseases Case Report (F-44151) AND
Arbovirus Case Report Form



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow the

methods of control recommended in the current edition of Control of Communicable Diseases Manual,

edited by David L. Heymann, published by the American Public Health Association.

e A thorough history of travel three to six days before the onset of symptoms to locate the probable
area of exposure to yellow fever.

e Observe all persons who had traveled to the area of exposure.

e Promote yellow fever immunization among persons aged = 9 months travelling to or living in areas
of South America and Africa that are at risk for yellow fever virus transmission. Some countries
require proof of yellow fever vaccination for entry. See CDC Yellow Book in references for more
information.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER /EPIDEMIOLOGY & IMMUNIZATION SECTIONS:
e Questions related to the disease: (608) 267-0249.
e Questions related to the Yellow Fever vaccine: (608) 266-2346.

C. WISCONSIN STATE LABORATORY OF HYGIENE / VIRUS SEROLOGY: (608) 262-0248

IV. RELATED REFERENCES

e Heymann DL, ed. Yellow Fever. In: Control of Communicable Diseases Manual. 19th ed. Washington,
DC: American Public Health Association, 2008: 684-689.

e Pickering LK, ed. Arboviruses. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 214-220.

e Gershman M, Staples E. Yellow Fever. In: CDC Health Information for International Travel 2012
(Yellow Book), available online in the Traveler’s Health section of the CDC website at www.cdc.gov

e For yellow fever information can be found at the CDC website below:
http://www.cdc.gov/ncidod/dvbid/yellowfever/index.htm




http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.cdc.gov/ncidod/dvbid/yellowfever/index.htm




Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

YERSINIOSIS
Last revised April 28, 2011

IDENTIFICATION

A

D.

Clinical description:

A bacterial illness characterized in young children by fever and watery diarrhea that often
contains leukocytes, blood or mucous. In older children and adults the symptoms may mimic
appendicitis (right lower quadrant tenderness), with fever and leukocytosis.

Reporting criteria: Laboratory confirmation.

Laboratory criteria for confirmation:
Isolation of Yersinia enterocolitica or Y. pseudotuberculosis from any clinical specimen.

NOTE: Testing for Yersinia enterolitica is only done on direct plating as part of the routine
enteric culture for bacterial pathogens. If yersiniosis is suspected, request Test 610Y, in which
enrichment broths will also be incorporated.

Wisconsin case definition: A laboratory confirmed case.

ACTIONS REQUIRED / PREVENTION MEASURES

A

WISCONSIN DISEASE SURVEILLANCE CATEGORY Il:

Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically - Report through WEDSS, including appropriate disease-specific sections
OR
Paper Copy - Acute and Communicable Diseases Case Report (F-44151)
e Routine Enteric Follow-up Worksheet

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Source investigation by LHD.

CONTACTS FOR CONSULTATION

A

B.

Local Health Departments — Regional Offices — Tribal Agencies:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / Communicable Disease Epidemiology Section: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm



C. WI State Laboratory Of Hygiene / Bacteriology: (608) 263-3421

RELATED REFERENCES

e “Yersiniosis” DOH Disease Fact Sheet Series: View a list of all current Communicable
Disease Fact Sheets

e Heymann DL, ed. YERSINIOSIS. In: Control of Communicable Diseases Manual. 18 th
ed. Washington , DC : American Public Health Association, 2004: 600-603.

e Pickering LK, ed. Yersinia enterocolitica and Yersinia pseudotuberculosis Infections. In:
Red Book: 2003 Report of the Committee on Infectious Diseases. 26 th ed. Elk Grove
Village , IL : American Academy of Pediatrics, 2003:690-692.




http://dhs.wisconsin.gov/communicable/factsheets/index.htm

http://dhs.wisconsin.gov/communicable/factsheets/index.htm




Influenza-Associated Pediatric Deaths Case Report Form

Form approved
OMB No. 0920-0007

STATE USE ONLY — DO NOT SEND INFORMATION IN THIS SECTION TO CDC

Last Name: First Name: County:

Address: City: State, Zip:

Patient Demographics

1. State: 2. County: 3. State ID: 4. CDCID:
oD 7.Sex: O Hi . Lai
O Months | & Date of birth: / / O Male §. Ethnicity: O Not Hispanic a(l)trnioatino
5. Age: MM DD  YYYY O Female | © y: P
—— O Years O Unknown
O Unkown
9. Race: O White OBlack O Asian [ Native Hawaiian or Other Pacific Islander [0 American Indian or Alaska Native
’ ’ [0 Unknown
Death Information
12. Was an autopsy performed?
10. Date of illness onset: / / 11. Date of death: / / O Yes ONo O Unknown
MM DD YYYY MM DD YYYY
13 a. Did cardiac/respiratory arrest occur outside the hospital? O Yes ONo O Unknown

13 b. Location of death: O Outside the Hospital (e.g. home or in transit to hospital) O Emergency Dept (ED) O Inpatient ward O ICU
O Other (specify):

13 c. If the death occurred in the hospital, what was the date of admission? / /
MM DD YYYY

CDC Laboratory Specimens

14 a. Were pathology specimens sent to CDC’s Infectious Diseases Pathology Branch? O Yes ONo O Unknown
Please provide the lab ID No. if known

14 b. Were influenza isolates or original clinical material sent to CDC’s Influenza Division? O Yes ONo O Unknown
Please provide the lab ID No. if known

14 c¢. Were Staph aureus isolates sent to CDC’s Division of Healthcare Quality Promotion? O Yes ONo O Unknown
Please provide the lab ID No. if known
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Influenza-Associated Pediatric Deaths Case Report Form

Influenza Testing (check all that were used)

Specimen
Test Type Result Coll£cti0n Date

15. O Influenza A O Influenza B O Negative

O Commercial rapid diagnostic test O Influenza A/B (Not. Disti.nguished.) 0 2009 Influenza A (HIN1) / /
O Influenza virus co-infection (specity)
O Influenza A (Subtyping Not Done) O Influenza B O Negative

. O Influenza A (Unable To Subtype) O Influenza A (H1) O Influenza A (H3)

[ Viral culture 0 2009 Influenza A (HIN1) / /
O Influenza virus co-infection (specify)
O Influenza A (Subtyping Not Done) O Influenza B O Negative

. O Influenza A (Unable To Subtype) O Influenza A (H1) O Influenza A (H3)

O Fluorescent antibody (IFA or DFA) 02009 Influenza A (HINT) / /
O Influenza virus co-infection (specify)
O Influenza A (Subtyping Not Done) O Influenza B O Negative

. O Influenza A (Unable To Subtype) O Influenza A (H1) O Influenza A (H3)

O Enzyme immunoassay (EIA) 02009 Influenza A (HINT) / /
O Influenza virus co-infection (specify)
O Influenza A (Subtyping Not Done) O Influenza B O Negative

[0 RT-PCR O Influenza A (Unable To Subtype) O Influenza A (H1) O Influenza A (H3) / /
0 2009 Influenza A (HIN1)
O Influenza virus co-infection (specify)

. . O Influenza A O Influenza B O Negative
0 Immunohistochemistry (THC) O Influenza virus co-infection (specify) / /

Culture confirmation of bacterial pathogens from STERILE (Invasive) SITES

16 a. Was a specimen collected for bacterial culture from a normally sterile site (e.g., blood, cerebrospinal fluid

[CSF], tissue, or pleural fluid OYes ONo O Unknown

16 b. If yes, please indicate the site from which the specimen was obtained and the result. If more than one specimen type is positive and more than
one organism is identified please indicate the organism cultured from each specimen type in the comments section.

Specimen Type Collection Date Result

O Blood Date  / / O Positive O Negative O Unknown
O Pleural fluid Date / / O Positive O Negative O Unknown
O CSF Date  / / O Positive O Negative O Unknown
O Other Date  / / O Positive O Negative O Unknown
O Unknown

16 c. If positive, please check the organism cultured.

[ Streptococcus pneumoniae O Staphylococcus aureus, methicillin sensitive 0 Haemophilus influenzae not-type b
(MSSA)

O Group A streptococcus O Staphylococcus aureus, methicillin resistant [0 Haemophilus influenzae type b
(MRSA)

O Other bacteria: [0 Staphylococcus aureus, sensitivity not done [ Pseudomonas aeruginosa

(If reporting another viral co-infection please do so in
section 19 Clinical Diagnosis and Complications)
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Influenza-Associated Pediatric Deaths Case Report Form

Culture confirmation of bacterial pathogens from NON-STERILE SITES

16 d. Were other respiratory specimens collected for bacterial culture (e.g., sputum, ET tube aspirate)? O Yes O No O Unknown

16 e. If yes, please indicate the site from which the specimen was obtained and the result. If more than one specimen type is positive and more than
one organism is identified please indicate the organism cultured from each specimen type in the comments section.

Specimen Type Collection Date  Result

O Sputum Date / / O Positive O Negative O Unknown
O ET tube Date / / O Positive O Negative O Unknown
O Other Date / / O Positive O Negative O Unknown
O Unknown

16 f. If positive, please check the organism cultured.

[ Streptococcus pneumoniae O Staphylococcus aureus, methicillin sensitive [0 Haemophilus influenzae not-type b
(MSSA)

O Group A streptococcus O Staphylococcus aureus, methicillin resistant [0 Haemophilus influenzae type b
(MRSA)

O Other bacteria: [ Staphylococcus aureus, sensitivity not done [ Pseudomonas aeruginosa

(If reporting another viral co-
infection please do so in section 19
Clinical Diagnosis and
Complications)

Pathology confirmation of bacterial pathogens

16 g. Was a specimen (e.g., fixed lung tissue) collected from an autopsy for testing of bacterial pathogens by a local
or state pathologist? (If pathology results are available from CDC it is not necessary to input those results here, O Yes ONo O Unknown
however please make sure to complete section 14 “CDC Laboratory Specimens’)

If yes please indicate the results of these tests in the comments section at the end of the form.

Medical Care

17. Was the patient placed on mechanical ventilation? O Yes O No O Unknown
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Influenza-Associated Pediatric Deaths Case Report Form

Clinical Diagnoses and Complications

18 a. Did complications occur during the acute illness? O Yes ONo O Unknown

18 b. If yes, check all complications that occurred during the acute illness:

O Pneumonia (Chest X-Ray confirmed) O Acute Respiratory Disease Syndrome (ARDS) [ Croup O Seizures
O Bronchiolitis O Encephalopathy/encephalitis O Reye syndrome O Shock
O Sepsis O Hemorrhagic pneumonia/pneumonitis O Cardiomyopathy/myocarditis

O Another viral co-infection: O Other:

19 a. Did the child have any medical conditions that existed before the start of the acute illness? O Yes O No O Unknown

19 b. If yes, check all medical conditions that existed before the start of the acute illness:

[0 Moderate to severe developmental

delay O Hemoglobinopathy (e.g. sickle cell disease) O Asthma/ reactive airway disease

O History of febrile

. O Seizure disorder [ Cystic fibrosis
seizures

[ Diabetes mellitus

[ Cardiac disease/congenital heart disease (specify) [ Renal disease (specify) [0 Skin or soft tissue infection (SSTI)

O Chromosomal Abnormality/Genetic Syndrome (specify) O Mitochondrial Disorder (specify)

O Chronic pulmonary disease (specify) O Immunosuppressive condition (specify)

O Cancer (diagnosis and/or treatment

began in previous 12 months) [ Prematurity (specify

O Endocrine disorder (specify) O Obesity O] Cerebral Palsy

(specify) gestational age) weeks

O Neuromuscular disorder (e.g. muscular dystrophy) (specify) O Other Neurological disorder (specify)

O Pregnant (specify gestational age) weeks O Other (specify)

Medication and Therapy History

20 a. Was the patient receiving any of the following therapies prior to illness onset?

(if yes, check all that apply)

O Yes O No O Unknown

OAntiviral Prophylaxis O Chronic aspirin O Chemotherapy or radiation therapy [ Steroids by mouth or injection
therapy

O other immunosuppressive therapy:

20 b. Did the patient receive any of the following after illness onset? (if yes, check all that apply)

O Yes O No O Unknown O Antibiotic therapy specify O Antiviral therapy specify
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Influenza-Associated Pediatric Deaths Case Report Form

Influenza Vaccine History

21. Did the patient receive any seasonal influenza vaccine during the current season (before illness) O Yes O No O Unknown

22. If YES*, please specify the seasonal influenza vaccine received before .

illness onset: O Trivalent inactivated influenza vaccine (TIV) [injected]
O Live-attenuated influenza vaccine (LAIV) [nasal spray]
O Unknown

23. If YES for seasonal vaccine*, how many doses did the patient receive and what was the timing of each dose? (Enter vaccination dates if
available)

O 1 dose [0 <14 days prior to illness onset Date dose given: / /
ONLY [0 >14 days prior to illness onset MM DD YYYY
O 2™ dose given <14 days prior to
O2doses  onset Date of 1% dose: / / Date of 2™ dose: / /
O 2™ dose given >14 days prior to MM DD YYYY MM DD YYYY
onset
24 . Did the patient receive any seasonal influenza vaccine in previous seasons? O Yes O No O Unknown

24 a. If YES to question 24, and patient was between 6 months and < 8 years of
age at the time of death, was the 2009-2010 influenza season the first time the patient O Yes O No O Unknown
received seasonal influenza vaccine?

24b. If YES to question 24a, did the patient receive 2 doses of seasonal influenza

vaccine during the 2009-2010 influenza season? O Yes O No O Unknown

25. If the patient was between 6 months and <8 years of age at the time of death,
did they receive at least one dose of 2009 influenza A (H1N1) vaccine during the O Yes O No O Unknown
previous season?

Submitted By: Date: / /
Phone No.: ( ) - MM DD YYYY
E-mail Address:

Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS E-11, Atlanta, Georgia 30333;
ATTN: PRA (0920-0007).
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Human Infection with Novel Influenza A Virus
Case Report Form

Form Approved
OMB No. 0920-0004
Exp. Date 6/30/2013

‘ Reporter Information

State: Date reported to state/local health department: / / (MM/DD/YYYY)
State/Local Case ID:
Name of reporter: Last First
Telephone: Fax: E-mail:
Case-Patient Demographic Information
Date of Birth: / / (MM/DD/YYYY) County of Residence:
Race: [1White [ Asian [0 American Indian/Alaska Native

(1 Black [ Native Hawaiian/Other Pacific Islander (1 Unknown
[] Other

Ethnicity: [0 Hispanic [0 Non-Hispanic [0 Unknown

Sex: [0 Male [0 Female

Medical History — Symptoms, Clinical Course, and Outcome

Date of symptom onset: / / (MM/DD/YYYY)

Signs and symptoms: (check all that apply)

[1 Fever 2 38 °C (100.4 °F) Tmax [1 Sore throat

[0 Feverish, but temperature not taken [1 Conjunctivitis

[0 Cough [0 Shortness of breath

[ Headache (1 Diarrhea

[] Seizures [1 Other, specify

Was the patient hospitalized? [ Yes [J No [J Unknown

Did the patient require mechanical ventilation? [ Yes [J No [J Unknown

Did the patient have a chest x-ray or CAT scan performed?

[0 Normal [0 Abnormal [0 Test not performed [0 Unknown
If abnormal:
Was there evidence of pneumonia?
[0 Yes [0 No [ Unknown

Did this patient have acute respiratory distress syndrome?
[l Yes [1 No [1 Unknown

Did the patient die as a result of this illness? [ Yes [0 No [0 Unknown

Public reporting burden of this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions,
searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may
not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number.
Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to
CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-0004).





Medical History -- Vaccination Status, Treatment, and Past Medical History

Was the patient vaccinated against human influenza in the past year?

U Yes [J No [J Unknown
If yes, date of vaccination: / / (MM/DD/YYYY)
Type of vaccine: [ Inactivated [J Live attenuated [J Unknown

Did the patient receive antiviral medications?
[0 Yes [0 No [0 Unknown

If yes, complete table below

Dru Date Initiated | Date Discontinued Dosage (if known)
9 (MM/DD/YYYY) |  (MM/DD/YYYY) g

Oseltamivir

Zanamivir

Rimantidine

Amantadine

Other:
Is the patient pregnant? [ Yes [0 No [0 Unknown
Does the patient have any underlying medical conditions? [0 Yes [0 No [ Unknown

If yes, please specify:

Does the patient have compromised immune function such as HIV infection, cancer, chronic corticosteroid therapy,
diabetes, or organ transplant recipient?
[l Yes [l No [1 Unknown

If yes to compromised immune function, please specify:

Medical History —Laboratory Findings and Influenza Specific Diagnostic Testing

Laboratory Findings:

Leukopenia (white blood cell count <5,000 leukocytes/mm?)
[l Yes [l No [1 Unknown

Lymphopenia (total lymphocytes <800/mm? or lymphocytes <15% of total WBC)
[0 Yes [0 No [0 Unknown

Thrombocytopenia (total platelets <150,000/mm?)
[1Yes [1 No [1 Unknown





Influenza Specific Diagnostic tests:

Test 1

Specimen type:

[1 Nasopahryngeal (NP) swab [ Nasopharyngeal (NP) aspirate [0 Nasal aspirate

[0 Sputum [0 Oropharyngeal swab [0 Endotracheal aspirate
[1 Chest tube fluid [0 Broncheoalveolar lavage specimen (BAL) [] Serology

[1 Other

Date collected: / / (MM/DD/YYYY)

Test type:

[1 Reverse Transcriptase-Polymerase Chain Reaction (RT-PCR) [ Direct fluorescent antibody (DFA)
[ Viral culture [1 Rapid antigen test

Test result:

00 Influenza A 00 Influenza B 00 Influenza type unknown

[0 Negative [0 Pending

Test 2

Specimen type:
Specimen type:

[1 Nasopahryngeal (NP) swab [ Nasopharyngeal (NP) aspirate [1 Nasal aspirate

[0 Sputum [0 Oropharyngeal swab [0 Endotracheal aspirate
[1 Chest tube fluid [0 Broncheoalveolar lavage specimen (BAL) [] Serology

[0 Other

Date collected: / / (MM/DD/YYYY)

Test type:

[0 Reverse Transcriptase-Polymerase Chain Reaction (RT-PCR) [ Direct fluorescent antibody (DFA)
[J Viral culture [J Rapid antigen test

Test result:

] Influenza A [ Influenza B [ Influenza type unknown

[0 Negative [0 Pending

Indicate when and what type of specimens (including sera) were sent to CDC:

Date Submitted: / / (MM/DD/YYYY), Specimen type:
Date Submitted: / / (MM/DD/YYYY), Specimen type:
Date Submitted: / / (MM/DD/YYYY), Specimen type:

Epidemiologic Risk Factors

In the 10 days prior to illness onset, did the patient travel?
[l Yes [l No [1 Unknown

If yes, please fill in the arrival and departure dates for all countries visited.

Country Arrival Departure
Country Arrival Departure
Country Arrival Departure
Country Arrival Departure

Country Arrival Departure






The following questions concern the 10 days prior to iliness onset:

Did the patient have close contact (within 1 meter (3 feet)) with a person (e.g. caring for, speaking with, or touching) who
is a suspected, probable or confirmed novel human influenza A case?
[0 Yes [0 No [ Unknown

Did the patient touch (handle, slaughter, butcher, prepare for consumption) animals (including poultry, wild birds, or swine)
or their remains in an area where influenza infection in animals or novel influenza in humans has been suspected or
confirmed in the last month?

[l Yes [l No [1 Unknown

Was the patient exposed to animal (including poultry, wild birds, or swine) remains in an area where influenza infection in
animals or novel influenza in humans has been suspected or confirmed in the last month?
[ Yes [0 No [ Unknown

Was the patient exposed to environments contaminated by to animal feces (including poultry, wild birds, or swine) in an
area where influenza infection in animals or novel influenza in humans has been suspected or confirmed in the last
month?

[ Yes [l No (1 Unknown

Did the patient consume raw or undercooked animals (including poultry, wild birds, or swine products) in an area where
influenza infections in animals or novel influenza in humans has been suspected or confirmed in the last month?
[1Yes [1 No [1 Unknown

Did the patient have any animal contact?
[0 Yes [0 No [0 Unknown

If yes, please specify contact with dogs, cats, horses, wild birds, poultry or swine:

Did the patient handle samples (animal or human) suspected of containing influenza virus in a laboratory or other setting?
[l Yes [l No [1 Unknown

Does the patient work in a health care facility or setting?
[0 Yes [0 No [0 Unknown

Did the patient visit or stay in the same household with any one with pneumonia or severe influenza-like illness?
[0 Yes [0 No [0 Unknown

Did the patient visit or stay in the same household with anyone who died following the visit?
[1Yes [1 No [1 Unknown

Did the patient visit an agricultural event, farm, petting zoo or place where pigs live or were exhibited (state or county fair)
in the last month?
[l Yes [l No [1 Unknown

Did the patient have direct contact with pigs at an agricultural event, farm, petting zoo or place where pigs were exhibited
(state or county fair) in the last month?
[0 Yes [0 No [ Unknown

If this patient has a diagnosis of novel influenza A virus infection that has not been serologically confirmed, is there an
epidemiologic link between this patient and a laboratory-confirmed or probable novel influenza A case?
[ Yes [l No (1 Unknown





Novel Influenza A Case Definition

Novel influenza A virus infections are all human infections with influenza A viruses
that are different from currently circulating human influenza H1 and H3 viruses.
These viruses include those that are subtyped as non-human in origin and those that
are unsubtypable with standard methods and reagents.

The clinical presentation of illness should be compatible with influenza virus infection.
Laboratory criteria for diagnosis

A specimen from a human that is reverse transcriptase-polymerase chain reaction
(RT-PCR) or culture-positive for influenza A and tests negative for currently
circulating human H1 and H3 subtypes.

Cases of human infection with unsubtypable influenza A viruses detected by a public
health laboratory should be sent to CDC’s Influenza Virus Surveillance and Diagnosis
Branch for laboratory-confirmation.

Case classification

Confirmed — A case of human infection with a novel influenza A virus detected by a
public health laboratory that has been laboratory confirmed by CDC.

Probable — A case of human infection with a novel influenza A virus detected by a
public health laboratory or a case that meets the clinical criteria and is
epidemiologically linked to a confirmed case, and for which laboratory confirmation by
CDC'’s influenza laboratory was not done or was inconclusive.

Suspected — (1) A case of human infection with a novel influenza A virus detected by
a public health laboratory, and for which laboratory confirmation by CDC is pending;
or (2) A case that meets the clinical criteria and is epidemiologically linked to a
confirmed case, and for which laboratory testing for influenza is pending.







LISTERIA CASE FORM Completed by Date completed

Form Approved
OMB No. 0920-0004

BOX 1: CASE-PATIENT INFORMATION

Case-patients = adults and children >1 month of age. For fetal or neonatal infections, the MOTHER is the case-patient.

Patient’s name: Surrogate’s name:
Patient’s street address:

City: State: Zip:

Phone numbers: (h) (w) (m)
Hospital name(s): Hospital contact name(s):

Hospital contact numbers:

detach here to remove personal identifiers if necessary

Sex: [ |M[]F Ethnicity (check one): Race (check all that apply):

State of residence: [] Hispanic/Latino [] African American/Black

Age: [] Non-Hispanic/Latino [] Asian

DOB: /1 [] Unknown ] Native Hawaiian or Other Pacific Islander
[ ] Native American/Alaska Native

State or local epi case ID: [ ] White

CDC outbreak (EFORS) ID: [] Unknown

BOX 2: IS LISTERIA CASE ASSOCIATED WITH PREGNANCY? (Illness in pregnant woman, fetus, or neonate <1 month)

[] Yes If yes, skip to Box 4.
[ ] No If no, continue with Box 3.
[] Unknown If unknown, continue with Box 3.

BOX 3: CASES NOT ASSOCIATED WITH PREGNANCY (Illness in non-pregnant adults and children > 1 month of age)

Type(s) of specimen(s) that grew Specimen Submitting Lab State Public Health Lab Isolate ID Number
Listeria (check all that apply) collection date (state, city, county) (important: must have at least one)
[ ] Blood [
[ ] CSF / /
[ ] Stool [
[ ] Other [
[ ] Other [
Type(s) of illness (check all that apply) Was patient hospitalized for listeriosis? | Patient’s outcome
[ ] Bacteremia/sepsis [ ] Yes Ifyes: [ ] Survived
[ ] Meningitis Admit date: I [ ] Died
[ ] Febrile gastroenteritis Discharge date: / / [ ] Unknown
[ ] Other [ ] still hospitalized
[ ] Unknown [ ] No
[ ] Unknown

Public reporting burden of this collection of information is estimated to average 30 minutes per response,
including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed,
and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments
regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this
burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA
(0920-0004).

Please send completed forms to: Enteric Diseases Epidemiology Branch, Centers for Disease Control and Prevention,
Mailstop A-38, Atlanta, GA 30333. Fax (404) 639-2205.






LISTERIA CASE FORM

Completed by

Date completed

BOX 4: CASES ASSOCIATED WITH PREGNANCY (Illness in pregnant woman, fetus, or neonate <1 month of age)

Type(s) of specimen(s) that grew
Listeria (check all that apply)

Specimen
collection date

Submitting Lab
(state, city, county)

State Public Health Lab Isolate ID Number
(important: must have at least one)

[ ] Blood from mother

[ ] Blood from neonate

[ ] CSF from mother

[ ] CSF from neonate

[ ] Stool from mother

[ ] Placenta

[ ] Amniotic fluid

[ ] Other

[ ] Other

~~|~ [~~~ |~~~
~~|~[~~ [~~~

BOX 4 (CONTINUED): CASES ASSOCIATED WITH PREGNANCY

Outcome of pregnancy (single Weeks of Date Outcome of pregnancy (twin 2) | Weeks of Date
gestation or twin 1) (check one) gestation (check one) gestation

[] still pregnant — [] still pregnantasof: _/ /| / /
[] Fetal death (miscarriage or I /| [] Fetal death (miscarriage or / /

stillbirth) _ stillbirth) R

[] Induced abortion — I [] Induced abortion I
[ Delivery (live birth) — 1| ] Delivery (live birth) I
[] Other — [] Other I

Type(s) of illness in mother
(ﬁheck all that apply)

Type(s) of illness in neonate (twin 1)
(ﬁheck all that apply)

Type(s) of illness in neonate 2 (twin 2)
(ﬁheck all that apply)

Bacteremia/sepsis Bacteremia/sepsis Bacteremia/sepsis
[ ] Meningitis [ ] Meningitis [ ] Meningitis
[ ] Febrile gastroenteritis [ ] Pneumonia [ ] Pneumonia
[ ] Amnionitis [ ] Granulomatosis infantisepticum [ ] Granulomatosis infantisepticum
[ ] Non-specific “flu-like” illness [ ] None [ ] None
[ ] None [ ] Other [ ] Other
[ ] Other [ ] Unknown [ ] Unknown
[ ] Unknown

Was mother hospitalized for listeriosis?

Was neonate (twin 1) hospitalized for
listeriosis?

Was neonate 2 (twin 2) hospitalized for
listeriosis?

[ ] Yes Ifyes:

[ ] Yes Ifyes:

[ ] Yes Ifyes:

Admit date: / /

Admit date: / /

Admit date: / /

Discharge date: / /

Discharge date: / /

Discharge date: / /

[ ] Still hospitalized

[ ] Still hospitalized

[ ] Still hospitalized

[ ] No [ ] No [ ] No

[ ] Unknown [ ] Unknown [ ] Unknown

Mother’s outcome Neonate’s (twin 1’s) outcome Neonate 2’s (twin 2’s) outcome
[ ] Survived [ ] Survived [ ] Survived

[ ] Died [ ] Died [ ] Died

[ ] Unknown [ ] Unknown [ ] Unknown






Listeria Case Form Patient State Laboratory ID No.

CASE-PATIENT INTERVIEW

Date of interview(mm/dd/lyyyy): [ [ Initials of interviewer:
Interviewee: [ ] Case-patient [_] Surrogate [ ] Unknown
If surrogate, relationship to patient: [ ] Parent [_] Child [ ] Sibling [ ] Spouse [ ] Other, Specify

When did your illness begin? (Onset of illness) (mm/dd/yyyy): [ [ ] Not applicable (e.g. pregnant woman without clinical illness)

During the 4 weeks before your illness (delivery date), were you admitted to a hospital (>overnight)? [ ]Yes [ INo [ ]Don’t know
During the 4 weeks before your illness (delivery date), were you a resident in a nursing home

or other long term care facility? [JYes [INo [] Don’tknow

If yes, Date of admission (mm/dd/yyyy) [ [
Date of discharge (mm/ddfyyyy) _ / /  or []Still hospitalized or residing in facility
During the 4 weeks before your illness (delivery date), did you travel to a state outside your state of residence? [ ]Yes [ INo [ ]Don’t know

If yes, please list states visited:

During the 4 weeks before your illness (delivery date), did you travel outside the U.S.? [JYes [ JNo [ ]Don’tknow
If yes, name of country visited

If yes, Date of departure from U.S. (mm/dd/yyyy) [ [
Date of return to U. S. (mm/ddlyyyy) | |

Which of the following symptoms were associated with illness? (read each)

Fever []Yes []No []Dontknow Diarrhea (>3 loose stools/day) [ ] Yes [ ] No [ ] Don’t know
Chills []Yes []No []Don’tknow Vomiting []Yes []No []Don’tknow
Headache []Yes []No []Don’tknow Preterm labor []Yes []No [] Dontknow
Muscle Aches []Yes []No [_] Don’tknow Other []Yes [] No [] Don’t know
Stiff Neck []Yes []No [ ] Don’tknow Other [ ]Yes [ ] No [ ] Don’t know

FOOD HISTORY

INSTRUCTIONS FOR INTERVIEWER: Ask case-patient about the food he/she consumed during the 4 weeks before his/her Listeria SPECIMEN
COLLECTION DATE. Please list venues and food exposures form U.S. locations only. In the event of a fetal death or neonatal infection (<1 month of age), the
MOTHER is the case-patient, and she should be asked about her food history during the 4 weeks before DELIVERY. Please refer to patient as “you” if
interviewing the case-patient directly; if interviewing a surrogate, please use “he” or “she.”

INSTRUCTIONS TO READ TO CASE-PATIENT (OR SURROGATE):

I am interested in the foods you ate during the 4 weeks before your illness (delivery). | see that you had a positive test for listeriosis (delivered) on / /

For most of the interview, | will be asking you questions about the 4 weeks before this date, thatis,from__ / /  (date 4 weeks before) through

| I (specimen collection/delivery date). (Have patient get calendar for reference if possible.) First I’d like to ask you about where the foods you ate
were purchased. | am going to read you a list of places where food can be purchased. For each, please tell me if you ate food purchased from that type of place in the
four week time period. | know that it can be difficult to remember that far back, but please do the best you can. If you’re not sure, please tell me whether it’s likely

or unlikely that you ate food purchased from that location.

I. FOOD PURCHASE HISTORY

A. Grocery stores: Did you eat food purchased from any grocery stores during the 4 week time period? (Please read all options.)
[1Yes []Itslikely [] It'sunlikely [] No If yes or likely,

3





Listeria Case Form Patient State Laboratory ID No.

Store Name Street Address City County State
1.

2.

3.

4,

5.

6.

7.

B. Delis, small markets, farmers’ markets: Did you eat food purchased from any delicatessens, small local markets, other small shops, or farmers’ markets during
the 4 week period? [ ] Yes [ ] It'slikely [] It’'sunlikely  [] No If yes or likely,

Store Name Street Address City County State
1.

2.

3.

4,

5.

6.

7.

C. Restaurants: Did you eat food from any restaurants, including sit-down, fast-food, and take-out restaurants during the 4 week period?
[]Yes []Itslikely [] It'sunlikely [] No If yes or likely,

Restaurant Name Street Address City County State | Dining dates
(mm/dd/yyy)
1. I/
2. I
3. A
4. I
5. A
6. I
7, S
I

D. Other venues: cafeterias, concession stands, institutions: Did you eat food purchased or obtained from any other venues, such as school cafeterias, concession
stands, street vendors, institutions (e.g. hospital food), local farms, or private vendors during the 4 week period?

[]Yes []lIt'slikely []It’sunlikely [] No If yes or likely,

Name Street Address City County State Dining dates
(mm/dd/yyy)

1. _
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Listeria Case Form Patient State Laboratory ID No.

1l. FOOD CONSUMPTION HISTORY
INSTRUCTIONS FOR INTERVIEWER: Please read all options to case-patient in each category. For the names of purchase sites, it is preferable to use codes
from Section | above, e.g. Al for first grocery store, A3 for third grocery store, C5 for fifth restaurant. A DELI COUNTER serves portions or helpings of salads,
cheeses, and meats sliced ON-SITE at a specified counter within a grocery store, food market, or delicatessen. Foods sliced and packaged AT the FACTORY
and sold as pre-packaged containers in self-serve refrigerated display cases are NOT considered to be from a deli counter
INSTRUCTIONS TO READ TO CASE-PATIENT (OR SURROGATE)
Now I’d like to ask you about the foods that you ate between  /  /  (date 4 weeks before) through __ / " (specimen collection/delivery date). For each food item,
please give me your best guess as to whether you ATE the food, you’re not sure but you LIKELY ATE the food, you’re not sure but you LIKELY DID NOT EAT the food, or you
DID NOT EAT the food.
MEATS: Inthe 4 week period, did you eat any of the following COLD CUT, DELI MEAT, OR LUNCHEON MEAT items?
Likely
Likely did Did If ate or likely ate,
Ate Ate NOT NOT If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=D (=2) eat (=3) eat (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
. [_] Grocery store
Ham [] ~1-2 x/month [] Deli/small market
1 2 3 4 [] ~ Ix/week
[ ] Restaurant
L] ~2-4xiweek [] Other venue
[] ~5-7x/week ] Don’t know
L1 ot sure Was this item purchased from a deli counter at any of the sites?
[]Yes []No [] Don’tknow
. [ ] Grocery store
[] ~1-2 x/month [ ] Deli/small market
Bologna 1 2 3 4 [] ~ 1x/week
[ ] Restaurant
[] - 2-4x/week [] Other venue
] ~5-7x/week [ Don’t know
L1 ot sure Was this item purchased from a deli counter at any of the sites?
[]Yes [ ] No [ ] Dontknow
. [_] Grocery store
Turkey [] - 1-2 x/month [ ] Deli/small market
1 2 3 4 [] ~ 1x/week
breast [ ] Restaurant
[] ~2-4x/week [] Other venue
[] ~5-7x/week [ Don’t know
L1 not sure Was this item purchased from a deli counter at any of the sites?
[]Yes []No [] Don’tknow
. [ ] Grocery store
Other turkey [] ~1-2 x/month [ ] Deli/small market
1 2 3 4 [] ~ 1x/week
deli meat [] Restaurant
] ~ 2-4x/week
(e.g. turkey [] Other venue
[] ~5-7x/week ;
ham) [ not sure [ ] Don’t know
Was this item purchased from a deli counter at any of the sites?
[ ]Yes []No [] Don’tknow
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Listeria Case Form

Patient State Laboratory ID No.

. Likely ' If ate or likely ate,
Likely did Did ) Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
(Atle) (Atze) 1‘1‘(”3) 1‘1(()1;) gate Ofrt |'k‘)9|y ate, | (choose all types that apply) (all names that apply) (all that apply)
= = eat (= eat (= ow olten?:
Chicken deli [ - 1-2 x/month ] Grocery store
meat _ [] Deli/small market
(NOT fresh 2 3 4 [] ~ 1xiweek [ ] Restaurant
chicken or L] ~2-4xiweek [] Other venue
rotisserie L] ~5-7xiweek [] Don’t know
chicken) [ not sure Was this item purchased from a deli counter at any of the sites?
[]Yes []No [] Don’tknow
. [] Grocery store
Pastrami/ [] ~1-2 x/month [ ] Deli/small market
Corned 1 2 3 4 [] ~ Lxiweek [] Restaurant
] ~ 2-4x/week
beef [ - 5-7x/week [] Other venue
[ not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
[]Yes []No []Dontknow
. [ ] Grocery store
Other deli/ LJ ~1-2ximonth | 5 pejissmall market
luncheon 1 2 3 4 L] ~ 1x/week [ ] Restaurant
meat L] ~2-4xiweek [] Other venue
. [] ~5-7x/week ,
(specify) [ not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
_ [ ]Yes []No [] Don’tknow
Paté or meat [] ~1-2 x/month E gg?iiggaslltor;?alrket
spread that ~ * 2 3 4 [] ~ Lxiweek [] Restaurant
V\?&S not [] - 2-4x/week [] Other venue
[] ~5-7x/week ,
canned [ not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
[ ]Yes [ ] No [ ] Dontknow
_ [_] Grocery store
L] ~1-2x/month | = pejiiemall market
Hot dogs 1 2 3 4 [] ~ 1x/week
[ ] Restaurant
[] ~ 2-4x/week
[] Other venue
[] ~5-7x/week [ Don’t know
[] not sure

Was this item purchased from a deli counter at any of the sites?
[ ]Yes []No [] Don’tknow

If Yes, were the hot dogs:

[] Heated before consumption

[ ] Not heated before consumption (eaten directly out of package)
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Patient State Laboratory ID No.

CHEESES: In the 4 weeks between / / date 4 weeks before) through / / (specimen collection/delivery date), did you eat any of the following CHEESES?
Likely
Likely did Did If ate or likely ate,
Ate Ate NOT NOT If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=1 (=2) eat (=3) eat (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
. [_] Grocery store
Brie L] ~1-2 x/month [] Deli/small market
1 2 3 4 [] ~ 1x/week [ Restaurant
[] ~2-4x/week [] Other venue
[] ~5-7x/week [ Don’t know
(1 notsure Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
. [] Grocery store
Feta 1 5 [] ~1-2 ximonth [] Deli/small market
3 4 ] ~ 1x/week
[] Restaurant
[] ~2-4xiweek [] Other venue
[] ~5-7x/week [ Don't know
L] not sure Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow
. [] Grocery store
Camembert [] ~1-2 x/month [] Deli/small market
1 2 3 4 [] ~ 1x/week
[ ] Restaurant
[] - 2-4x/week [] Other venue
[] ~5-7x/week [ Don’t know
L1 ot sure Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
. [] Grocery store
% _ ix%vi/(é :}f nth [] Deli/small market
Goat 1 2 3 4 [] Restaurant
L] ~2-4xiweek [[] Other venue
[] ~5-7x/week [ Don't know
L] ot sure Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow
. [ ] Grocery store
Blue or [] ~1-2 x/month [ ] Deli/small market
1 2 3 4 [] ~ 1x/week
gorgonzola [ ~ 2-4x/week [] Restaurant
[] Other venue
] ~5-7x/week [ Don’t know
L1 ot sure Was this item purchased from a deli counter at any of the sites?
[]Yes [ ] No [] Don’tknow
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Likely
Likely did Did . If ate or likely ate,
If ate or likely ate, .
Ate Ate NOT NOT How often? Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=1 (=2) eat (=3) | eat (=4) ) (choose all types that apply) (all names that apply) (all that apply)
Mexican- Grocery store
style cheese [] - 1-2 x/month % Deli/sn):all market
(Queso 1 2 3 4 L] ~ 1x/week [] Restaurant
fresco [] ~2-4x/week [] Other venue
queso. [] ~5-Tx/week [] Don’t know
blanco) L1 not sure Was this item purchased from a deli counter at any of the sites?
[]Yes []No [] Don’tknow
_ [ ] Grocery store
Farmer’s []-1-2 x/mko nth [ ] Deli/small market
cheese 1 2 3 4 [] - Ixfwee [] Restaurant
[] ~2-4x/week [] Other venue
[] ~5-7x/week [ Don't know
L1 not sure Was this item purchased from a deli counter at any of the sites?
[]Yes [ ] No [] Don’tknow
. [] Grocery store
Raw [] ~1-2 x/month [] Deli/small market
(Unpast- 1 2 3 4 [] ~ Lxiweek [] Restaurant
eurized [] - 2-4x/week [] Other venue
milk) cheese [] ~5-Tx/week [] Don’t know
L1 not sure Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
e L 2 ° 1 | O-iowmm |Homeve
(not cream [] ~ 1xiweek [] Restaurant
cottage, or L] ~2-4xiweek [[] Other venue
ricott%l’— L] ~5-7xiweek [] Don’t know
specify) [ not sure Was this item purchased from a deli counter at any of the sites?

[] Yes [] No [] Don’tknow






Listeria Case Form

Patient State Laboratory ID No.

READY-TO-EAT SALADS: In the 4 week period, did you eat any of the following ready-to-eat, deli-style salads (that were NOT PREPARED AT HOME)?
Likely  Did
did NOT | If ate or likely ate, | If ate or likely ate,
Ate Likely NOT eat How often? Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=) Ate(=2) eat(=3) (=4) (choose all types that apply) (all names that apply) (all that apply)
. [_] Grocery store
Potato 1 ) 3 4 E ~ ix%vi/((/ag]lf nth [] Deli/small market
salad [ ~ 2-4x/week [ ] Restaurant
[] Other venue
[] ~5-7x/week 'tk
[] not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
. [] Grocery store
Pasta salad [] ~1-2 ximonth [] Deli/small market
2 3 4 ] ~ 1x/week
[ - 2-4x/week [] Restaurant
[] Other venue
[] ~5-7x/week 'tk
[] not sure [ Don’t know
Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow
~ [] Grocery store
Tuna [] ~1-2 x/month [] Deli/small market
1 2 3 4 [] ~ 1x/week
salad [ - 2-4x/week [ ] Restaurant
[] Other venue
] ~5-7x/week 'tk
[] not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
N [] Grocery store
Bean [ ~1-2 x/month [] Deli/small market
1 2 3 4 [] ~ 1x/week
salad [ - 2-axiweek [] Restaurant
[ - 5-7x/week [] Other venue
[ not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow
_ [ ] Grocery store
[] ~1-2 x/month [] Deli/small market
Hummus 1 2 3 4 [] ~ 1x/week
[ - 2-4x/week [ ] Restaurant
[ - 5-7x/week [] Other venue
[ not sure [ ] Don’t know
Was this item purchased from a deli counter at any of the sites?
es 0 on’t know
[]Yes [ ]No []Dontk
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Likely
Likely did Did If ate or likely ate,
Ate Ate NOT NOT If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=1 =2) eat (=3) | eat (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
[ ] ~1-2 x/month L] Grocery store
[] Deli/small market
Cole slaw 1 2 3 4 [] ~ 1x/week
[ ~ 2-4x/week [] Restaurant
[ ~ 5-7x/week [] Other venue
[ not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
. [ ] Grocery store
Seafood [] ~1-2 x/month [ ] Deli/small market
1 2 3 4 ] ~ 1x/week
salad [ ~ 2-4x/week [] Restaurant
[ - 5-7x/week [] Other venue
[ not sure [ ] Don’t know
Was this item purchased from a deli counter at any of the sites?
[]Yes [] No [] Don’tknow
Fruit ~ [] Grocery store
salad []-1 3x/mko nth [] Deli/small market
(including 1 2 3 4 [] - 1xiwee [] Restaurant
re-cut [] - 2-4x/week [] Other venue
Eubes ofa [] ~5-Tx/week [] Don’t know
single L1 not sure Was this item purchased from a deli counter at any of the sites?
fruit) ] Yes [] No [] Don’tknow
Other ready- [] Grocery store
to-eat meat, 9 3 4 [ _ 1-2 x/month [] Deli/small market
vegetable or L] ~ Ix/week [ Restaurant
fruit salad L] ~2-axiweek | = 5o \enue
home [ not sure Was this item purchased from a deli counter at any of the sites?
(Specify) []Yes []No [] Don’tknow
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SEAFOOD: In the 4 weeks between / / (date 4 weeks before) through / / (specimen collection/delivery date), did you eat any of the following ready-to-eat

fish or seafood items or fruit items?

Did
Likely Likely NOT If ate or likely ate,
Ate Ate did NOT eat If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=1 =2) eat (=3) (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
[] Grocery store
Precooked L] ~1-2 x/month [] Deli/small market
; 1 2 3 ] ~ 1x/week

shrimp [ ~ 2-4x/week [] Restaurant

[ ~ 5-7x/week [ ] Other venue

[ not sure [] Don’t know

Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
[] Grocery store
Precooked [] ~1-2 ximonth [] Deli/small market
crab ! 2 3 4 [] ~ week [] Restaurant
(including [] ~2-4x/week [] Other venue
imitation L] ~5-7xiweek [] Don’t know
crab meat) [ not sure Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow

cure i tat 0 -~ t2xmonn |5 BV ROE
was not from a 2 3 4 [] ~ Lxfweek [] Restaurant
can (e.g [] - 2-4x/week [] Other venue
smoked [] ~5-x/week [] Don’t know

[] not sure

salmon or lox)

Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
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Fruit: In the 4 weeks between / (date 4 weeks before) through / / (specimen collection/delivery date), did you eat any of the following fruit items?
. [] Grocery store
Honeydew ” -1 2/x/mEnth [] Deli/fsmall market
melon ! [] - 1xiwee [] Restaurant
] ~ 2-4x/week
[] Other venue
[] ~5-x/week [] Don’t know
L1 ot sure Was this item purchased from a deli counter at any of the sites?
] Yes [] No [] Don’tknow
. [] Grocery store
Cantaloupe 1 ’ % f&ﬁ\gimh [_] Deli/small market
[ - 2-axiweek [ ] Restaurant
[ ] Other venue
L] ~5-7xiweek [] Don’t know
L] ot sure Was this item purchased from a deli counter at any of the sites?
[] Yes [] No [] Don’tknow
~1-2 x/mon rocery store
[]~12x/month |[]G t
Watermelon 1 5 [] ~ 1x/week [ ] Deli/small market
[] ~ 2-4x/week [ ] Restaurant
[] ~5-7x/week [] Other venue
[] not sure [] Don’t know
Was this item purchased from a deli counter at any of the sites?
[]Yes [ ] No [] Don’tknow
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MILK: In the 4 weeks between / / (date 4 weeks before) through / / (specimen collection/delivery date), did you drink any of the following types of milk?
Likely Did
Likely did NOT NOT If ate or likely ate,
Drank drank drink drink | If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
(G)) =2) =3) (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
_ [] ~1-2x/month | L] Grocery store
Whole milk 1 2 3 4 [] ~ 1x/week [] Deli/small market
[] ~2-4xiweek | L] Restaurant
[] ~5-7x/week | L1 Other venue
Was any of this milk unpasteurized (raw)?
[]Yes [ ] No [ ] Dontknow
[] ~1-2 ximonth | ] Grocery store
2% milk [] ~ 1x/week [] Deli/small market
1 2 3 4
[] ~ 2-4x/week | L1 Restaurant
[] ~5-7x/week | L1 Other venue
Was any of this milk unpasteurized (raw)?
[]Yes []No [] Don’tknow
[] ~ 1-2 x/month | L1 Grocery store
1% milk [] ~ x/week [] Deli/small market
1 2 3 4
[] ~ 2-4x/week | L] Restaurant
[] ~5-7x/week | L1 Other venue
[] not sure [ ] Don’t know
Was any of this milk unpasteurized (raw)?
[]Yes [ ] No [ ] Don’tknow
[] ~1-2 ximonth | L] Grocery store
Skim milk [] ~ 1x/week [] Deli/small market
1 2 3 4
[] ~ 2-4x/week | L] Restaurant
[] ~5-7x/week | L1 Other venue
Was any of this milk unpasteurized (raw)?
[ ]Yes []No [] Dontknow
Other milk - [] ~1-2 x/month | L] Grocery store
chocolate, [] ~ 1x/week [] Deli/small market
. 1 2 3 4
buttermilk, [] ~2-4xiweek | L] Restaurant
etc. [] ~5-7x/week | L] Other venue
(Specify)___ [] not sure ] Don’t know
Was any of this milk unpasteurized (raw)?
[]Yes []No [] Don’tknow
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OTHER DAIRY: In the 4 week period, did you eat any of the following other dairy items?
Did
Likely Likely NOT If ate or likely ate,
Ate Ate did NOT eat If ate or likely ate, | Where was it purchased? Name(s) of store/restaurant/venue: Types or brands:
=1 =2) eat (=3) (=4) | How often? (choose all types that apply) (all names that apply) (all that apply)
[] ~1-2 x/month
Butter (not ) 3 4 [] ~ 1x/week [ ] Grocery store
margarine [] ~ 2-4x/week [] Deli/small market
or other [] ~ 5-7x/week [] Restaurant
butter ] not sure [] Other venue
substitute) ] Don’t know
[] ~ 1-2 x/month
Cream [] ~ 1x/week [ ] Grocery store
1 2 3 4 [] ~ 2-4x/week [ ] Deli/small market
[] ~ 5-7x/week [ ] Restaurant
[] not sure [] Other venue
[ ] Don’t know
[] ~1-2 x/month
Ice cream [] ~ 1x/week [] Grocery store
1 2 3 4 [] ~ 2-4x/week [] Deli/small market
[] ~ 5-7x/week [] Restaurant
] not sure [] Other venue
[] Don’t know
[] ~ 1-2 x/month
Sour cream [] ~ 1x/week ] Grocery store
1 2 3 4 [] ~ 2-4x/week [ ] Deli/small market
[] ~ 5-7x/week [ ] Restaurant
[] not sure [] Other venue
[] Don’t know
[] ~1-2 x/month
Yogurt [] ~ 1x/week [ ] Grocery store
1 2 3 4 [] ~ 2-4x/week [] Deli/small market
[] ~ 5-7x/week [] Restaurant
] not sure [] Other venue
[] Don’t know

That is all. Thank you very much!
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Mycobacterioses, non-tuberculous

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Clinical syndromes associated with the pathogenic species of non-
tuberculous (atypical) mycobacteria can be classified as follows:

Disseminated disease in the presence of severe immunodeficiency as in AIDS (Mycobacterium
avium, M. intracellulare, M. kansasii, M. haemophilum and M. chelonae).

Pulmonary disease resembling tuberculosis (M. avium, M. intracellulare, M. kansasii, M.
xenopi, M. absessus and M. simiae).

Lymphadenitis, primarily cervical (M. avium, M. intracellulare, M. kansassi and M.
scrofulaceum ).

Skin ulcers (M. ulcerans, M. marinum).

Post-traumati ¢ w ould infections (M. avium, M. intracellulare, M. fortuitum, M. chelonae, M.
absessus and M. marinum).

Nosocomial Disease: (M. fortuitum, M. chelonae and M. absessus).

Surgical wound infections: Sternal following cardiac surgery, mammoplasty wounds.
Catheter-related infections: Bacteremia, peritonitis and post-injection abscesses.

Crohn’s Disease (M. paratuberculosis)

B. REPORTING CRITERIA: Laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:

Isolation of non-tuberculosis mycobacteria from the affected area of the body, AND

Evidence of clinical disease for which no other diagnosis has been made.

NOTE: A single isolate of non-tuberculosis mycobacteria without compatible clinical evidence
of disease does not meet the case definition.

D. WISCONSIN CASE DEFINITION: Laboratory confirmation of non-tuberculosis mycobacteria
with evidence of compatible clinical disease.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. This is a Wisconsin Disease Surveillance Category Il disease:

Report to the patient's local public health department electronically, through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable Disease
Case Report (F44151), or by other means within 72-hours upon recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUIRED: Acute and Communicable Diseases Case Report

I11. CONTACTS FOR CONSULTATION

A. BCDP/ TUBERCULOSIS PROGRAM: (608) 266-9692
B. WSLH/ MYCOBACTERIOLOGY UNIT: (608) 262-1618

IV. RELATED REFERENCES





1. Heymann DL, ed. TUBERCULOSIS (TB, TB disease). In: Control of Communicable Diseases
Manual. 18th ed. Washington, DC: American Public Health Association, 2004: 560-572

2. Pickering LK, ed. Tuberculosis. In: 2003 Red Book: Report of the Committee on Infectious Diseases.
26th ed. ElIk Grove Village, IL: American Academy of Pediatrics; 2003:642-660
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CASE

CLINICAL LAB REPORTING

COMPLICATIONS

PERTUSSIS CASE REPORT

The information collected on this form is required by HSS 145 (02). The information will be used for reporting disease and for the purpose of
surveillance, prevention, and control of Pertussis disease. Read instructions and definitions on the last page before completing form.

State Case ID

STATE OF WISCONSIN
s.252.05, Wis. Stats.
(608) 266-2346

Name of Patient(Last, First) Street Address City
State Zip County Name of Parent or Legal Guardian Telephone Number
Birth Date(mm/dd/yyyy) Gender Race Ethnicity
A 11 Male [1 1 Native American / Alaskan Native [1 5 White [ 1 Hispanic
ge [ 2 Female [ 2 Asian / Pacific Islander [1 8 Other [ 2 Non-Hispanic
[ 9 Unknown [ 3 African American [ 9 Unknown [ 9 Unknown

Name of School/Day Care Center/Employer

Is this Case

[ 1 Indigenous (acquired in Wisconsin)?

[ 2 International (acquired outside the USA)?

[J 3 Out of State (acquired in a state outside of Wis.)?
[J 9 Unknown?

Case status

[ 1 Confirmed
[ 2 Probable
[ 3 Suspected
[J 9 Unknown

Reporting Physician / Laboratory / Hospital / Clinic / Local Health Department(LHD) / Other

Telephone Number

LHD Date reported to Date investigation Investigated by Date reported to
LHD started Immunization Program
Laboratory Testing Date specimen collected Result Result Codes
Done PCR P = Positive
Culture N = Negative

[Yes DFA I = Indeterminate

1 No Serology (1%) E = Pending

] Unknown Serology (2") X = Not Done

S = Parapertussis
U = Unknown
Catarrhal Catarrhal Catarrhal phase | Paroxysmal Paroxysmal Whoop Vomit
(cold-like) phase cough | cough onset cough cough onset date
symptom [ Yes date [ Yes [ Yes [1Yes
onset date ] No [1No [1No [1No
[ 1 Unknown [ 1 Unknown [ 1 Unknown | [[] Unknown
Apnea Sleep Cough persisting at Duration of cough at final Final interview date
disturbance final interview interview

[]Yes []Yes []Yes Days [ Unknown
] No 1 No ] No
[ 1 Unknown [ 1 Unknown | [JUnknown
Chest X-ray for | Seizures Acute encephalopathy Hospitalized Died
Pneumonia
[] Positive [ Yes [ Yes [ Yes, Number of Days | [ Yes
[] Negative ] No 1 No ] No 1 No
[1 Not Done [JUnknown [1 Unknown 1 Unknown [ 1 Unknown
[ 1 Unknown
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TREATMENT VACCINE HISTORY

SOURCE

Name of case

Complete Only for Children Ages <15 Years

Vaccinated with DTP or DTaP Vaccine? [] Yes
Vaccination Date Type

] No

Vaccine Type Codes

1. 1. W = DTP Whole Cell
2. 2. A =DTaP

3. 3. D=DTorTd

4. 4. T = DTaP/Hib

5. 5. P = Pertussis only
6. 6. O = Other

U = Unknown

1 Unknown
Manufacturer Manufacturer Codes Note: Record
1. C = Connaught (Aventis)  type and
2. L = Lederle (N/A) manufacturer
3. S = SmithKline, Glaxo codes for
4. N = North American children 2
5. M = Massachusetts HD months
6. | = Michigan HD through 6
O = Other years of age.

U = Unknown

Reason not vaccinated
with > 3 doses of
pertussis vaccine:

[1 1. Religious exemption
[] 2. Medical contraindication
[ 3. Philosophical exemption

[ 7. Other
[] 9. Unknown

[] 4. Previous pertussis confirmed
] 5. Parental refusal
[16. Age <7 months

Were antibiotics given? []Yes []No [] Unknown

First antibiotic received: Check (v) One

] 1. Erythromycin ( includes Pediazole, ilosone) recommended

Date started:

Number of days taken:

Other

. Trimethoprin-Sufamethoxazole ((bactrim/septra, TMP-SMZ) recommended
. Clarithromycin/azithromycin recommended

Tetracycline/Doxycycline
Amoxicillin/Penicillin/Ampicillin/Augmentin/Ceclor/Cefixime

o
©CoOm A wWN

Unknown

(9]

Second antibiotic received: heck (v') One

Date started:

Number of days taken:

Other

Erythromycin (includes Pediazole, ilosone) recommended
Trimethoprin-Sufamethoxazole (bactrim/septra, TMP-SMZ)) recommended
Clarithromycin/azithromycin recommended

Amoxicillin/Penicillin/Ampicillin/Augmentin/Ceclor/Cefixime

I I

Unknown

1.
2.
3.
4. Tetracycline/Doxycycline
5.
6.
9.

Possible SOURCE for this Case (for LHD use)

Telephone Name of School, Daycare, Cough
Name Age | Address Number Employer Onset Date
What is the Source Setting(s) of this Case?
[J 1 Daycare [16 Hospital Outpatient Clinic 1 11 Military
[] 2 School Work [17 Home 1 12 Correctional Facility
[1 3 Doctor’s Office [18 Work [ 113 Church
[] 4 Hospital Ward ]9 Unknown [ 14 International Travel
[] 5 Hospital ER ] 10 College [] 15 Other






SPREAD

DPH 4236 (Rev. 05/04)
Page 3 of 4

Name of case

Possible SPREAD from this Case (for LHD use)

Household Members (list all siblings, adults, roommates etc.)

Name Age | Relation | Name of school, day care center, Total Treatment Drug | Start | Total
to case | clubs, employer, church, baby sitter, doses Date | Days
etc. of DTP Taken
-DTaP
Close Contacts (list all face to face non-household)
Name Age | Relation | Name of school, day care center,

to case | clubs, employer, church, baby sitter, doses Date | Days
etc. of DTP Taken
-DTaP

Total Treatment Drug | Start | Total

Groups Notified
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Name of case
Total number of contacts for whom antibiotics were recommended or [] Unknown
What are the Setting(s) outside the household of further documented spread from this Case?
[] 1 Day Care [0 6 Hospital Outpatient Clinic [ 11 Military
[] 2 School Work [ 7 >1 setting outside household [] 12 Correctional Facility
[1 3 Doctor’s Office 18 Work [] 13 Church
[] 4 Hospital Ward [J9 Unknown [] 14 International Travel
[] 5 Hospital Emergency Room  [] 10 College [] 15 Other
[]1 16 No documented spread outside household
Is Case Epi-linked? Is Case outbreak related? If Yes, name of outbreak:
Z
(@)
= [1Yes [ No [ Unknown [1Yes [ No []Unknown
8 Was CDC clinical case definition met (calculation included in Is Case laboratory Date of this report:
% NETSS program)? confirmed?
o
[[1Yes [[1No []Unknown [(1Yes [1No []Unknown

Instructions:

Complete a Pertussis Case Report on all reported cases of pertussis and all contacts with suspect pertussis.

"Duration of cough at final interview" box: if the cough duration is <14 days at the final interview it is important to

re-contact the patient to establish whether the patient did cough for at least 14 days. Time of cough duration is measured from
the Catarrhal phase cough onset date to the final interview date.

For cases with a cough duration of < 14 days, complete and fax the front page of the Pertussis Case Report to your Regional
Immunization Advisor. Re-contact the patient to establish whether the patient did cough for at least 14 days and then fax the
completed form to your Regional Immunization Advisor.

Definitions:

Clinical case: A cough illness lasting > 2 weeks with one of the following: paroxysms of coughing, inspiratory "whoop" or
post -tussive vomiting, with no other apparent cause.
Confirmed case: 1) An iliness in a person with an acute cough of any duration who is culture positive, or
2) A case that meets the clinical case definition and is confirmed by PCR, or
3) A case that meets the clinical case definition and is epidemiologically linked directly to a case confirmed by
either culture or PCR.
Note: Only probable and confirmed cases are reported to CDC. The information on this form, except names of the
case, source and spread, is submitted to CDC via the National Electronic Telecommunication System for Surveillance (NETSS).
Probable case: A case that meets the clinical case definition, is not laboratory-confirmed, and is not epidemiologically linked to
a laboratory-confirmed case.
Close contact: Direct face-to-face contact for a period (not defined) with a case patient who is symptomatic; shared confined
space in close proximity for a prolonged period of time (e.g., > one hour) with a symptomatic case patient; or direct contact with
respiratory, oral or nasal secretions from a symptomatic case patient.

Catarrhal: first stage (lasting 1-2 weeks) symptoms of pertussis including cold-like illness, runny nose, sneezing, mild cough.
Paroxysmal: follows the Catarrhal stage, includes explosive coughing fits with (or without) the whoop and post-tussive vomiting.
Apnea: Prolonged breathlessness, which may occur either after a coughing spasm or spontaneously in an infant.

INVESTIGATION LOG (attach extra pages as needed)

DATE: COMMENTS:







PSITTACOSIS HUMAN CASE SURVEILLANCE REPORT

Investigation Information

Report Date Patient Status Diagnosis Date Onset Date

/ / O Inpatient o Outpatient 0 Deceased / / / /
MM/DD/YYYY MM/DD/YYYY MM/DD/YYYY

Patient Information
Patient ID Last First Middle
Street Address
City County State Zip
Home Phone Ext. Other Phone o Work / Business o Cell Ext.
i S
Parent/Guardian (if patient < 18yr.)
Last First Middle
Demographics
Gender Date of Birth Age 0O Years o Months
o Male o0 Female o Unknown / /
MM/DD/YYYY

Race

o Caucasian O African America 0 American Indian/Alaska Native o Hawaiian/Pacific Islander o Asian
0 Unknown o Other (Specify)

Ethnicity

0 Hispanic/Latino o Non-Hispanic/Latino o Unknown

Report Information

Person Providing Report

First Last Phone Ext. Email
S

City County State Zip City

Primary Physician

First Last Phone Ext. Email
A

Street Address

City County State Zip






Case ID First Name Last Name

Clinical Information

Brief clinical description (Symptoms and signs, note maximum temperature, etc.)

o Fever; Maximum temperature: oFoC _

o Cough 0 Pneumonia (0 CXR confirmed or o clinical diagnosis)
0 Myalgia o Rash

o Chills o0 Photophobia

o Headache 0 Other (describe/details):

Specific therapy: (Specify products, dosage, and duration)

Outcome: If the patient died, date of death:
o Recovered o Died o Unknown / /
MM/DD/YYYY
Laboratory Information
Test Name/Test Method Date Specimen Collected | Test Result Name of Laboratory
MM/DD/YYYY

Acute-phase serum IgM:
o CF o MIF / / IgG:
Convalescent-phase serum IgM:
o CF o MIF / / IgG:
PCR
0 blood © sputum
O other:
Sputum culture / /
Chest X-ray done: If yes, date: If yes, results:
0 Yes 0 No 0 Unknown / /

MM/DD/YYYY

Epidemiologic Information

Occupation at date of onset: Specific duties:

Indicate which of the following contacts the patients had during the 5 weeks prior to onset:
(Check all that apply)

o Birds o0 Human case of Psittacosis (specify)

o Other (specify) 0 No known exposure

If exposure to birds, complete following table:

Type of Bird Species Approximate number Were birds healthy? (Y=Yes
N=No UNK=Unknown)

Psittacines™

Pigeons

Domestic Fowl

Other birds

If birds were not healthy, please elaborate:

*Psittacine Birds include: Cockatoos, Cockatiels, Macaws, Parakeets, Parrots






Case ID

First Name

Last Name

Epidemiologic Information cont.

Indicate where the exposure occurred. If the patient had multiple contacts, specify to what they were exposed at each place of exposure.

4=Pet shop 5=Bird loft
6=Poultry establishment 7=Other
8=Unknown

Type of Establishment Owner of Establishment | Address of Exposure Exposure Date of
Establishment To setting Exposure
(Species)
1=Private home 2=Private aviary I=Indoors
3=Commercial aviary O=outdoors

If other, specify:

If pet birds, domestic pigeons, or fowl are implicated as the source of the human psittacosis, or if any such bird is shown by laboratory
methods to be infected, it is important to learn where these birds originated and where they were subsequently purchased or obtained by
the present owner. These birds may have acquired a latent form of the infection at any place where they have been detained since hatching.

List the address of every known place where the birds were harbored, including approximate dates.

Additional Relevant Information

Submitted by: Date: Health Depart.
/ /
MM/DD/YYYY
Phone number: Ext.
-
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D D D D Centers for Disease Control and Prevention Fax: (404) 639-2778 Form Approved
CDC# (1-4) OMB 0920-0009
— PATIENT/PHYSICIAN INFORMATION —

Patient's A
name: Date submitted: ;L  (mmiddiyyyy)
Physician’s B RN GO C ) Phone
Address: name: no.:
(number, street)
City: NETSS ID No.: (if reported) ‘ ‘ ‘ ‘ ‘—‘ ‘ ‘ —
Case ID (13-18) Site (19-21) State (22-23)
— DEMOGRAPHICS —
1. State of | 2. County of 3. Zip code: 4. Date of birth: 5. Sex: (68) 6. Race: (69) 7. Hispanic
residence:| residence: (mm/ddiyyyy) H 1] White 4] Asian ethnicity:
1| Male 1 ves 0
5[] Female 2[ 1 Black 5[] Pacific Islander 2 INe
,,,,, R [ A A American Indian i
(24-25) (26-50) (5159) | (60-61) (62-63)  (64-67) o[ IO Speufled sl Alaskan Native ° [ Not specified ol Junk

9. Any contact with animals within

8. Occupation at date of onset of illness (Check all that apply)
2 months prior to onset? (check all that apply)

11 Twool or felt plant ) 6[_] animal research (6) 10 ] live in household with person

2[Jtannery or rendering plant 2 7[_] slaughterhouse worker 7 occupationally related to above? o 1% Cattle @ 3% G.oats e 5% cats (_86)
3] dairy @2 8[_Ilaboratory worker (7s) ss[_] other (please specify) @ 2L ) Sheep @3 4 .Plgeons @ 6L Rabbitsn
[ Jveterinarian @4 o[ Trancher o) 8[] Other (please specify) o
5[] medical research (rs)
10. Any exposure to birthing animals? | 11. Exposure to unpasteurized milk? 12. Any travel in last year? (91-92) 13. Other family member with
(89) (90) similar illness in last year?
1l Jves 2l INo o[ lunk 1l JYes 2[ JNo o[ Junk y (©3)
. ) If yes, State County
If yes, which If yes, which 1[vYes 20 INo ol Junk
animal animal Foreign Country

14. Date of Onset of Symptoms: 15. Clinical Signs and syndromes (check all that apply)
1[_fever (>100.5)a02) 4 I malaise aos) 7[_Jheadache aosy 10l ] pneumoniaais ssl ] Other (please specify) a14)

/ I . 2[_] myalgiaaos) 5[ Jrash aos) 8 ]splenomegaly aoe) 11[ ] hepatitis 12)
94-95) (96-97) (98-10T) . ..
(mm/ddryyyy) 3[_] retrobulbar painoss[ ] coughaon ol ] hepatomegaly a10) 12[ ] endocarditis a13)
16. Any pre-existing medical conditions? (check all that apply) 17. Was patient hospitalized 18. Did patient die from complications
. . h isi ? isi 2
1[] immunocompromised (115) 3[_] valvular heart disease or vascular graft @17 because of this ilness? ais of this ilness?(20) (ifyes, date)  (mm/ddiyyyy)

1 Jves 2l INo o[ Junk il lves 2l N0 o[ JUnk ., .,

2[_I pregnancy a6y 8] Other
preg y (118) 12122) 2% 24) (12528)

— LABORATORY DATA —

19. Name of

laboratory: City: State: __ _ Zip:__ -
20. Phase | Antigen Phase Il Antigen * Check only if specific assay was performed.
Serolo Serology 1 (mmidd/ Serology 2 (mm/dd/ Serology 1 (mmidd/ Serology 2 (mm/dd/ 22. Other .
. gy. A gy L Yyyy) gy 2 ( Yyyy) gy L ( yyyy) gy 2 ( YY) Diagnostic Tests 7* Positive?
(Check only if specific
assay was performed) |30 @i @336 | (4147) (4344 (14548) | [15354) (15556)  (15760) | (16566) (16768) ({16970
y p ) (129- 30) (131- 32) (133- _3(_;) (141- 42) (143- 44) (145.4?) (153-! 54) (155-" 56) (157.6(.)) (165- 66) (167- 68) (169- 72) PCR 1 D Yes 2 D No @78
Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? .
Immunostain 1 IYes 2[ INo a9
IFA - IgG 1 Ives il Tves il Ives 1 Ives Culture 1[Yes 2 INo o
_____ 2L INo ua7) e 2L INo wag) e 2L INo gey e AL INo a7 iy}
A 1aM 1L JYes L Yes 1l JYes L IYes Sample(s) tested:
oo 2 INo e | 2L INo @wo | _ 2 INo w2 | A4 INo (174)
Complement 1 Jves il IYes il Yes 1 IYes
Fixaton | A INoqss | AdINogsy | A INoqey | A INo urs)
Other 1 Ives 1 Ives 1 IYes 1 Ives
test. . |_____ LINowo | A INowsy | AL INowsy | AL INo ure
*|FA or CF “Titer” or Other test: ELISA (EIA) Optical Density “OD” value.
21. Was there a fourfold change in antibody titer between the two serum specimens? il IYes 2L INo am

— FINAL DIAGNOSIS —

23. Classify case based on the CDC case definition (see criteria below): State Health Department Official who reviewed this report:

1_] CONFIRMED  2[_] PROBABLE asy

Confirmed Q fever: A clinically compatible case that is laboratory confirmed with 1) a fourfold change in
antibody titer to Coxiella burnetii antigen by IFA or CF antibody test, or 2) a positive PCR assay, or
3) culture of C. burnetii from a clinical specimen, or 4) positive immunostaining of C. burnetii in tissue. Title: Date: N

Probable Q Fever: A clinically compatible case with single supportive IgG or IgM titer as defined by testing lab.

Public reporting burden of this collection of information is estimated to average 10 minutes per response. An agency may not conduct or sponsor, and a person is not required to respond to, a collection
of information unless it displays a currently valid OMB control number. Please send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions
for reducing this burden, to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Rd., NE (MS D-24); Atlanta, GA 30333; ATTN: PRA (0920-0009).

CDC 55.1 03/2002 1st COPY STATE HEALTH DEPARTMENT Q FEVER CASE REPORT

Name:
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Date submitted:

o I__ __ (mm/dd/yyyy)
Physician’s BCOENGOR Cex) Phone
name: no.:
NETSS ID No.: (if reported) ‘ ‘ ‘ ‘—‘ ‘ ‘ —
Case ID (13-18) Site (19-21) State (22-23)

DEMOGRAPHICS —

. State of | 2. County of 4. Date of birth: 5. Sex: (68) 6. Race: (69) 7. Hispanic
residence:|  residence: (mmvddryyyy) 1[I male 1] White 4[] Asian Eh;"C't();-))
1
5[] Female 2[ 1 Black 5[] Pacific Islander o] Nis
,,,,,,,,, i American Indian I
(24-25) (26-50) (5159) | (60-61) (62-63)  (64-67) ol 1§n specmed Ju Alaskan Native ° [ Not specified ol Junk
8. Occupation at date of onset of illness (Check all that apply) 9. Any contact with animals within
. o ) 2 months prior to onset? (check all that apply)
11 Twool or felt plant ) 6[_] animal research (6) 10 ] live in household with person ] O ]
2[Jtannery or rendering plant 2 7[_] slaughterhouse worker 7 occupationally related to above? o ! ] Cattle @ SD G.oats e 5 ] cats (_86)
3l dairy 73 8l laboratory worker 78 8[| other (please specify) (1) 2L)Sheep @ 4 .Plgeons ) 6| Rabbits )
[ Jveterinarian @4 oI rancher @9 8L Other (please specify) &)
5[] medical research @s)
10. Any exposure to birthing animals? | 11. Exposure to unpasteurized milk? 12. Any travel in last year? (91-92) 13. Other family member with
(89) (90) similar illness in last year?
1[JYes 2[JNo o[ Junk 1l Yes 20 JNo o[ Junk y ©3)
. . If yes, State County
If yes, which If yes, which 1[vYes 20 INo ol Junk
animal animal Foreign Country

14. Date of Onset of Symptoms: 15. Clinical Signs and syndromes (check all that apply)
1[_fever (>100.5)a02) 4 I malaise aos) 7[_Jheadache aosy 10l ] pneumoniaais ssl ] Other (please specify) a14)

/ I . 2[_] myalgiaaos) 5[ Jrash aos) 8 ]splenomegaly aoe) 11[ ] hepatitis 12)
TO3-95) (9697 (98100 _ -
(mm/ddryyyy) 3[_] retrobulbar painoss[ ] coughaon ol ] hepatomegaly a10) 12[ ] endocarditis a13)
16. Any pre-existing medical conditions? (check all that apply) 17. Was patient hospitalized 18. Did patient die from complications
. . h isi ? isi ?
1[] immunocompromised (115) 3[_] valvular heart disease or vascular graft @17 because of this ilness? ais of this ilness?(20) (ifyes, date)  (mm/ddiyyyy)
2[ 1 pregnancy ws) sl ] Other 1l JYes 2[No o[ Junk 1ilYes 20No oJunk .,
(118 12122) 2% 24) (12526)
— LABORATORY DATA —
19. Name of )
laboratory: City: State: ___ Zip: -
20. Phase | Antigen Phase Il Antigen * Check only if specific assay was performed.
Serolo Serology 1 (mmidd/ Serology 2 (mm/dd/ Serology 1 (mmidd/ Serology 2 (mm/dd/ 22. Other .
. gyl A gy L Yyyy) gy 2 ( Yyyy) gy L ( yyyy) gy 2 ( YY) Diagnostic Tests 7* Positive?
(Check only if specific
assay was performed) |30 @i @336 | (4147) (4344 (14548) | [15354) (15556)  (15760) | (16566) (16768) ({16970
y p ) (129- 30) (131- 32) (133- _3(_;) (141- 42) (143- 44) (145.4?) (153-! 54) (155-" 56) (157.6(.)) (165- 66) (167- 68) (169- 72) PCR 1 D Yes 2 D No @78
Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? .
Immunostain 1L lYes 20 INo a9
IFA - IgG 1 Ives il Tves il Ives 1 Ives Culture 1 IYes 2[INo aso
_____ 2L INo ua7) e 2L INo wag) e 2L INo gey e AL INo a7 iy}
A 1aM 1L JYes L Yes 1l JYes L IYes Sample(s) tested:
oo 2 INo e | 2L INo @wo | _ 2 INo w2 | A4 INo (174)
Complement 1 Jves il IYes il Yes 1 IYes
Fixaton | A INoqss | AdINogsy | A INoqey | A INo urs)
Other 1 Ives 1 Ives 1 IYes 1 Ives
test. . |_____ LINowo | A INowsy | AL INowsy | AL INo ure
*IFA or CF “Titer” or Other test: ELISA (EIA) Optical Density “OD” value.
21. Was there a fourfold change in antibody titer between the two serum specimens? il IYes 2L INo am

— FINAL DIAGNOSIS —

23. Classify case based on the CDC case definition (see criteria below): State Health Department Official who reviewed this report:
1[] CONFIRMED  2[_] PROBABLE sy

Confirmed Q fever: A clinically compatible case that is laboratory confirmed with 1) a fourfold change in
antibody titer to Coxiella burnetii antigen by IFA or CF antibody test, or 2) a positive PCR assay, or
3) culture of C. burnetii from a clinical specimen, or 4) positive immunostaining of C. burnetii in tissue. Title: Date: N

Name:

Probable Q Fever: A clinically compatible case with single supportive IgG or IgM titer as defined by testing lab.
Public reporting burden of this collection of information is estimated to average 10 minutes per response. An agency may not conduct or sponsor, and a person is not required to respond to, a collection
of information unless it displays a currently valid OMB control number. Please send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions
for reducing this burden, to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Rd., NE (MS D-24); Atlanta, GA 30333; ATTN: PRA (0920-0009).

CDC 55.1 03/2002 2nd COPY — CDC

Q FEVER CASE REPORT
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D D D D Centers for Disease Control and Prevention Fax: (404) 639-2778 Form Approved
CDC# (1-4) OMB 0920-0009
— PATIENT/PHYSICIAN INFORMATION —

Patient's A
name: Date submitted: ;L  (mmiddiyyyy)
Physician’s B RN GO C ) Phone
Address: name: no.:
(number, street)
City: NETSS ID No.: (if reported) ‘ ‘ ‘ ‘ ‘—‘ ‘ ‘ —
Case ID (13-18) Site (19-21) State (22-23)
— DEMOGRAPHICS —
1. State of | 2. County of 3. Zip code: 4. Date of birth: 5. Sex: (68) 6. Race: (69) 7. Hispanic
residence:| residence: (mm/ddiyyyy) H 1] White 4] Asian ethnicity:
1| Male 1 ves 0
5[] Female 2[ 1 Black 5[] Pacific Islander 2 INe
,,,,, R [ A A American Indian i
(24-25) (26-50) (5159) | (60-61) (62-63)  (64-67) o[ IO Speufled sl Alaskan Native ° [ Not specified ol Junk

9. Any contact with animals within

8. Occupation at date of onset of illness (Check all that apply)
2 months prior to onset? (check all that apply)

11 Twool or felt plant ) 6[_] animal research (6) 10 ] live in household with person

2[Jtannery or rendering plant 2 7[_] slaughterhouse worker 7 occupationally related to above? o 1% Cattle @ 3% G.oats e 5% cats (_86)
3] dairy @2 8[_Ilaboratory worker (7s) ss[_] other (please specify) @ 2L ) Sheep @3 4 .Plgeons @ 6L Rabbitsn
[ Jveterinarian @4 o[ Trancher o) 8[] Other (please specify) o
5[] medical research (rs)
10. Any exposure to birthing animals? | 11. Exposure to unpasteurized milk? 12. Any travel in last year? (91-92) 13. Other family member with
(89) (90) similar illness in last year?
1l Jves 2l INo o[ lunk 1l JYes 2[ JNo o[ Junk y (©3)
. ) If yes, State County
If yes, which If yes, which 1[vYes 20 INo ol Junk
animal animal Foreign Country

14. Date of Onset of Symptoms: 15. Clinical Signs and syndromes (check all that apply)
1[_fever (>100.5)a02) 4 I malaise aos) 7[_Jheadache aosy 10l ] pneumoniaais ssl ] Other (please specify) a14)

/ I . 2[_] myalgiaaos) 5[ Jrash aos) 8 ]splenomegaly aoe) 11[ ] hepatitis 12)
94-95) (96-97) (98-10T) . ..
(mm/ddryyyy) 3[_] retrobulbar painoss[ ] coughaon ol ] hepatomegaly a10) 12[ ] endocarditis a13)
16. Any pre-existing medical conditions? (check all that apply) 17. Was patient hospitalized 18. Did patient die from complications
. . h isi ? isi 2
1[] immunocompromised (115) 3[_] valvular heart disease or vascular graft @17 because of this ilness? ais of this ilness?(20) (ifyes, date)  (mm/ddiyyyy)

1 Jves 2l INo o[ Junk il lves 2l N0 o[ JUnk ., .,

2[_I pregnancy a6y 8] Other
preg y (118) 12122) 2% 24) (12528)

— LABORATORY DATA —

19. Name of

laboratory: City: State: __ _ Zip:__ -
20. Phase | Antigen Phase Il Antigen * Check only if specific assay was performed.
Serolo Serology 1 (mmidd/ Serology 2 (mm/dd/ Serology 1 (mmidd/ Serology 2 (mm/dd/ 22. Other .
. gy. A gy L Yyyy) gy 2 ( Yyyy) gy L ( yyyy) gy 2 ( YY) Diagnostic Tests 7* Positive?
(Check only if specific
assay was performed) |30 @i @336 | (4147) (4344 (14548) | [15354) (15556)  (15760) | (16566) (16768) ({16970
y p ) (129- 30) (131- 32) (133- _3(_;) (141- 42) (143- 44) (145.4?) (153-! 54) (155-" 56) (157.6(.)) (165- 66) (167- 68) (169- 72) PCR 1 D Yes 2 D No @78
Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? | Titer or OD* _Positive? .
Immunostain 1 IYes 2[ INo a9
IFA - IgG 1 Ives il Tves il Ives 1 Ives Culture 1[Yes 2 INo o
_____ 2L INo ua7) e 2L INo wag) e 2L INo gey e AL INo a7 iy}
A 1aM 1L JYes L Yes 1l JYes L IYes Sample(s) tested:
oo 2 INo e | 2L INo @wo | _ 2 INo w2 | A4 INo (174)
Complement 1 Jves il IYes il Yes 1 IYes
Fixaton | A INoqss | AdINogsy | A INoqey | A INo urs)
Other 1 Ives 1 Ives 1 IYes 1 Ives
test. . |_____ LINowo | A INowsy | AL INowsy | AL INo ure
*|FA or CF “Titer” or Other test: ELISA (EIA) Optical Density “OD” value.
21. Was there a fourfold change in antibody titer between the two serum specimens? il IYes 2L INo am

— FINAL DIAGNOSIS —

23. Classify case based on the CDC case definition (see criteria below): State Health Department Official who reviewed this report:

1_] CONFIRMED  2[_] PROBABLE asy

Confirmed Q fever: A clinically compatible case that is laboratory confirmed with 1) a fourfold change in
antibody titer to Coxiella burnetii antigen by IFA or CF antibody test, or 2) a positive PCR assay, or
3) culture of C. burnetii from a clinical specimen, or 4) positive immunostaining of C. burnetii in tissue. Title: Date: N

Probable Q Fever: A clinically compatible case with single supportive IgG or IgM titer as defined by testing lab.

Public reporting burden of this collection of information is estimated to average 10 minutes per response. An agency may not conduct or sponsor, and a person is not required to respond to, a collection
of information unless it displays a currently valid OMB control number. Please send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions
for reducing this burden, to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Rd., NE (MS D-24); Atlanta, GA 30333; ATTN: PRA (0920-0009).

CDC 55.1 03/2002 3rd COPY LOCAL HEALTH DEPARTMENT Q FEVER CASE REPORT

Name:







, Appendix 17
Congenital Rubella Syndrome Case Report

Date of Report: I:”:' I:”:' I:”:”:“:l Date of last Evaluation of Infant: I:”:l I:”:l I:”:”:”:l

Month Day Year Month Day Year
| PATIENT INFORMATION
Child’s Name: Last First Middle
Current Address: (County, State and Zip Code) Age Congenital Rubella Syndrome Diagnosed:
Years Months [] Less than 1 Month [] unknown
Date of Birth: Birth Weight: Gestational Age: Sex: Race: Ethnicity:
DD DD Grams Weeks m [JF [C] American Indian or Alaska Native [] Hispanic Origin
orth Day Ibs. oz ] Unknown [[] Asian or Pacific Islander [] Not of Hispanic Origin

] Unknown [IBlack [] Unknown

EREN e
Year [] other (specify)

Il CLINICAL CHARACTERISTICS

Yes No Unk. Yes No Unk.
CALATACES . .+« v st et et et e et et e ettt e et e e e OoOono MeNiNGOENCEPNAIItIS . . .+« .t v e et et ee e ea e eeeeeeeee e eaaeneenns OoOonO
HEANG LOSS. . . .ttt et et ettt e e e e e e e et a e e Oood MICrOCEPRalY. . . .o e ettt

Mental Retardation Purpura .......

Congenital Heart Disease 1. Patent Ductus Arteriosus Enlarged Spleen

2. Peripheral Pulmonic Stenosis . ................. OOQg ENIArged LIVEL. .« . e v e et te e e eee et e e e e e e e e e e e
3. Congenital Heart Disease. .. ................... OdnQg Long Bone RAadiOIUCENCIES . . . . . v vt eeete e e teeeeeeeeaeeeaeneneenenns OodnQg
Type Unknown c ital GI D D D
4. Other (Specify) ongenital GIAUCOMA. . . ... c vttt ettt e et e e e e e eiaaaeeanes
Pigmentary Retinopathy .. ... ......c.cueuonenein e eiaeanaenns OoOonO
Other Abnormalities: [ JYes [ ]No []Unknown  IfYes, specify
Is Child Living? [JYes [JNo  [] Unknown Causes of Death: (from death certificate)
1
o, oate oroearn [ [ ] [ L[]
Month Day Year 2
If Child Died, Was Autopsy Performed? Final Anatomical Diagnosis:

[Cves [ No [] unknown

Il MATERNAL HISTORY

Mother’s Name: Age at Delivery: Occupation at Time of Conception:
Last First Middl
as Irs iddle Years [] unemployed
] Unknown
Did Mother Attend Family Number of Previous | Number of Previous | Prenatal Care for this Pregnancy: Was Prenatal Care Obtained in:
Planning Clinic Prior to Live Births: Pregnancies: [Yes [INo [[] Unknown Publi
Conception? Date of First Visit: [ puble Sector
—  [Junknown | —_  [] Unknown : .
(e Ot Dl o o O s
Month Day Year [] unknown
[] unknown
Rubella-Like lliness During Pregnancy: | Was Rubella Diagnosed by a Physician Was Rubella Serologically Confirmed
[Yes []No ] Unknown atTime of lllness? [JYes [|No []Unknown at Time of lliness?
If Yes, Month of Pregnancy: If not MD, by Whom? [JYes [No [ Unknown
[] Unknown
Location of Exposure: If Location of Exposure is Unknown, did | Source of Exposure: Was the Mother Directly
Within the United States [ |Yes [ ] No [] Unknown Mother Travel Outside the U.S. During the| Exposed to a Known Rubella Case?
" . p

Outside the United States [ |[Yes [ | No ] unknown First Trimester of Pregnancy? [Jves [INo [ unknown

[dves [JNo []unknown If Yes, specify relationship:

I: Wl{(es, specify country; also specify county and city,
If Yes, specify country; also specify county and city, if known: It known:

pate ot exposure: [ ][] [ ][] [IC ][]
pateorraver:| || | [ | |[ [ | | | Wonth Day Year
Month  Day Year [] unknown
[] unknown

Number of Other Children Less than 18 Years of Age Living in House- Were Any of the Children Inmunized with Rubella Vaccine?
hold During this Pregnancy: —— [JYes [JNo [ Unknown

THIS IS A DRAFT FORM WITHOUT OMB APPROVAL. CDC 71.17 (DRAFT) Rev. 02/2009, Page 1 of 2 CS106190





Clinical Features of Maternal lliness:
["] unknown

Lo oo

Month Day Year
Fever ......cuvunens [CJYes [JNo []Unknown
Lymphadenopathy ...[ ]Yes [ ]No [ ] Unknown

Arthralgia/Arthritis:

[JYes [JNo [7] unknown

Other (specify)

Specimens for Viral Study []ves [ ] No

Was Mother Immunized with Rubella Vaccine?
[CJYes [ No []Unknown

If Yes, Date Vaccinated:

HEEEEEE.

Month Day Year

If Yes, Source of Information:

[] Physician [] Mother Only
[] school [] other (specify)
[] Public Sector [] private Sector
["] unknown

Did the Mother Have Serological Testing for
Rubella Immunity Prior to Exposure?

[JYes [JNo []Unknown

If Yes, Date: I:":I I:":I I:":”:H:l

Month Day Year
If Yes, Interpretation of Test Results:
[] susceptible [] unknown

(If more than one serologic test, include dates and results for each time tested.)

[] iImmune

IV LABORATORY

(l\gho::irne)lnfant Type Specimen Date Collected Laboratory ;;E%E%ZL Test Results
O O T
U U L/
O O L
O ] / [
O O L L
O O L L
O O L L
U U A

V APPRAISAL

[Jconfirmed [ ] Probable [ ]Possible [ |InfectionOnly [ |NotCRS [ ]Stillbirth [_] Unknown [] Indigenous to U.S. [] imported to U.S.
Investigator's Name (print): Telephone: Date:
Physician Responsible for Child’s Care: Telephone:

Source of Report:
[[] private MD  [] Death Record [ ] Birth Record

[JLaboratory [ ]Hospital [ | Other

LAB TEST METHODS

*If antibody testing was performed, specify which Rubella-specific immunoglobin antibody (IgM or IgG) was used.

Clinical Case Definition

An iliness of newborns resulting from rubella infection in utero and characterized by
signs and symptoms in the following categories:

A Cataracts/congenital glaucoma, congenital heart disease (most commonly pat-
ent ductus arteriosus, peripheral pulmonary artery stenosis), loss of hearing,
pigmentary retinopathy.

B Purpura, splenomegaly, jaundice, microcephaly, mental retardation,
meningoencephalitis, radiolucent bone disease.

Clinical Description

The presence of any defects or laboratory data consistent with congenital rubella
infection (as reported by a health professional).

Laboratory Criteria for Diagnosis
® Isolation of rubella virus, or
© Demonstration of rubella-specific IgM antibody, or

® An infant’s rubella antibody level that persists above and beyond that expected form
passive transfer of maternal antibody (i.e., rubella titer that does not drop at the
expected rate of twofold dilution per month).

a) Viral Cultures d) ELISA g) Passive Hemagglutination (PHIA)
b) RIA €) Hemagglutination Inhibition  h) Other (Specify)
c) IFA f) Latex Agglutination

DEFINITIONS

Case Classification

Possible: A case with some compatible findings but not meeting the criteria for a
probable case.

. A case that is not laboratory-confirmed and that has any two complica-
Probable*: A hat i lab firmed and that h li
tions listed in A above, or one complication A and one from B.

Confirmed: A clinically compatible case that is laboratory-confirmed.

Infection Only: A case with laboratory evidence of infection, but without any
clinical symptoms or signs.

*In probable cases, either or both of the eye-related findings (cataracts and congenital glaucoma)
count as a single complication

Imported to U.S.
A case which has its source of exposure outside the United States.

Indigenous to U.S.
A case which cannot be proved to be imported.

CDC 71.17 (DRAFT) Rev. 02/2009, Page 2 of 2







UEFARKIMEN] Ur HEALIHA & FAMILT SERVILED
Divisbon of Public Health
DPH 4000 (Rewv, 07/00)

SIA1E WU WEALIMNSIN
5. 252.10 (7), Wis. Stals.
(608) 266-9692

FAX: (B08) 266-0049

WISCONSIN ANTITUBERCULOSIS THERAPY PROGRAM

INITIAL REQUEST FOR MEDICATION
Information for completing form on reverse side. Instructions on separate page.

Patient Name (Last, First, Middle Initial) ) Date of Birth (mm/dd/yyyy)
Address (Street or Rural Route) Telephone Mumber =

( )

City [ Zip Code

County

Patient's Medicaid ID No.(If applicable)

Sex Race Weight F‘al-'ent ! Guardian Name (If Patient is under 18 years of age)

Physician Name Physician DEA Number

Address(Street, City, State, Zipcoda) Telephone Mumber

| ( )

Date Read ___ _ Results (induration only) __
Reason for skin test and referral for treatment: (refer to instructions for explanation)
L] Treatment for active TB disease (suspected or confirmed)

1. Mantoux Tuberculin SKin Test: Date Applied
1.

[ Contact to a current case of TB  Name of case, if known

] Medical risk factor Specify ____ . __ _
D Pnpulatinn risk factar Spemfy i . e fﬂ.n..umhntaf._u'_mrfnmupnr&s:-mn. substance abuse, skin test conversion, &
(8.q. heallh care workar, correctional facility, foraign-born, nursing homsa, atc. )
3, Chest X-Ray: Date Results: [] Normal [1 Abnormal [] Abnormal but stable

(If Abnormal, or Abnormal but stable, include copy of chest x-ray report)

Check all that apply

4_[] Prior Mantoux tuberculin skin test? Specify Date: Results____ ___ __mm
5. [] Risk factors for adverse reactions or non-adherence? Specify e
Baseline blood tests, if applicable® Date ! . _Typeoftests

*Please refer to references, listed on reverse, for explanation of patient monitoring requirements.

6. [] Prior treatment for tuberculosis infection or disease? Explain:_

7. [] Born outside the United States? Please specify country of birth __ Amrival in U.S. (mmiyyyy)

Review treatment recommendations / dosages on reverse side For Division of Public Health Use Only

MNumber of Months

Drug Selection Dosage

Patient Mo,

isoniazid (INH) Sent to

Rifampin (RIF)

Pyrazinamide (PZA)
Ethambutol (EMB)
Other (please specify)

SIGNATURE - Physician Date Prescription Ordered

Submit completed form to: Local Health Department or

Division of Public Health, Wisconsin TB Program, P.D. Box 2659, Madison, Wl 53701-2659
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Recommended Drug Regimens for Treatment of Active Tuberculosis in Adults and Children

Induction Phase Continuation Phase
Option 1--Pulmonary and extrapulmaonary TE in Daily isondazid, rifampin, and pyrazinamide® with ethambutol or Daily ar 2-3 times/wk" isoniazid
adults and children slreplomycin® for B wk. Discontinue ethambutol or streptomycin emd rifampin (by DOT) for 16

) ) | when susceplibility to isoniazid and rifampin s demonstrated.

Option 2—-Pulmonary and extrapulmanary TB in Dally isgniazid, rifampin, and pyrazinamide® with ethambutol or 2 I!|mes."wh" isomiazid and
adults and children streplomycin® for 2 wk then 2 limes/wk' for & wk (by DOT). rifampin {by DOT) far 16 wk.’
Option 3--Pulmaonary and extrapulmaonary T6 in Treat by DOT, 3 times/wk' with isonlazid, rifampin, pyrazinamide®, and ethambutol or streplomycin® for
adulls and children ] 24 weeks.§ =
Option 4—-Smear- and cullure-negative pulmonany [raily isomiazid and rifampin, preferably with pyrazinamide* for & wk, Daily of 2 imesiwk " (DOT) or 3
TB in adults, latent TB infection (LTEI) in adults times'wk" (DOT) isoniazid and
with a chest film suggesting old hoaled rifampin for 8 wk.'
luberculosis, aor LTBI in adults with sificosis who are
sputum smear- and culture-negative. o |
Ciption 5--Pulmonary and extrapulmonary TE in Daily isoniazid and rifampin for 36 weeks” , with ethambufol or streptomycin untl susceptibiity 1o
adults and children when PZA is contraindicaled isoniazid and rifampin is demonstrated.

* Avoid streptomycin and pyrazinamide for pregnant women.

All regimens administered 2 times/wk or 3 timesfwk should be monitored by direcily observed therapy (DOT) for the duration of therapy.

For infants and children with miliary T8, bone and joint TB. or TB meningitis, reatment should last ai least 12 months. For adults with these forms of
mirapulmonary TB, response to therapy should ba monitored closely and treatment prolonged as judged on a case-by-case basis.

The strongest evidence from clinical trials is the effectiveness of all four drugs administered for the full 6 months.

tecommended Drug Regimens for Treatment of Latent Tuberculosis Infection (LTBI) in Adults

Ratlng®
Drug Interval and Duration Comments HIV-  HIV+_
Daily for 9 ma™ In HiV-infacted patients, iseniazid may be administered concurrently with MR Tls, prolease A A
inhibitors, or NNRTIs
Isoniazid Twice weakly for 9 mo'™  Directly observed therapy (DOT) must be must be used with twice-weekly dosing B B
Daily for & mos Mot indicated for HIV-infected persons, those with fibrolic lesions on chest radiographs, or B c
children
Twice weekly for & mos DOT must be used with twice-weekly dosing B c
Daily for 2 mo May also be offered to persons who are contacts of patients with isoniazid-resistant, B A
rifampin-susceptible TB
Rifampin plus In HIV-infected patients, protease inhibiters or MNRTIs should generaily not be administered
pyrazinamide concurrently with rifampin; rifabutin can be used as an allernative for patients freated with
indinavir, nelfinavir, amprenivir, ritonavir, or efavirenz, and possibly with nevirapine or sofi-
gel saquinavir®
Twice weekly for 2-3 me  DOT must be used with twice-weekly dosing C [
Rifampir Diaily for 4 mo For persons who cannot tolerate pyrazinamide B B

For persons who are contacts of patients with isoniazid-resistant, rifampin-suscepfible TR
who cannot lolerate pyrazinamide

Simngth ‘of recommendation; A = preferred; B = acceptable alternative; G = offer when A and B cannal be givern,
Recommended regimen for children younger than 18 yr of age.
Recommended regimens for pregnant women, Some experis would use rifampin and pyrazinamide for 2 mo as an alternative regimen in HV-infected pregnant
women, although pyrazinamide should be avoided during the first timester,
Firfa';hutln smlu not be used with ritonavir, hard-gel saquinavir, or delavirdine, When used with other protease inhibitors or NNRTIs, dose adjustment of rifabutin
13y be requ

Josage Recommendations

B Dosage -
Daily Two Times per Week Three Times per Week
Drugs Children® Adults Children* Adults Children® Adults
iDosage Form) =
Isonlazid 10-20 mag'kg 5 mafkg 20-40 mg'kg 15 mg/kg 20-40 mglkg 15 mglkg
(100 or 300 mg tableis) Max. 300 mg Max. 300 mg Max_ 800 mg Max, 900 mg Max. 900 mg Max. 900mg
Rifampin 10-20 mg'kg 10 mgikg 10-20 mg.l'kg 10 mg'kg 10-20 malkg 10 mgikg
(150 or 300 mg capsules)  Max. 600 mg Max, 800mg Max. 600 mg Max. 600 mg _ Max, B0D myg Max. 600 mg
Pyrazinamide 15-20 mofka 15-30 malkg 50-70 mgfkg 50-70 mglkg 50-70 mglkg 50-70 malkg
(500 mg tablets) Max. 2g Max. Z g Max. 4 g Max. 4 g i Max. 3 gm Max. 3 g
Ethambutel” 15-25 mghkg 15-25 myglkg 50 mgtkg 50 ma'kg 25-30 mg'kg 25-30 mglkg
(100 or 400 mg tablets) Max. 259 Max. 259 2R - - .
Streptomycin 20-40 makg 15 mg'kg 25-30 mg'kg 25-30 mg'kg 25-30 mg'kg 25-30 mag'kg
{injection) Max. 19 Max. 19 Max. 159 Max. 1.5 g M. 159 Max. 1.5 gm
Combination dreg desing’
Rifamate™ The usual adult dose is two capsules dally, taken at the same time.
1150 mg isoniazid and 300 mg of rifampin in one tablet) .
Rifate Upto 98 Ib., or 44 kg 99-120 1b, or 45-54 kg 121+ Ib., or 55+ kg
(50 mg isoniazid, 120 mg of rfampin, 300 mg of pyrazinamide in one tablet) 4 lableis daily 5 tablets daily 6 tablets daily to be
e o be taken together o be taken together laken together
Shildren =12 years of age.

sthambutol is generally not recommended for childran whose visual acuity cannot be monitored (children <8 years of age). However, ethambutaol should be
ansidered for all children with organisms resistant to other drugs, if suscepfibility to ethambutol has been demonstrated or susceptibility is fkely.
‘dapled from materials produced by Bureau of Tuberculosis Control, Mew York City Department of Heaith,

fe
reatment of uberculosis and tuberculosis infection in adults and children. Am. J. Respir. Crl. Care Med. 1994,149:1353-1374,
argeled uberculin testing and treatment of latent tuberculosis infection. Am. J. Respir. Crit. Care Med. 2000:161:5221-5247
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Instructions for completing
ANTITUBERCULOSIS THERAPY PROGRAM
Initial Request for Medication

This form authorizes the purchase of anti-tuberculous medication through the Wisconsin Tuberculosis Program. The medication
will be provided to any individual in Wisconsin with evidence of TB infection, TB disease, or close household contact to a person
with infectious tuberculosis. Medication must be prescribed in accordance with guidelines published by the Centers for Disease
Control, the American Thoracic Society, and the American Academy of Pediatrics.

Personally identifiable information on this form is voluntary however, incomplete information will result in rejection of
the medication request. Information below marked with an * is necessary to complete the medication request.

"Patient Name, Date of Birth, Address, City, State, Zip. County Inciude apartment number if appropriate. These fields are
required in order to supply the medication to the correct patient through the appropriate local health department.

Telephone This field is not required, but will aid the local health department in contacting the patient.
Sex This field is required.
Race This field is not required but can aid in identifying trends in TB infection and disease.

" Weight This field is required as proper dosing is calculated using the mg/kg ratios established for standard dosing. Information
about the patient’s weight is especially important when the patient is a child.

Parent/Guardian Name Required for children less than 18 years of age.

* Physician Name/Address/Telephone This field is required.

'Physician Drug Enforcement Agency (DEA)} Number This field is required.

Medicaid ID Number Please provide if patient is a Medicaid recipient.

1. Mantoux Tuberculin Skin Test. Dates and skin test measurement (in millimeters) are required. Measure only the
transverse diameter of induration (palpable swelling) across the forearm (perpendicular to the long axis). Do not record
as just “positive” or "negative." If there is no documentation of a skin test, but the patient self-reports a past positive, it
will be necessary to repeat the test and record the current measurement

Criteria for tuberculin positivity, by risk group

Reaction =5 mm of induration Reaction =10 mm of induration "Reaction =15 mm of induration
Human immunodeficiency virus (HIV)- Immigrants from high prevalence Persons with no risk factors for 18
positive persons countries
Recent contacts of tuberculosis (TB) Injection drug users
case patients
“ibrotic changes on chest radiograph Residents and employees' of high-risk
consistent with prior TB congregate settings
2atients with organ transplants and other | Children younger than 4 yr of age or
immunosuppressed patients infants, children, and adolescents
(receiving the equivalent of =215 mg/d exposed to adults at high risk

of prednisone for 1 mo or mores.)
Persons with clinical conditions that
place them at high risk

Mycobacteriology laboratory personnel

' Risk of TB in patients treated with corticosteroids increases with higher dose and longer duration.
For persons who are otherwise at low risk and are tested at the start of employment, a reaction of 215 mm induration is
:onsidered positive.

2. *Reason for Skin Test and referral for treatment: Please specify whether medication is ordered to treat suspect or
confirmed active tuberculosis disease, exposure o a current case of infectious tuberculosis, infection in a person with
medical risk factors or population risk factors, or other reason. Contact to a case means exposure within the past vear to
an individual with a confirmed or suspected case of infectious tuberculosis. Please include the name of the case, if
known.
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Medical risk factors include medical conditions predisposing a patient to TB disease (e.g. diabetes, immunosuppressive
condition, intravenous drug abuse, etc.). Refer to more complete list below. Population risk factors include demographics
that predispose a patient to TB exposure or infection (e.g. employment or residence in a health care facility, correctional
institution, homeless shelter, foreign-born from a country with high TB prevalence, etc.). Refer to more complete list below.

Medical Risk Factors Population Risk Factors
HIV infection Residency or occupation in high-risk congregate
Tuberculin skin test conversion settings:
Fibrotic lesions (on chest X-ray) consistent with old, healed TE Prisons and jails
Injection drug use Health care facilities
Diabetes mellitus Nursing homes and long-term care facilities
Immunosuppressive therapy Shelters for homeless persons
Chronic renal failure Birth in a country having a high TB
Hematologic disorders, such as leukemia or lymphoma prevalencefincidence:
Malignant neoplasms, such as carcinoma of the heard or neck Immigrants
Weight at least 10% less than ideal body weight - Refugees
Pulmonary silicosis Students
Gastrectomy or jejunoileal bypass Some migrant workers
Age < 5 years Socioeconomic predictors of exposure:
Low income
Inner-city residence
Migrant labor )

3. " Chest X-Ray: Dates and results of current chest x-ray (within past 6 months) are required. If the chest x-ray was
abnormal or abnormal but stable, please submit a copy of the chest x-ray report with the medication request.

4. Prior Mantoux tuberculin skin test? This information is important for patients who are part of a tuberculosis surveillance
program (e.g., health care workers, correctional employees or inmates, etc.) in order to determine if the positive test is a
recent skin test conversion.

5. Are there any risk factors for adverse reactions or non-adherence which should be noted? Please include any factors
that may increase the patient's risk for adverse reactions or therapy non-adherence.

6. Prior tuberculosis infection/disease? This information will identify patients who may have received prior therapy and be at
increased risk for drug resistance.

7. Born outside the United States? This field is not required but can aid in identifying trends in TB infection and disease.

* Drug Selection
Please specify which drugs with the prescribed dosage and duration. The dosage recommendations are listed on the back of the

form. Keep in mind that the drugs come in the following formulations

Isoniazid 100 or 300 mg tablets
Rifampin 150 or 300 mg capsules
Pyrazinamide 500mg tablets
Ethambutol 100 or 400 mg tablets
Streptomycin injection
Rifater” 50 mg isoniazid, 120 mg of rifampin, 300 mg of pyrazinamide in one tablet
Rifamate 150 mg isoniazid and 300 mg of rifampin in one tablet
References

Treatment of tuberculosis and tuberculosis infection in adults and children. Am. J. Respir. Crit. Care Med. 1994:149:1359-1374.
largeted tuberculin testing and treatment of latent tuberculosis infection. Am. J. Respir. Crit. Care Med. 2000;161:5221-5247.






DEPARTMENT OF HEALTH & FAMILY SERVICES
Division of Public Health
DPH 42001 (04/01)

TB SUSPECT CASE DATA

Client information is confidential under Wis. Stat. 146.82(1)

STATE OF WISCONSIN
Bureau of Communicable Diseases
ss. 252.05, Wis. Stats.

| FOR INTERNAL USE ONLY: | [J INTIMS
Date Local Health Department Referral Source Referral Telephone No. Reported To LHD Within 24 Hrs
Contacted (mm/dd/yyyy) ( ) [Jvyes [1No
Name Of Patient Date Of Birth (mm/dd/yyyy) Gender Race

[JFemale [] Male

Address

Patient Telephone No.

( )

Patient occupation last 2 years

Local Health Department

Public Health Nurse (PHN)

Telephone No. of PHN
( )

Date Reported to State TB Program (mm/dd/yyyy)

Name of Primary Physician

Telephone No.

( )
Name of Other Physician (Pulmonary Specialist, etc.) Telephone No.
( )

CHEST X-RAY

Date(s) taken (mm/dd/yyyy)

Results of X-ray

[] Normal [] Abnormal | [] Cavitation [ Infiltrate [] Opacity [] Granulomas [] Nodule
Location Comments:
[JApex [JLUuL [JRUL [JRLL [JLLL [JLL O RrRL
BACTERIOLOGY.
Laboratory where specimen was sent
Specimen Information
Smear MTD / PCR Culture

Date Collected Source POS Results NEG POS NEG Comment POS NEG Date ldentified

O O | | | O

O O O O O O

O O O O O O

O O L] L] L] O
Drug Sensitivities
INH []1 SENS [1RES EMB [] SENS [1RES
RIF [ 1 SENS [1RES OTHER(S) ] SENS ] RES
PZA [] SENS ] RES [] SENS [0 RES
TREATMENT
Date Started (mm/dd/yyyy) Patient’s weight Regimen Duration DOT [dYes [JINo

If yes, where?

Drugs INH RIF PZA

EMB OTHER

Dose(s) and Frequency

PATIENT HISTORY

Date of PPD (mm/dd/yyyy) Results (induration)

mm

Homeless in the past year? [ ] Yes []No []Unk

Date of Previous PPD (mm/dd/yyyy) Results (induration)

mm

Non-injection drug use within the past year? []Yes []No []Unk
Injection drug use within the pastyear? []Yes []No [ Unk

If previously tested, list city and state

Alcohol use within the past year? [ ] No [] Regular [] Excess
How much and how often?

If previous PPD was positive, was treatment for TB infection taken?
[JYes [0 No Ifyes, was treatment completed? [] Yes [] No

Smoker? []Yes [JNo Ifyes, how much and how long?

Patient history of TB disease? [ Yes Year (yyyy) I No
Family history of TB disease? []Yes [ No
If yes, who and when (yyyy)

[1fever []hemoptysis
[ loss of appetite

Signs and Symptoms  [] cough
[ night sweats [] weight loss

Duration/ dates (mm/dd/yyyy)

Foreign born? [] Yes [ No If yes, country of origin
Month and year arrived in USA

Type of VISA [ Immigrant / Refugee [] Student [] Work
[ Visitor / Tourist
[] Other Explain

HIV Status [ ] positive [ ] negative [ not tested
Date tested (mm/dd/yyyy)
If not tested, Why?  [] not offered [ refused [ other

Recent foreign travel? [ ] Yes [ No
If yes, where and when (mm/yyyy)

Other risk factors? [] diabetes [] kidney disease [] liver disease
] immunosuppressed [] cancer List type
[ corticosteroid use How much and how long?

[J other risk factors

Resident of long-term care or correctional facility? [] Yes [ No
If yes, which one and how long?

Disposition [ pulmonary [] extrapulmonary [] not a case
If extrapulmonary, site
Case verified by [ laboratory  [] clinical improvement






Instructions for completing
TB SUSPECT CASE DATA

This form is used to gather data on tuberculosis (TB) suspect and confirmed cases. The Department of Health and Family Services requires
some of the information in accordance with Wis. Stats. s. 252.05(4) and other data elements are incorporated to assist with TB elimination
efforts. Please fill out the form completely and submit it to the Wisconsin TB Program by fax (608) 266-0049 or by mail to: TB Program —
Division of Public Health, PO Box 2659, Madison WI 53701-2659.

Local Health Department Contacted (mm/dd/yyyy), Referral Source, Reported to LHD Within 24 Hrs Date the LHD is notified of the
suspect (or case) by whom and was the suspect (or case) reported to the LHD within 24 hours of the patient being considered a suspect.
Referral source is the person/agency who refers the suspect (or confirmed case) to the LHD.

Wisconsin Administrative Code HFS 145, Appendix A, includes Tuberculosis with Category | diseases of “urgent public health importance” that
shall be reported IMMEDIATELY to the patient’s local health officer upon identification of a case or suspected case. Once reported to the
local health officer, the local health officer is required to notify the State Epidemiologist immediately [HFS 145.04 (4)]

Name of Patient, Date of Birth, Gender, Race, Patient Address and Telephone Number

Name of Local Health Department (LHD), Public Health Nurse, Telephone Number of PHN Put the name of the primary PHN contact and
whichever phone number is better for contacting the PHN (LHD or PHN’s direct number).

Date Reported to the State TB Program These fields assist in tracking whether reporting time frames are consistent with statutory reporting
criteria (see above).

Name of Primary Physician, Telephone Number, Name of Other Physician (Pulmonary Specialist, etc.), Telephone Number

CHEST X-RAY: Record date(s), Results of X-ray, Location Date(s) and specific result(s). Use comment section for results that are not
addressed by the boxes.

BACTERIOLOGY: Laboratory where specimen was sent
Indicate all laboratories where the specimens were sent for smear, Mycobacterium Tuberculosis Direct (MTD) / polymerase chain reaction (PCR)
and culture results. There is often more than one laboratory involved.

Specimen information - Date Collected, Source, Smear (POS, NEG, Results), MTD/PCR and Culture
For smear results, indicate the amount of AFB seen on positive specimens (e.g. 1-9/field). MTD/PCR note any comments (such as inhibitors,
specimen too old, etc.). On the culture, indicate the date the specimen was identified (either as TB or not TB).

Drug Sensitivities For each medication, indicate if the TB isolate is sensitive or resistant to the drug

TREATMENT: Date started (mm/dd/yyyy), DOT, regimen duration, Drugs, Dose(s) and Frequency
Indicate the date the patient began appropriate TB disease treatment, whether or not it was given as directly observed therapy (DOT), and if
given via DOT, where DOT occurred (workplace, LHD, home, etc.). Record the initial medication regimen prescribed.

PATIENT HISTORY:

Date of PPD, Results Document current TB skin test (PPD) information in millimeters

Date of Previous PPD, Results Document last known (and documented) previous test date and results

If previously tested, list city and state Document where previous test was given.

If previous PPD was positive, was treatment for latent TB infection (LTBI) taken? If yes, was treatment completed?
Determine if patient with a previous positive skin test took treatment for LTBI and if LTBI treatment was completed.

Signs and Symptoms Indicate which symptoms the patient currently has or has had in relation to their TB suspect case status. Note the
duration of the symptoms.

Patient history of TB disease?, Family history of TB disease? Fill in as indicated. Note: history of TB disease, not infection.

HIV status HIV information is requested under the authority of Wis. Stats. s. 250.04 (1). All client information is confidential under Wis.
Stat.146.82 (1). Per Centers for Disease Control and Prevention (CDC) protocol all individuals with TB disease should be tested for HIV
infection.

Other risk factors? Note other risk factors. If a patient is infected with TB, the risk of TB disease increases with corticosteroid use at high dose
for long duration (e.g. >15 mg/day of prednisone (or equivalent) for 1 month or more).

Homeless in the past year? Non-injection drug use within the past year?, Injection drug use within the past year? Alcohol use within
the past year? Reqular, Excess, Smoker? Fill in per patient and medical history. Re. alcohol use: subjective assessment to guide DOT
decision and the recommendations given to physician. Regular alcohol use indicates baseline and follow-up liver function tests (LFTs) may
be indicated [2/day — men, 1/day — women]. Excess alcohol use is an indicator for DOT and LFTs are indicated to supplement frequent liver
symptom monitoring. [Reports intake that exceeds regular; diagnosis, hospitalization or treatment for excess alcohol, etc.]

Foreign born?, Month and Year arrived in USA, Type of VISA Document the patient’'s country of origin and both the month and year of their
arrival in the USA. Indicate which type of VISA they came on.

Recent foreign travel?, Resident of long-term care or correctional facility? Disposition Fill in as indicated.
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State Reporting:

State abbreviation

First four letters of last name:

Sex:

EI Male

Age:

EI Female

Date of birth:

Race/Ethnicity:

D American Indian or Alaska Native

EI Asian

D Black or African American

] wn

D Hispanic or Latino

EI Native Hawaiian or other Pacific Islander

ite

EI Unknown

County:

PERSONAL DATA

Physician’s Name:

Physician’s Phone:

DATE OF ONSET OF ILLNESS:

Mo Day Yr

OUTCOME:

EI Recovered

] oied

EI Unknown

SIGNS AND SYMPTOMS:

Eosinophilia:
D Not Done

D Yes
EI No EI Unknown

Specify absolute number or percentage:
M___ or (%)

Fever:

D Yes
EI No

Periorbital

D Unknown
EI No

Specify temperature:

EI Yes

edema:

EI Unknown

Myalgia:

EI Yes
EI No

EI Unknown

MUSCLE BIOPSY:
D Positive
EI Negative

Test type (specify):

Date of test:

SEROLOGIC FINDINGS: [_] Positve [ Negative [_]NotDone ~[_] Unknown

Test results:EI Positive D Negative EI Unequivocal EI Unknown

Yes

E
2
4
2 E Not Done Mo Day Yr
E Date of test: Test results:El Positive E Negative El Unequivocal El Unknown
Mo Day Yr
SUSPECT FOOD:
< DATE CONSUMED:
h |:|Pork (specify type below): |:| Non Pork (specify type below): |:| Unknown
< Store bought pork Bear meat
Pork from farm-raised pig Hamburger (ground meat)
n Wild boar Other (specify): Mo Day Yr
Other (specify): Not specified
o Not specified
-— LARVAE IN SUSPECT FOOD:
0 Not examined Present
o Absent Unknown
J WHERE MEAT OBTAINED: PREPARATION AFTER PURCHASE METHOD OF COOKING:
o FURTHER PROCESSING:
Supermarket/grocery store No further processing Uncooked
— ﬁButcher shop Ground (i.e., hamburger) Fried
E Restaurant or other public Smoked Open-fire roasting/BBQ
m eating establishment Dried jerky Other cooking method (specify):
Direct from farm Marinated
ﬂ Hunted or trapped Other (specify): D Unknown
- Other (specify): Unknown
& Unknown
PATIENT’S OCCUPATION: R TED CASES:

No D Unknown

COMMENTS AND ADDITIONAL DATA

Investigator name and title:

Date form completed:

Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect
of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-24, Atlanta, Georgia

30333; ATTN: PRA (0920-0009).
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p
CDC

Tularemia Case Investigation Report e oo
Date of report: Case ID #:
Reporting and Basic Contact Information
Person reporting the case: Person taking the report:
Agencyl/affiliation: Agency/affiliation:
Phone number/Email: Phone number/Email:
Has the local health department If yes, provide name, phone number and/or email of contact person:
been notified?
I:lYes I:l No
Treating Physician(s) Phone number and/or email of contact person:
Hospital: City/State: Phone:

Patient Demographics

Age: Sex: Patient Ethnicity: Patient race: (select all that apply)
[JFemale |:|Hispanic or Latino L] American Indian/Alaska Native ] Native Hawaiian or Pacific Islander
[JMale [INot Hispanic or Latino | [JAsian [CJwhite
— | [Junknown CJunknown []Black or African American [Junknown
Residence:
State: County: Zip:
Occupation: Works primarily: [indoors outdoors [Both [Junknown
Medical History and Current lliness
Any underlying medical If yes, please indicate all conditions that apply:
conditions? [Jcancer [IDiabetes Mellitus DPuImonary Disease
Yes [] Cardiovascular Disease [] !'mmunocompromised [JRenal Disease

[INo [] For females - pregnant

[JUnknown Other (specify):

Date of initial symptom onset: / / Location where first seen:

mm dd yyyy Emergency Department |:|Urgent Care Center
. . Hospital k
Date first seen by medical person: / / H ospltg - i [Jun nc.)wn
mm aa vy Outpatient clinic/office  [JOther:

Symptoms at initial presentation:  Yes No Unknown Yes No Unknown
Fever (| (| (| Skin lesions (e.g. papules, ulcer) O O O
Sweats/chills/rigors O O O Swollen/tender lymph nodes O O O
Headache O O O Conjunctival irratition/discharge ] O O
Cough O O 0O Sore throat O o O
Myalgias O O 0O Weakness/lethargymalaise O O O
Chest pain O O 0O Nausea, vomiting, and/or diarrhea [ [ I
Shortness of breath O O 0O Abdominal pain O O 0O

Other(s):

CDC 56.50 (E?_, CDC Adobe Acrobat 9.4, S508 Electronic Version, February 2011 . ) ) o ) ) o )
Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering
and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-0009).
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Medical History and Current lliness (continued)

If known, vital signs at initial presentation: (if unknown, check here [J)  Date: / /
mm dd yyyy
Temperature: Blood pressure: / Heart rate: Respiratory rate:
Physical findings: Yes No Unk Description (e.q. location, size, tenderness, erythema, etc...):
Skin ulcer O o O
Adenopathy O 0o ad
Pharyngitis/tonsillitis oo o
Conjunctivitis O O O
Other:
Radiographic and Laboratory Findings
Chest X-ray: Results:
OYes (date: / / ) [ clear/normal [ Infiltrates, bilateral CIPulmonary abscess
[INo mm  dd yyyy [ Hilar adenopathy [ Interstitial changes CJPulmonary nodules
O Unknown O infiltrates, unilateral O Pleural effusion CJunknown
Initial blood tests: (date: / / )
mm  dd yyyy
WBC (x 103): Differential (indicate %) Segs: Bands: Lymphs:
Hgb (mg/dl) or Hct: Platelets (x 103): BUN (U/dl): Creatinine (mg/dl):
Tularemiatesting: Yes No Unk Date specimen collected Test(s) performed - Results
(mm / dd [/ yyyy) (e.g. culture - positive DFA - positive, PCR - negative)
Blood culture (1) O O Od / /
Blood culture (2) O O o / /
Ulcer'woundswab O O O / /
Lymphnode aspirate [ [ [ / /
Sputum sample O O Od / /
O 0O a4 I
Serology: S1: Date drawn / / Titer: S2: Date drawn / / Titer:
mm  dd yyyy mm  dd yyyy
Francisella tularensis subspecies identified: [JType A (i.e. tularensis) [] Type B (i.e. holartica)
O Other (specify: ) Ounknown
Clinical Course and Treatment
Was the patient hospitalized? [Yes [ONo [JUnknown Admitdate: / Discharge date: /
mm / (dd) mm / dd
Was the patient isolated? ONo [Rrespiratory [dcontact [Cunknown Date isolated: /
mm / dd
Did the patient receive antibiotics? OyYes ONo  Ounknown
If yes, please list all antibiotics: Date started Date stopped Dosage and schedule
1. / /
2. / /
3. / /
mm / dd mm / dd

CDC 56.50 (E), CDC Adobe Acrobat 9.4, S508 Electronic Version, February 2011
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3
Clinical Course and Treatment (continued)

If hospitalized, what was the maximum temperature noted within first 72 hours of hospitalization:
How many days elapsed from symptom onset until symptoms improved (i.e. afebrile for 24 hours):

Complications: Yes No Unknown Yes No Unknown
ARDS O O O Multisystem (i.e. > 2) organ failure [ [l [l
Amputation/limb ischemia O O O Renal failure (Cr >2.0 mg/dl) O O O
Bleeding/DIC O O O Secondary pneumonia | O O
Cardiac arrest O O O Shock (SBP <90 mmHg) O O O
Other(s):

Initial diagnosis given:
Number of days from initial diagnosis until tularemia diagnosis given:
Classification of clinical syndrome: (please check here if unknown [])

Pneumonic Ulceroglandular Glandular Oculoglandular Oropharyngeal Intestinal Typhoidal

Primary (select one) O | O O O O O
Secondary (select all that apply) O O O O O O O
Outcome: I Recovered, no complications

CJRecovered, complications (please specify):
[ Recovered, unknown complications

[ Died (please specify cause and date of death):
O unknown

Epidemiologic and Environmental Investigation

Possible exposure source and location: (please check all that apply)
Yes (specify location below)

Unknown

Contact with sick or dead animals

Hunting, including contact with wild animals
Lawnmowing or landscaping

Tick, deerfly, or other biting fly bite

Laboratory worker

Contact or ingestion of uncooked meat
Contact or ingestion of soil or untreated water
Other (specify):

O00000ooO
OO00ooooog
OOoOooooon

Pets:  Are there pets inthe home? [ONo [Dog(s) [Cat(s) CIPocket pet(s) (e.g. hamster) [Other (specify below)
If have pets, are any ill or have any died? [ONo [Yes [JUnknown
If have pets, have they brought home dead animals? [INo Ovyes Ounknown

Is this patient’s illness associated with any other human tularemia cases? [INo [JYes (specify below) [JUnknown

Comments regarding the environmental and epidemiologic investigation (including exposures during 10 days
preceeding illness onset; any travel within or outside of the United States; and/or explanations from above):

CDC 56.50 (E), CDC Adobe Acrobat 9.4, S508 Electronic Version, February 2011
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Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

KAWASAKI SYNDROME
Last revised May 20, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An acute febrile syndrome of early childhood, presumably of
infectious or toxin origin, clinically characterized by a high spiking fever unresponsive to
antibiotics with pronounced irritability and mood change.

B. REPORTING CRITERIA: Clinical diagnosis.
C. LABORATORY CRITERIA FOR DIAGNOSIS: None

D. WISCONSIN CASE DEFINITION: A febrile illness of 5 days duration with at least four of
the five following physical problems and no other more reasonable explanation for the
observed clinical findings.

e Bilateral conjunctival injection
Oral changes (erythema of lips, oropharynx, strawberry tongue or fissuring of the lips)
Peripheral extremity change (edema, erythema, generalized or periungual desquamation)
Rash
Cervical lymphadenopathy (at least one lymph node 1.5 cm in diameter)

NOTE: If fever disappears after intravenous gamma globulin is started, fever may be of <5
days duration, and the clinical case definition may still be met.

1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY IlI:

B. Report to the Local Health Department electronically, through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable
Disease Case Report (F44151), or by other means within 72 hours upon recognition of a
case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS
Or
Paper Copy- Acute and Communicable Diseases Case Report (F44151), and
CDC Kawasaki Syndrome Case Report Form (CDC 55.54)

I111. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

IV. RELATED REFERENCES
e Heymann DL, ed. Anthrax. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:331-334



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm�

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm�

http://hanplus.wisc.edu/epinet/reports/CDC5554_kawasaki.pdf�

http://www.dhs.wisconsin.gov/localhealth/index.htm�



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

e Pickering LK, ed. Anthrax. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. ElIk Grove Village, IL: American Academy of Pediatrics, 2009: 413-418






Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

LEGIONELLOSIS
(Legionnaires’ disease, Pontiac fever)
Last revised May, 2011
I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness with acute onset that can take two distinct forms:
e Legionnaire disease, which is characterized by fever, cough, myalgia, and clinical or
radiographic pneumonia.
e Pontiac fever, a similar but milder illness without pneumonia.

B. REPORTING CRITERIA: Clinical diagnosis and positive laboratory test for legioennosis.

C. LABORATORY CRITERIA:

Confirmed:

e By culture: isolation of any Legionella organism from respiratory secretions, lung tissue,
pleural fluid, or other normally sterile fluid.

« By detection of Legionella pneumophila serogroup 1 antigen in urine using validated
reagents.

o By seroconversion: fourfold or greater rise in specific serum antibody titer to Legionella
pneumophila serogroup 1 using validated reagents.

Suspect:

o By seroconversion: fourfold or greater rise in antibody titer to specific species or
serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L.
pneumophila serogroup 6).

e By seroconversion: fourfold or greater rise in antibody titer to multiple species of
Legionella using pooled antigen and validated reagents.

o By the detection of specific Legionella antigen or staining of the organism in respiratory
secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA) staining,
Immunohistochemistry (IHC), or other similar method, using validated reagents.

« By detection of Legionella species by a validated nucleic acid assay (RT-PCR).

D. WISCONSIN CASE DEFINITION: A clinically compatible case that has laboratory test
results that identify confirmed or suspect cases.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the Local Health
Department electronically, through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report
(F44151) or by other means within 72 hours upon recognition of a case

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS, along with appropriate disease specific tabs
OR
Paper Copy -Acute and Communicable Diseases Case Report (F44151) along with
Legionellosis Case Report (DPH 9069).



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm�

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm�
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C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow
the methods of control recommended in the current edition of Control of Communicable Diseases
Manual, edited by David L. Heymann, published by the American Public Health Association.

e Attempts to culture the organism from clinical specimens prior to the initiation of antibiotic
therapy are strongly encouraged.

e Source investigation by LHD. The completion of the Legionellosis Case Report Form
(DPH 9069) usually fulfills this requirement for sporadic cases.

e Outbreaks require a search for potential exposures common to multiple case-patients.
Contact the BCDER as soon as possible.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / Bacteriology: (608) 263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Anthrax. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 337-340

e Pickering LK, ed. Anthrax. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 419-420

e Wisconsin Legionella Manual (link).



http://www.dhs.wisconsin.gov/localhealth/index.htm�
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Leprosy
(Hansen’s disease)
Last revised December 21, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: A chronic bacterial infection caused by Mycobacterium leprae. Major
forms of the disease are:

e Indeterminate: Early lesions, usually hypopigmented macules, without developed tuberculoid or
lepromatous features.

e Tuberculoid: One or a few well-demarcated, hypopigmented, and anesthetic skin lesions, frequently
with active, spreading edges and a clearing center; peripheral nerve swelling or thickening may also
occur. Cell-mediated immune responses are intact.

e Borderline (Dimorphous): Skin lesions characteristic of both tuberculoid and lepromatous forms.

e Lepromatous: A number of erythematous papules and nodules or an infiltration of the face, hands and
feet with lesions in bilateral and symmetric distribution that progresses to thickening of the skin. Cell-
mediated immunity is greatly diminished.

B. REPORTING CRITERIA: upon laboratory confirmation
C. LABORATORY CRITERIA FOR CONFIRMATION:

Histopathologic examination of skin biopsy by an experienced pathologist is the best method of
establishing the diagnosis and is the basis for classification of leprosy.

Demonstration of acid-fast bacilli in skin or dermal nerve, obtained from the full thickness skin biopsy
of a lepromatous lesion. Acid-fast bacilli are rarely found in patients with the tuberculoid and
indeterminate forms of disease. Culture is usually not successful.

A PCR test is available on a limited basis after consultation with the National Hansen’s Disease
(Leprosy) Program at 1-800-642-2477, weekdays 9 am to 5:30 pm ET.

D. WISCONSIN CASE DEFINITION: A case that is laboratory-confirmed.

I[l. ACTIONS REQUIRED / PREVENTION MEASURES
A. Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS;
https://wedss.wisconsin.gov/webvcemr/pages/login/login.aspx ), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS
OR

e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)
AND

e Hansen’s Disease (Leprosy) Surveillance Form





C.
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PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow
the methods of control recommended in the current edition of Control of Communicable Diseases
Manual (see reference at end of this document).

Clinicians and patients should be aware of the resources available to them. Consultation is available
through the National Hansen’s Disease Program at http://www.hrsa.gov/hansensdisease/index.html
or 1-800-642-2477, weekdays 9 am to 5:30 pm ET. Free medication and care at regional clinics is
available for patients; residential care is also available through the national program.

Although the disease can be spread from person to person, transmission is rare and quarantine or
isolation are not recommended. It is estimated that infectiousness ends after as little as one day of
appropriate antibiotic treatment, so early diagnosis and treatment are the keys to disease control.
Hansen’s disease is not spread through sexual contact, nor is it transmitted vertically from mother to
fetus.

Household contacts of persons with Hansen’s disease should receive an annual, thorough physical
exam each year for five years after exposure. Any skin rash should be biopsied and examined for
Hansen’s disease.

[1l. CONTACTS FOR CONSULTATION

A.

C.

D.

Phone 1-800-642-2477, weekdays 9 am to 5:30 pm ET for consultation and referral to one of 900
private physicians nationwide who have expertise in treating Hansen's disease (leprosy) (Hawaii: 1-
808-733-9831). http://www.hrsa.gov/hansensdisease/index.html

LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER/COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: 608-267-9003

WISCONSIN STATE LABORATORY OF HYGIENE/BACTERIOLOGY: 608-263-3421.

IV. RELATED REFERENCES

Heymann DL, ed. Leprosy In: Control of Communicable Diseases Manual. 19th ed. Washington,
DC: American Public Health Association, 2008: 347 — 351.

Pickering LK, ed. Leprosy. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 423-426.
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LEPTOSPIROSIS
Last revised August 8, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:
An illness characterized by fever, headache, chills, myalgia, conjunctival suffusion, and less
frequently by meningitis, rash, jaundice, or renal insufficiency. Symptoms may be biphasic.

B. REPORTING CRITERIA: Clinical diagnosis with supportive laboratory findings.

C. LABORATORY CRITERIA

Confirmatory:

e [solation of Leptospira from a clinical specimen, or

e Fourfold or greater increase in Leptospira agglutination titer between acute- and
convalescent-phase serum specimens obtained greater than or equal to 2 weeks apart and
studied at the same laboratory, or

e Demonstration of Leptospira in a clinical specimen by immunofluorescence

Supportive:

e A Leptospira agglutination titer of greater than or equal to 200 in one or more serum
specimens of Leptospira from a clinical specimen

D. WISCONSIN CASE DEFINITION:
e Confirmed Case: A clinically compatible case that is laboratory confirmed

e Probable Case: A clinically compatible case with supportive laboratory findings

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs with
laboratory results attached.
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) containing the
laboratory results.

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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Briefly, public health investigation should focus on risk factors encountered during the 30 days
prior to onset. These include exposure to contaminated water sources, sewage, rodents,
swimming in surface water, participation in “extreme” sports events like adventure trekking,
and animal contact.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-3421

I1l. RELATED REFERENCES

e Heymann DL, ed. Leptospirosis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:351-357

e Pickering LK, ed. Leptospirosis. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. ElIk Grove Village, IL: American Academy of Pediatrics, 2009:427-428



http://www.dhs.wisconsin.gov/localhealth/index.htm
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LYME DISEASE
Last revised May 22, 2012

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: A multi-systemic disease caused by a spirochete Borrelia
burgdorferi that is transmitted through the bite of infected deer ticks (Ixodes scapularis)
in Wisconsin. Within 3-30 days of the bite, 70-80% of those infected exhibit a distinctive
rash called erythema migrans (EM) that expands in size over a period of days or weeks
(see description in Definitions and Clarifications below). However, about 25% of the
patients do not have the EM rash or the lesions are unnoticed by the patients. The
expansion of the EM rash helps to differentiate from an allergic reaction at the site of the
bite; unlike the EM rash, the allergic reaction does not expand and disappears within a
few days. EM is often accompanied by malaise, fatigue, headache, fever, chills, and
swollen lymph nodes. After several weeks to months, untreated patients may develop
facial palsy, severe headaches, neck stiffness, migratory pain in joints, tendons, muscles
or bones, neurologic abnormalities, or cardiac disturbances. After several months to
years, approximately 60% of untreated patients may develop intermittent bouts of
arthritis including pain and swelling in large joints, about 15% may develop neurological
symptoms, and 5% may have cardiac manifestations (see Late Manifestations below).

B. WISCONSIN REPORTING CRITERIA:

Required reporting:

Laboratories must continue to report all Lyme disease positive test results.

Providers (physicians, nurse practitioners, infection preventionists, and medical

professionals, etc.)

e Patient’s demographics including address, birth date, gender, race, and ethnicity.

e Clinical signs of erythema migrans (EM) rash in a Wisconsin resident that has
been diagnosed by a physician or a medical professional and date of onset of
illness. For the purpose of surveillance, EM rash is defined as a red macule or
papule s that expands during a period of days to weeks to a diameter that is
greater than or equal to 5cm. The skin lesion often has partial central clearing and
may appear as a bull’s-eye rash.

Local health departments (LHDSs)

e Review reports with clinical signs of erythema migrans (EM) rash in a Wisconsin
resident that has been diagnosed by a physician or a medical professional and
onset date relating to the current illness.

Optional reporting:
Providers-
e Unless requested by the LHDs, reports of cases with confirmatory and non-
confirmatory clinical signs and symptoms without EM rash are optional. See
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below for definition and clarification of confirmatory and non-confirmatory
clinical signs and symptoms.

e Unless requested by the LHDs, reporting of signs and symptoms other than EM
rash, exposure, and treatment information is now optional.

Local health departments (LHDs)

e LHDs will not be expected to review incoming laboratory reports or call providers
for clinical signs and symptoms when a positive laboratory report is received.
Lyme laboratory results that are received electronically at the LHDs or at the state
will be auto-imported into WEDSS as a “Lyme laboratory report”. Paper copy of
the laboratory reports received at the LHDs can be entered at the LHDs or
forwarded to the state for entry. All laboratory results that have been entered into
WEDSS will be accessible to LHDs.

C. LABORATORY SURVEILLANCE CRITERIA : For the purpose of surveillance, the
definition of a qualified laboratory assay is:
e apositive culture for B. burgdorferi, OR
e two-tier testing®* with IgM immunoblot seropositive result for specimens collected
within 30 days of onset date, OR
e positive IgG immunoblot interpreted using established criteria, OR additional assays,
including PCR, will be considered on a case-by-case basis.

D. WISCONSIN SURVEILLANCE CASE DEFINITION: Adapted from the revised 2007
Council of State and Territorial Epidemiologists (CSTE) Lyme disease national
surveillance case definition and was effective on January 1, 2008. This surveillance case
definition was developed for national reporting of confirmed and probable Lyme disease
cases and is not to be used in clinical diagnosis. Complete case classification requires
laboratory results and clinical signs and symptoms. As of June 1, 2012, the Wisconsin
Lyme disease surveillance program required reporting of only confirmed cases with EM
rash.

Confirmed case:

e Erythema migrans (EM) in a Wisconsin resident that has been diagnosed by a
physician or a medical professional and is greater than or equal to 5cm in size. (Note
that although the national case definition requires a known “exposure” as defined
below, DPH considers the entire state of Wisconsin to be endemic. Thus, any
Wisconsin resident is considered “exposed”.)

Case classifications for optional reporting

Confirmed case:
e At least one confirmatory late manifestation (described below) and laboratory
evidence of infection that meets criteria listed in section “C” above.

Probable case:
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e Any other physician-diagnosed Lyme disease with laboratory evidence of infection
that meets criteria listed in section “C” above, with only non-confirmatory signs and
symptoms (see description below).

Suspect case:

e Any positive laboratory test with no clinical information available (e.g. a laboratory
report without a case report form).

Note: please document in the notes section of WEDSS if unable to obtain clinical

information after contacting the patient provider.

Not a Case:
e Any case report that does not meet the confirmed, probable, or suspect category.

Definitions and Clarifications:

Erythema migrans (EM)

For the purposes of surveillance, EM is defined as a skin lesion that typically begins as a
red macule or papule and expands over a period of days to weeks to form a large round
lesion, often with partial central clearing creating a “bull’s-eye” appearance. To meet the
case definition a single primary lesion must reach greater than or equal to 5 cm in size
across its largest diameter. Secondary lesions may also occur. A hallmark of EM is its
gradual expansion over several days. Annular erythematous lesions occurring within
several hours of a tick bite represent hypersensitivity reactions and do not qualify as EM.
For most patients, the expanding EM lesion is accompanied by other acute symptoms,
particularly fatigue, fever, headache, mildly stiff neck, arthralgia, or myalgia. These
symptoms are typically intermittent. The diagnosis of EM must be made by a physician.

Confirmatory late manifestations

Confirmatory signs and symptoms include any of the following when an alternate

explanation is not found:

1. Musculoskeletal system. Recurrent, intermittent attacks (weeks or months) of
objective joint swelling in one or a few joints, sometimes followed by chronic
arthritis in one or a few joints. Manifestations not considered as criteria for diagnosis
include chronic progressive arthritis not preceded by brief attacks and chronic
symmetrical polyarthritis. Additionally, arthralgia, myalgia, or fibromyalgia
syndromes alone are not criteria for musculoskeletal involvement.

2. Nervous system. Any of the following, alone or in combination: lymphocytic
meningitis; cranial neuritis, particularly facial palsy (may be bilateral);
radiculoneuropathy; or, rarely, encephalomyelitis. Encephalomyelitis must be
confirmed by demonstration of antibody production against B. burgdorferi in the
CSF, evidenced by a higher titer of antibody in CSF than in serum. Headache, fatigue,
paresthesia or mildly stiff neck alone is not criteria for neurologic involvement.

3. Cardiovascular system. Acute onset of high-grade (2nd-degree or 3rd-degree)
atrioventricular conduction defects that resolve in days to weeks and are sometimes
associated with myocarditis. Palpitations, bradycardia, bundle branch block, or
myocarditis alone are not criteria for cardiovascular involvement.
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Non-confirmatory

Non-confirmatory signs and symptoms include

fever, sweats, chills, fatigue, neck pain, arthalgias, myalgias, fibromyalgia syndromes,
cognitive impairment, headache, paresthesias, visual/auditory impairment, peripheral
neuropathy, encephalopathy, palpitations, bradycardia, bundle branch block, myocarditis,
or other rash.

Exposure

Exposure is defined as having been (less than or equal to 30 days before onset of EM) in
wooded, brushy, or grassy areas (i.e., potential tick habitats) in a county in which Lyme
disease is endemic. A history of tick bite is not required. For the purpose of surveillance,
DPH considers all Wisconsin residents to be exposed.

Endemic County

A county in which at least two confirmed cases have been acquired or in which
established populations of a known tick vector are infected with B. burgdorferi. For the
purpose of surveillance, DPH considers all Wisconsin counties to be endemic.

II. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
(preferred method)
OR
e Paper Copy — Wisconsin Lyme Disease Case Report Form CDES #107 Rev 05/11

Required information includes:
e Patient name, address, gender, race, ethnicity, date of birth, EM rash observation
by health professional that are greater than or equal to 5¢cm in diameter and the
date of clinical onset.

C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health

should follow the methods of control recommended in the current edition of Control of

Communicable Diseases Manual, edited by David L. Heymann, published by the

American Public Health Association.

e LHDs should train their local providers to report all cases of EM rash meeting
surveillance criteria and encourage their local providers to report via WEDSS instead
of submitting cases by paper copy.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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D. PREVENTION MEASURES: (if applicable)
e Patient education as needed to minimize future tick exposure.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: Vectorborne
Epidemiologist at 608-267-0249.

C. WISCONSIN STATE LABORATORY OF HYGIENE / SEROLOGY: (608) 262-0248
performs Western Immunoblot (IgM and IgG) testing on serum specimens. Other tests
not available at the WSLH may be forwarded to CDC as appropriate.

D. TICK IDENTIFICATION: The public can send in ticks or pictures electronically for
identification at no charge through the University of Wisconsin, Department of
Entomology. Please contact DPH for further information.

IV. RELATED REFERENCES
e Heymann DL, ed. Lyme Disease In: Control of Communicable Diseases Manual. 19th
ed. Washington, DC: American Public Health Association, 2008: 364-3609.

e Pickering LK, ed. Lyme Disease. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009: 430-435.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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MALARIA
Last revised July 29, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: A parasitic infection caused by Plasmodium vivax, P. ovale, P.
malariae, or P. falciparum. The disease is characterized by fever, chills, sweats, headaches,
muscle pains, nauseas and vomiting. Depending upon the species, acute illness may develop
into a variety of syndromes with severe complications including confusion, coma, neurologic
focal signs, severe anemia, respiratory difficulties, and death. The infection is transmitted by a
bite of an infected Anapheles mosquito and symptoms may appear 7 to 30 days after the
infective bite. Malaria may also be transmitted through transplacental, blood transfusion, organ
transplant, or use of shared needles and syringes contaminated with blood. Relapses may occur
even after the patient has fully recovered after months or years without symptoms because
certain species have dormant liver stage that may reactivate. Malaria can be treated with anti-
malaria drugs.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Microscopy detection of malaria parasites in thick or thin peripheral blood films by
microscopy, OR
e Detection of species specific DNA in samples of peripheral blood by PCR, OR
e Detection of circulating malaria-specific antigens using rapid diagnostic test (RDT)

D. WISCONSIN CASE DEFINITION:
Confirmed: Any person (symptomatic or asymptomatic) who is laboratory confirmed by
microscopy detection of malaria parasites on blood films (i.e. positive malaria smear) or by
PCR and diagnosed in the United States, regardless of whether the person has experienced
previous episodes of malaria while outside the country.

Suspected: Any symptomatic or asymptomatic person who is tested for malaria parasites by
RDT test only and diagnosed in the US, regardless of whether the person has experienced
previous episodes of malaria while outside the country.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY Il:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a confirmed case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Malaria Case Report Form

C. PUBLIC HEALTH INTERVENTIONS:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Blood donors should be questioned about history of malaria or malaria exposure. In
general, most travelers to an area with malaria are deferred from donating blood for 1 year
after their return. People who have lived in malaria risk-areas will be deferred for 3 years.

e People diagnosed with malaria cannot donate blood for 3 years after successful treatment
and should remain free of symptoms during that time.

PREVENTION MEASURES: The parasite is transmitted by the bite of an infected female
Anopheles mosquito. Non-immune travelers who will be exposed to mosquitoes in malaria risk-
areas should regularly use malaria suppressive drugs. Insect repellents regularly applied to the
skin, as well as night spraying and bed nets are recommended. It is very important to continue
taking all prescribed anti-malarial medication, even after returning to the U.S.

I11. CONTACTS FOR CONSULTATION

A

C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: Diep (Zip) Hoang
Johnson, Vectorborne Epidemiologist, at 608-267-0249

WISCONSIN STATE LABORATORY OF HYGIENE / PARASITOLOGY:: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Malaria. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 373-393

Pickering LK, ed. Malaria. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 438-444

Centers for Disease Control and Prevention. Nationally notifiable infectious conditions, United
States 2010. http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm

Centers for Disease Control and Prevention. Malaria surveillance-United States, 2009. MMWR
2010; 60:1-15



http://www.dhs.wisconsin.gov/localhealth/index.htm
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MEASLES

(RUBEOLA)
Last revised July 29, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness characterized by all of the following: a generalized
rash lasting > three days, temperature > 38.3°C (101°F), cough or coryza or conjunctivitis.

B. REPORTING CRITERIA: Clinical diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Positive serologic test for measles IgM antibody, OR
¢ Significant (generally a fourfold) rise in measles antibody level (IgG) using any standard
serologic assay, OR
e |[solation of measles virus from a clinical specimen

D. WISCONSIN CASE DEFINITION:

e Confirmed: An illness that is laboratory confirmed OR meets the clinical description and is
epidemiologically linked to a confirmed case. A laboratory confirmed case does not need to
meet the clinical description.

e Probable: An illness that meets the clinical description, has non-contributory or no
serologic or virologic testing, and is not epidemiologically linked to a confirmed case.

e Suspected: Febrile illness accompanied by generalized maculopapular rash.

NOTE: An imported case has its source outside the country or state. Rash onset occurs within
21 days of entering the jurisdiction and illness cannot be linked to local transmission. Imported
cases are to be classified as international or out-of-state.

An indigenous case is defined as a case of measles that is not imported. Cases that are linked to
imported cases should be classified as indigenous if the exposure to the imported case occurred
in the reporting state. Any case that cannot be proved to be imported should be classified as
indigenous.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy — Acute and Communicable Diseases Case Report (F-44151).



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1
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C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should also be consulted regarding state-specific guidelines.

e |solate individuals with confirmed or suspected measles, excluding them from school, child
care and the workplace for four days after onset of rash (counting the day of rash onset as
day zero).

e ldentify and vaccinate susceptible contacts who have no contraindications. In a school
setting, persons receiving their first dose of measles-containing vaccine within 72 hours of
exposure may be readmitted immediately to the school or child care facility. Students with
just one dose of measles-containing vaccine are recommended to receive a second dose, but
there is no exclusion.

e Exclude susceptible contacts, including those with a contraindication to vaccination and
those who refuse vaccination, from school, childcare and the workplace from day 7 through
day 21 following their earliest exposure.

e Exclude healthcare workers without adequate proof of immunity, including those
vaccinated post-exposure, from work from day 7 through day 21 following their earliest
exposure.

e Conduct surveillance for 2 incubation periods (total 42 days) after the onset of the last case.

D. PREVENTION MEASURES:

Vaccination with MMR (Measles, Mumps, Rubella) vaccine

e Children should routinely receive two doses of MMR vaccine. The first dose should be
administered at 12 - 15 months of age and the second dose should be administered at 4 - 6
years of age (at the time of school entry).

e Adults should receive at least one dose of MMR vaccine unless they have acceptable
evidence of immunity. For the general public, birth before 1957, documentation of
previous dose(s) of live measles-containing vaccine, or a positive serologic test for measles
antibodies are considered acceptable evidence of immunity.

e Two doses are recommended for college students and international travelers due to
increased risk of exposure.

e Health care workers
0 Persons born during or after 1957 should receive two doses of live measles-containing

vaccine (e.g. MMR)
o0 Persons born before 1957 who have not received 2 doses of MMR vaccine and do not
have serologic proof of immunity should strongly consider receiving 2 doses of MMR.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm
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B. REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

C. BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959.

D. WISCONSIN STATE LABORATORY OF HYGIENE

Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

Heymann DL, ed. Measles. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:402-408

Pickering LK, ed. Measles. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 27th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:444-455

Measles, Mumps and Rubella — VVaccine Use and Strategies for Elimination of Measles,
Rubella and Congenital Rubella Syndrome and Control of Mumps — Recommendations of the
Advisory Committee on Immunization Practices (ACIP), MMWR, 1998; 47 (RR-8):1-57
http://www.cdc.gov/mmwr/PDF/rr/rr4708.pdf

ACIP Provisional Recommendations for MMR “Evidence of Immunity’ Requirements for
Healthcare Personnel. August 28, 2009
http://www.cdc.gov/vaccines/recs/provisional/downloads/mmr-evidence-immunity-Aug2009-

508.pdf

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable
diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008. Available at:
http://www.cdc.gov/vaccines/pubs/surv-manual/
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MENINGOCOCCAL DISEASE
(Neisseria meningitidis)
Last revised May 11, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: A very serious, acute disease caused by infection with the
bacterium Neisseria meningitidis. This bacterium is often associated with meningitis
and/or sepsis. Signs and symptoms include: sudden onset of fever, intense headache, stiff
or rigid neck, photophobia, petechial or purpuric rash, nausea and vomiting.

B. REPORTING CRITERIA: Clinical diagnosis or laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:

At least one of the following:

e Isolation of Neisseria meningitidis from a normally sterile site (e.g., cerebrospinal
fluid [CSF], blood, joint, pleural, pericardial fluid, or another normally sterile site).
Isolation from urine, sputum, abscesses or pharyngeal swabs does not meet the case
definition.

e Visualization of Gram-negative diplococci on Gram stain of CSF or blood.

e Molecular detection of N. meningitidis by polymerase chain reaction (PCR) test,
performed on CSF only.

e Positive antigen test for N. meningitidis performed on CSF only.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY

BY TELEPHONE to the patient's local health department upon identification of a
confirmed or suspected case. The local health department shall then notify the state
epidemiologist immediately of any confirmed or suspected cases. Within 24 hours,
submit a case report electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case
Report (F-44151), or by other means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
e Vaccine History and Serogroup Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.
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Protocol for Disease Management and Investigation of Contacts
For further details regarding control measures, refer to the Invasive
Meningococcal Disease Management Protocol.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Meningococcal infection. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008:415-421.

e Pickering LK, ed. Meningococcal infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy

of Pediatrics, 2009:455-463.

e Centers for Disease Control and Prevention. Meningococcal disease. In: Atkinson W,
Wolfe S, Hamborsky J, Mclintyre L, eds. Epidemiology and Prevention of Vaccine-
Preventable Diseases. 11th ed. Washington, DC: Public Health Foundation, 2009:177-

187.
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MUMPS
Last revised July 29, 2011

I. IDENTIFICATION

A

CLINICAL DESCRIPTION: An illness with acute onset of unilateral or bilateral tender, self-
limited swelling of the parotid or other salivary gland(s), lasting at least 2 days, and without
other apparent cause (as reported by a health professional)..

REPORTING CRITERIA: Clinical diagnosis.

LABORATORY CRITERIA FOR CONFIRMATION:

e Detection of mumps nucleic acid (standard PCR) from buccal swab (preferred test for
mumps) OR

e Isolation of mumps virus from clinical specimen, OR

e Positive serologic test for mumps IgM antibody. (Note: mumps IgM response in persons
previously vaccinated with a mumps containing vaccine may be absent or short lived, and
false-positive and false-negative results are possible), OR

e Demonstration of specific mumps antibody response in the absence of recent vaccination--
either a fourfold increase in mumps IgG antibody as measured by a quantitative assay, or a
seroconversion from negative to positive using a standard serologic assay of paired acute
and convalescent serum specimens.

WISCONSIN CASE DEFINITION:

e Confirmed: An illness that is laboratory confirmed or that meets the clinical description
and is epidemiologically linked to a confirmed or probable case.

e Probable: An illness that meets the clinical description without laboratory confirmation and
is epidemiologically linked to a clinically compatible case.

e Suspected: An illness that is clinically compatible or meets the clinical case description
without laboratory testing, or an individual with laboratory test results suggestive of mumps
without clinical information.

1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY lIlI:

Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Mumps surveillance worksheet (http://www.dhs.wisconsin.gov/immunization/mumps.htm)

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
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Association. For further detailed information regarding control measures, please see the

additional references cited at the end of this document. The Wisconsin Division of Public

Health, Immunization Program should also be consulted regarding state-specific guidelines.

e Isolate individuals with confirmed or suspected mumps, excluding them from school,
childcare, or the workplace until five days after onset of parotitis (counting onset of
parotitis as day zero). Inpatients should be in respiratory isolation and a private room for
five days from onset of parotitis.

e ldentify and vaccinate susceptible contacts who do not have contraindications to mumps
vaccine. Although this may not prevent disease after exposure to natural mumps, those who
did not develop disease would be protected against infection from subsequent exposures.
IG is not effective and not recommended.

e Conduct surveillance for 2 incubation periods (50 days) after onset of the last case.

D. PREVENTION MEASURES:

Vaccination with MMR (Measles, Mumps, Rubella) vaccine

e Children should routinely receive two doses of MMR vaccine. The first dose should be
administered at 12 - 15 months of age and the second dose should be administered at 4 - 6
years of age (at the time of school entry).

e Adults should receive at least one dose of MMR vaccine unless they have acceptable
evidence of immunity. For the general public, birth before 1957, documentation of
previous dose(s) of mumps-containing vaccine, or a positive serologic test for mumps
antibodies are considered acceptable evidence of immunity.

e Two doses are recommended for college students and international travelers because of
increased risk of exposure.

o Healthcare workers

o Persons born during or after 1957 should receive two doses of live mumps-
containing vaccine (e.g. MMR)

o Persons born before 1957 who have not received 2 doses of MMR vaccine and do
not have serologic proof of immunity should strongly consider receiving 2 doses of
MMR.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

C. BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

D. WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES
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Heymann DL, ed. Mumps. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 431-434

Pickering LK, ed. Mumps. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 468-472

Measles, Mumps and Rubella — VVaccine Use and Strategies for Elimination of Measles,
Rubella and Congenital Rubella Syndrome and Control of Mumps — Recommendations of the
Advisory Committee on Immunization Practices (ACIP), MMWR, 1998; 47 (RR-8):1-57

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable
diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008. Available at:
http://www.cdc.gov/vaccines/pubs/surv-manual

Notice to Readers: Updated Recommendations of the Advisory Committee on Immunization
Practices (ACIP) for the Control and Elimination of Mumps, MMWR, 2005; 55(22); 629-630

Updated Recommendations for Isolation of Persons with Mumps, MMWR, 2008; 57(40); 1103-
1105
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PELVIC INFLAMMATORY DISEASE (PID

SEXUALLY TRANSMITTED
Last revised July 28, 2011

I. IDENTIFICATION

A

CLINICAL DESCRIPTION: A spectrum of inflammatory disorders of the female upper genital
tract. Sexually transmitted organisms, especially N. gonorrhoeae and C. trachomatis, are
implicated in most cases, however, other endogenous organisms such as anaerobes, gram
negative rods, streptococci and mycoplasmas may also be the etiologic agents of disease.

B. REPORTING CRITERIA: Laboratory confirmed by isolation of organisms listed above or by

clinical diagnosis.

C. WISCONSIN CASE DEFINITION: Laboratory confirmed infection or by laparoscopic

findings consistent with PID.

I1. ACTIONS REQUIRED

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:

B.

C.

Report to the patient's local health officer on a Sexually Transmitted Diseases Morbidity and
Epidemiologic Case Report (DPH F-44243) or other means within 24 hours of the
identification of a case or suspected case.

EPIDEMIOLOGY REPORTS REQUESTED:
Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (DPH F-44243).
WEDSS (Wisconsin Electronic Disease Surveillance System).

PUBLIC HEALTH INTERVENTION:

LHD investigation and sex partner referral only for PID cases where N. gonorrhoeae and/or C.
trachomatis have been identified. LHD staff should refer to those sections of this manual for
further information.

LHD staff should assure that appropriate treatment was administered and documented on
report form.

LHD staff should also assure clinical follow-up has taken place within 72 hours of starting
appropriate antibiotic treatment.

Patients treated for PID should be counseled regarding their risk for other sexually transmitted
diseases including HIV.

Treatment: Successful treatment cures infection, resolves clinical symptoms and prevents
transmission to others. In extensive cases, scarring may result despite successful therapy.
Patient can be referred to an infertility specialist. One episode may pre-dispose women to
subsequent PID episodes.

CONTACTS FOR CONSULTATION
A. BCDP / COMMUNICABLE DISEASES STD SECTION: (608) 266-7945

B.
C.

REGIONAL AND LOCAL HEALTH DEPT. STAFF

WSLH / BACTERIOLOGY: (608) 262-1616



http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline
D. MILWAUKEE BUREAU OF LABORATORIES: (414) 286-3526

IV. RELATED REFERENCES
e CDC Sexually Transmitted Diseases Treatment Guidelines 2010
e Wisconsin Administrative Code, Chapter DHS 145.14 — DHS 145.22
e Wisconsin State Statute 252.11

V. DISEASE TRENDS

Because of a low rate of reported PID disease there are no current trends for PID. Any further
information can be found at: Wisconsin STD Control Section Surveillance and Statistics




http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/communicable/STD/Statistics.htm
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PLAGUE
Last revised August 16, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: A febrile illness caused by the bacterium Yersinia pestis,
transmitted to humans by fleas or by direct exposure to infected tissues or respiratory droplets.
Yersinia pestis is a potential bioterrorism agent.
The disease is characterized by fever, chills, headache, malaise, prostration, and leukocytosis
that manifests in one or more of the following principal clinical forms:

e Regional lymphadenitis (bubonic plague)

e Septicemia without an evident bubo (septicemic plague)

e Plague pneumonia, resulting from hematogenous spread in bubonic or septicemic cases
(secondary pneumonic plague) or inhalation of infectious droplets (primary pneumonic
plague)

e Pharyngitis and cervical lymphadenitis resulting from exposure to larger infectious droplets
or ingestion of infected tissues (pharyngeal plague)

B. REPORTING CRITERIA: Clinical diagnosis initially; laboratory confirmation required to
meet case definition.

C. LABORATORY CRITERIA FOR CONFIRMATION:

1. Confirmatory
a) Isolation of Y. pestis from a clinical specimen or
b) Fourfold or greater change in serum antibody titer to Y. pestis fraction 1 (F1) antigen

2. Supportive
a) Elevated serum antibody titer(s) to Y. pestis F1 antigen (without documented fourfold
or greater change) in a patient with no history of plague vaccination or
b) Detection of F1 antigen in a clinical specimen by fluorescent assay

D. WISCONSIN CASE DEFINITION:
Confirmed: a clinically compatible case with confirmatory laboratory results
Probable: a clinically compatible case with supportive laboratory results only

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
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e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with all
pertinent laboratory data

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should

follow the methods of control recommended in the current edition of Control of Communicable

Diseases Manual, edited by David L. Heymann, published by the American Public Health

Association. Briefly:

e Ensure that appropriate isolation precautions are being taken at the facility in which the
patient is hospitalized.

e Assess need for chemoprophylaxis and surveillance for persons exposed to case-patient.

e Source investigation (performed in cooperation with the BPH) should be conducted. Search
for history of travel to plague-endemic areas, or contact with persons or animals from
plague-endemic areas during the 14 days prior to illness onset.

e Consider the possibility of an intentional release.

BIOTERRORISM MEASURES: Yersinia pestis is considered to be a potential
biowarfare/bioterrorist agent, particularly if used as an aerosol threat. Cases acquired by
inhalation would present as primary pneumonia. Such cases require prompt identification and
specific treatment to prevent fatal outcome. All diagnosed cases of pneumonia due to Y. pestis,
especially any cluster of cases, should be reported immediately to the local and state health
departments for appropriate investigations.

I11. CONTACTS FOR CONSULTATION

A

B.
C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Plague. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:463-471

Pickering LK, ed. Plague. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:522-524
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POLIOVIRUS INFECTION, NONPARALYTIC
Last revised July, 2011
I. IDENTIFICATION
A. CLINICAL DESCRIPTION: Most poliovirus infections are asymptomatic or cause mild febrile
disease. Poliovirus infections occasionally cause aseptic meningitis and one out of 200
poliovirus type 1 infection results in paralytic poliomyelitis, characterized by acute onset of
flaccid paralysis that is typically asymmetric and associated with a prodromal fever.
e Poliovirus is spread through fecal material, oral secretions, some aerosols and fomites.

*Note that this case definition applies only to poliovirus infections occurring in asymptomatic
persons or those with mild, nonparalytic disease (e.g., those with a nonspecific febrile illness,
diarrhea, or aseptic meningitis). Isolation of polioviruses from persons with acute paralytic
poliomyelitis should continue to be reported as “paralytic poliomyelitis”.

B. REPORTING CRITERIA: Isolation of poliovirus from a person who is asymptomatic or has
mild, nonparalytic disease.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Poliovirus isolate identification in an appropriate clinical specimen (e.qg., stool,
cerebrospinal fluid, oropharyngeal secretions), with confirmatory typing and sequencing
conducted at the CDC Poliovirus Laboratory, as needed.

D. WISCONSIN CASE DEFINITION:

e Confirmed: Poliovirus isolate identified in an appropriate clinical specimen (e.g., stool,
cerebrospinal fluid, oropharyngeal secretions), with confirmatory typing and sequencing
conducted at the CDC Poliovirus Laboratory, as needed.

e Probable: none

e Suspected: none

I1. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient’s local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24 hours, submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically—Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy—Acute and Communicable Diseases Case Report (F-44151) and
e Suspected Polio Case Worksheet: http://www.cdc.gov/vaccines/pubs/surv-
manual/appx/appendix14-2-polio-wrsht.pdf

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative Rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
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Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Contact the Immunization Program and/or the State Epidemiologist for Communicable
Diseases for technical assistance and consultation. An epidemiologic investigation will be
necessary to identify the source of infection, persons to whom infection may have spread,
specimens to collect, and exposed susceptible persons to whom IPV should be offered.

e Actively search for individuals with illnesses that may have been initially diagnosed as
Guillain-Barré Syndrome, polyneuritis, transverse myelitis, etc.

For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should also be consulted regarding state-specific guidelines.

PREVENTION MEASURES:

Vaccination with inactivated polio vaccine (IPV)

e All children should routinely receive four doses of IPV at ages 2, 4, and 6-18 months and
4-6 years. The final dose in the IPV series should be administered at age > 4 years
regardless of the number of previous doses. The minimum interval between dose 3 and
dose 4 is 6 months.

e Routine poliovirus vaccination of adults (i.e., persons aged >18 years) residing in the
United States is not necessary. Most adults have a minimal risk for exposure to polioviruses
in the United States and most are immune as a result of vaccination during childhood or
exposure to wild virus during the pre-vaccine era.

e Vaccination is recommended for adults who are at greater risk for exposure to polioviruses
than the general population, including the following persons:

o Travelers to areas or countries where polio is epidemic or endemic.

0 Members of communities or specific population groups with disease caused by wild
polioviruses.

0 Laboratory workers who handle specimens that might contain polioviruses.

o0 Health-care workers who have close contact with patients who might be excreting wild
polioviruses.

o0 Unvaccinated adults whose children will be receiving oral poliovirus vaccine.

e ldentify communities with low vaccination coverage, assess current vaccination status and
offer IPV.

I11. CONTACTS FOR CONSULTATION

A

LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
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Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

Heymann DL, ed. Control of Communicable Diseases Manual. 19th ed. Washington, DC:
American Public Health Association, 2008:484-491

Pickering LK, ed. Poliovirus Infections. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009:541-545

Atkinson W, ed. Rubella. In: Epidemiology and Prevention of Vaccine-Preventable Diseases.
12th ed. Washington DC: Public Health Foundation, 2011: 249-262. Available at:
http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable
diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008. Available at:
http://www.cdc.gov/vaccines/pubs/surv-manual

CDC. Updated Recommendations of the Advisory Committee on Immunization Practices
(ACIP) regarding routine poliovirus vaccination, MMWR 2009; 58(30); 829-830

Poliomyelitis Prevention in the United States, MMWR 2000; 49 (RR-05):1-22
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POLIOVIRUS INFECTION, PARALYTIC
Last Revised July 29, 2011

I. IDENTIFICATION

A

CLINICAL DESCRIPTION: Acute onset of flaccid paralysis of one or more limbs with

decreased or absent tendon reflexes in the affected limbs, without other apparent cause, and

without sensory or cognitive loss (as reported by a physician).

e The modes of transmission of poliovirus are either from person to person by the fecal-oral
route (most common) or infrequently, the respiratory route.

. REPORTING CRITERIA: Clinical diagnosis.

LABORATORY CRITERIA FOR CONFIRMATION:

e |[solation of poliovirus from stool samples (best method), pharyngeal swab specimen or
CSF.

e Presumptive diagnosis may be made by fourfold or greater changes in neutralizing antibody
level, between acute and convalescent serum specimens.

WISCONSIN CASE DEFINITION: A case that meets the clinical description and in which the
patient has a neurologic deficit 60 days after onset of initial symptoms, has died, or has
unknown follow-up status.

NOTE: All suspected cases of paralytic poliomyelitis are reviewed by a panel of expert consultants
before final classification occurs.

1. ACTIONS REQUIRED / PREVENTION MEASURES

A

WISCONSIN DISASES SURVEILLANCE CATEGORY 1: Report IMMEDIATELY BY
TELEPHONE to the patient’s local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24 hours, submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically—Report through WEDSS, including appropriate disease-specific tabs.
OR
e Paper Copy—Acute and Communicable Disease Case Report (F-44151) with
0 Suspected Polio Case Worksheet: http://www.cdc.gov/vaccines/pubs/surv-
manual/appx/appendix14-2-polio-wrsht.pdf

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Immediately notify Regional Immunization Program Representative.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Actively search for individuals who that may have been initially diagnosed as having
Guillain-Barré Syndrome, polyneuritis, transverse myelitis, etc.

For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should also be consulted regarding state-specific guidelines.

PREVENTION MEASURES:

Vaccination with inactived polio vaccine (IPV)

e Children should routinely receive four doses of inactivated polio vaccine (IPV) at ages 2, 4,
and 6-18 months and 4-6 years. The final dose in the IPV series should be administered at
age > 4 years regardless of the number of previous doses. The minimum interval between
dose 3 and dose 4 is 6 months.

e Routine poliovirus vaccination of adults (i.e., persons aged >18 years) residing in the
United States is not necessary. Most adults have a minimal risk for exposure to polioviruses
in the United States and most are immune as a result of vaccination during childhood or
exposure to wild virus during the pre-vaccine era.

e Vaccination is recommended for adults who are at greater risk for exposure to polioviruses
than the general population, including the following persons:

o Travelers to areas or countries where polio is epidemic or endemic.

0 Members of communities or specific population groups with disease caused by wild
polioviruses.

0 Laboratory workers who handle specimens that might contain polioviruses.

o0 Health-care workers who have close contact with patients who might be excreting wild
polioviruses.

o0 Unvaccinated adults whose children will be receiving oral poliovirus vaccine.

111. CONTACTS FOR CONSULTATION

A

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division

Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

e Heymann DL, ed. Control of Communicable Diseases Manual. 19th ed. Washington, DC:
American Public Health Association, 2008:484-491

e Pickering LK, ed. Poliovirus Infections. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009:541-545
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e Atkinson W, ed. Rubella. In: Epidemiology and Prevention of Vaccine-Preventable
Diseases. 12th ed. Washington DC: Public Health Foundation, 2011: 249-261.
http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm

e Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-
preventable diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008
http://www.cdc.gov/vaccines/pubs/surv-manual

e Updated Recommendations of the Advisory Committee on Immunization Practices (ACIP)
regarding routine poliovirus vaccination, MMWR 2009; 58(30); 829-830

e Poliomyelitis Prevention in the United States, MMWR 2000; 49 (RR-05):1-22
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PSITTACOSIS

(Ornithosis)
Last revised August 24, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: A respiratory disease caused by infection with Chlamydophila
psittaci. Persons with symptomatic infections typically have an abrupt onset of fever, chills, headache,
malaise, and myalgia. A nonproductive cough is usually present and can be accompanied by breathing
difficulty and/or chest tightness. A pulse-temperature dissociation (fever without increased pulse rate),
enlarged spleen, and nonspecific rash are sometimes observed. Severe illness with respiratory failure,
thrombocytopenia, and hepatitis has also been reported.

B. REPORTING CRITERIA: A clinically compatible illness with confirmatory or supportive
laboratory findings.

C. LABORATORY CRITERIA FOR CONFIRMATION:
1. Laboratory confirmatory:

e |Isolation of Chlamydophila psittaci from respiratory specimens (e.g., sputum, pleural
fluid, or tissue), or blood, OR

e Fourfold or greater increase in antibody (Immunoglobulin G [IgG]) against C. psittaci
by complement fixation (CF) or microimmunofluorescence (MIF) between paired
acute- and convalescent-phase serum specimens obtained at least 2-4 weeks apart

2. Laboratory supportive:

e C. psittaci IgM antibody titer of greater than or equal to 32 in at least one serum
specimen obtained after onset of symptoms), OR

e Detection of C. psittaci DNA in a respiratory specimen (e.g. sputum, pleural fluid or
tissue) via amplification of a specific target by polymerase chain reaction (PCR) assay.

D. WISCONSIN CASE DEFINITION:
1. Confirmed case: A clinically compatible illness (characterized by fever, chills, headache,
cough and myalgia), with confirmatory laboratory findings.

2. Probable Case: A clinically compatible illness (characterized by fever, chills, headache,
cough and myalgia) with supportive laboratory findings.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
http://www.nasphv.org/Documents/PsittacoisisHumanCaseReport.doc




http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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http://www.nasphv.org/Documents/PsittacoisisHumanCaseReport.doc



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
See also “Compendium of Measures to Control Chlamydophila psittaci Infection among
Humans (Psittacosis) and Pet Birds (Avian Chlamydiosis)” at
http://www.nasphv.org/Documents/Psittacosis.pdf .

Briefly, a source investigation should be performed. The most common source of infection is
exposure to infected psittacine (parrot-like) birds, particularly parrots, parakeets, and lovebirds,
although pigeons and poultry (particularly turkeys) may serve as reservoirs. Bird cages, roosts
and other housing may harbor the organisms in bird droppings. Infected birds should be treated
or destroyed.

D. PREVENTION MEASURES:
Educate persons at high risk for exposure (pet owners, zoo personnel, pet shop operators and
poultry processors) about the signs and symptoms of disease. Care should be used in cleaning
bird housing to minimize contamination of surrounding environments.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Psittacosis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:491-494

e Pickering LK, ed. Chlamydopbhila psittaci. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009:253-255

e National Association of State Public Health Veterinarians “Compendium of Measures To
Control Chlamydophila psittaci Infection Among Humans (Psittacosis) and Pet Birds (Avian
Chlamydiosis), 2010 http://www.nasphv.org/Documents/Psittacosis.pdf




http://www.nasphv.org/Documents/Psittacosis.pdf
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Q FEVER
Last revised August 16, 2011
Note that there are separate case definitions for Acute Q fever and Chronic Q fever

Coxiella burnetii occurs in two antigenic phases called phase I and phase II. This antigenic difference
is important in diagnosis. In acute cases of Q fever, the antibody level to phase II is usually higher
than that to phase I, often by several orders of magnitude, and generally is first detected during the
second week of illness. In chronic Q fever, the reverse situation is true (i.e., phase I titers are higher
than phase II). Thus, high levels of antibody to phase I in later specimens in combination with
constant or falling levels of phase II antibodies and other signs of inflammatory disease suggest
chronic Q fever. Antibodies to phase I and II antigens have been known to persist for months or years
after initial infection. Serologic profiles of pregnant women infected with acute Q fever during
gestation may progress rapidly to those characteristic of chronic infection.

ACUTE Q FEVER
I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An acute febrile zoonotic disease caused by the rickettsial
organism Coxiella burnetii. Typical manifestations include acute fever usually accompanied
by rigors, myalgia, malaise, and a severe retrobulbar headache. Fatigue, night-sweats, dyspnea,
confusion, nausea, diarrhea, abdominal pain, vomiting, non-productive cough, and chest pain
have also been reported. Severe disease can include acute hepatitis, atypical pneumonia with
abnormal radiograph, and meningoencephalitis. Pregnant women are at risk for fetal death and
abortion. Clinical laboratory findings may include elevated liver enzyme levels, leukocytosis,
and thrombocytopenia. Asymptomatic infections are relatively common.

B. REPORTING CRITERIA: Clinical diagnosis with confirmatory or supportive laboratory
findings

C. CLINICAL CRITERIA: Acute fever and one or more of the following: rigors, severe
retrobulbar headache, acute hepatitis, pneumonia, or elevated liver enzyme levels.

D. LABORATORY CRITERIA FOR CONFIRMATION:

1. Laboratory confirmed:

o Serological evidence of a fourfold change in immunoglobulin G (IgG)-specific antibody
titer to C. burnetii phase II antigen by indirect immunofluorescence assay (IFA)
between paired serum samples, (CDC suggests one taken during the first week of illness
and a second 3-6 weeks later, antibody titers to phase I antigen may be elevated or rise
as well), or

e Detection of C. burnetii DNA in a clinical specimen via amplification of a specific
target by polymerase chain reaction (PCR) assay, or

e Demonstration of C. burnetii in a clinical specimen by immunohistochemical methods
(IHC), or

e Isolation of C. burnetii from a clinical specimen by culture.

2. Laboratory supportive:
e A single supportive IFA IgG titer of >1:128 to phase II antigen (phase I titers may be
elevated as well) or
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o Serologic evidence of elevated phase II IgG or IgM antibody reactive with C. burnetii
antigen by enzyme-linked immunosorbent assay (ELISA), dot-ELISA, or latex
agglutination.

Note: For acute testing, CDC uses in-house IFA IgG testing (cutoff of >1:128), preferring
simultaneous testing of paired specimens, and does not use IgM results for routine diagnostic
testing

E. WISCONSIN CASE DEFINITION:

1. Confirmed acute Q fever: A laboratory confirmed case that either meets clinical case
criteria or is epidemiologically linked to a lab confirmed case.

2. Probable acute Q fever: A clinically compatible case of acute illness (meets clinical criteria
for acute Q fever illness) that has laboratory supportive results for past or present acute
disease (antibody to Phase II antigen) but is not laboratory confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with Q
Fever Case Report Form: http://www.cdc.gov/qfever/pdfs/qfevercasereport 2010.pdf

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association. Briefly:

1. Educate persons in high-risk occupations (sheep and dairy farmers, veterinarian
researchers) on the sources of infection and the necessity for adequate disinfection and
infection control measures.

2. Appropriately dispose of placenta, birth products, fetal membranes, and aborted fetuses at

facilities housing sheep and goats.

Restrict access to barns and laboratories used in housing potentially infected animals.

Use only pasteurized milk and milk products.

Use appropriate procedures for bagging, autoclaving, and washing of laboratory clothing.

Counsel persons at highest risk for developing chronic Q fever, especially pregnant women,

immune suppressed persons, persons with pre-existing cardiac valvular disease or

individuals with vascular grafts.

7. DPH recommendations exist for workers on farms where Q fever has been diagnosed in
livestock. Call the State Public Health Veterinarian for these.

SNk w



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.cdc.gov/qfever/pdfs/qfevercasereport_2010.pdf
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D. BIOTERRORISM CONSIDERATIONS:
Coxiella burnetii is a highly infectious agent that is relatively resistant to heat and drying. It can
become airborne and inhaled by humans. A single organism may cause disease in a susceptible
person. This agent could be developed for use in biological warfare and is considered a potential
terrorist threat.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Q Fever. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:494-498.
e Pickering LK, ed. Q Fever. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:550-552.

CHRONIC Q FEVER
I. IDENTIFICATION
A. CLINICAL DESCRIPTION: Infection with Coxiella burnetii that persists for more than 6
months. Potentially fatal endocarditis may evolve months to years after acute infection,
particularly in persons with underlying valvular disease. Infections of aneurysms and vascular
prostheses have been reported. Immunocompromised individuals are particularly susceptible.
Rare cases of chronic hepatitis without endocarditis, osteomyelitis, osteoarthritis, and
pneumonitis have been described.

B. REPORTING CRITERIA: Clinical diagnosis with confirmatory or supportive laboratory
findings

C. CLINICAL CRITERIA: Newly recognized, culture-negative endocarditis, particularly in a
patient with previous valvulopathy or compromised immune system, suspected infection of a
vascular aneurysm or vascular prosthesis, or chronic hepatitis, osteomyelitis, osteoarthritis, or
pneumonitis in the absence of other known etiology.

D. LABORATORY CRITERIA FOR CONFIRMATION:

1. Laboratory confirmed:

e Serological evidence of IgG antibody to C. burnetii phase I antigen > 1:800 by IFA
(while phase II IgG titer will be elevated as well; phase I titer is higher than the phase II
titer), or

o Detection of C. burnetii DNA in a clinical specimen via amplification of a specific
target by PCR assay, or

e Demonstration of C. burnetii antigen in a clinical specimen by IHC, or

e Isolation of C. burnetii from a clinical specimen by culture.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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2. Laboratory supportive:
e An antibody titer to C. burnetii phase I IgG antigen >1:128 and < 1:800 by IFA.

Note: Samples from suspected chronic patients should be evaluated for IgG titers to both phase
I and phase II antigens. Current commercially available ELISA tests (which test only for phase
2) are not quantitative, cannot be used to evaluate changes in antibody titer, and hence are not
useful for serological confirmation. IgM tests are not strongly supported for use in
serodiagnosis of acute disease, as the response may not be specific for the agent (resulting in
false positives) and the IgM response may be persistent. Complement fixation (CF) tests and
other older test methods are neither readily available nor commonly used.

Serologic test results must be interpreted with caution, because baseline antibodies acquired as
a result of historical exposure to Q fever may exist, especially in rural and farming areas.

E. WISCONSIN CASE DEFINITION:

1. Confirmed Chronic Q fever: A clinically compatible case of chronic illness (meets clinical
evidence criteria for chronic Q fever) that is laboratory confirmed for chronic infection.

2. Probable Chronic Q fever: A clinically compatible case of chronic illness (meets clinical
evidence criteria for chronic Q fever) that has laboratory supportive results for past or
present chronic infection (antibody to Phase I antigen).

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with Q
Fever Case Report Form: http://www.cdc.gov/qfever/pdfs/qfevercasereport 2010.pdf

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association. Briefly:

1. Educate persons in high-risk occupations (sheep and dairy farmers, veterinarian
researchers) on the sources of infection and the necessity for adequate disinfection and
infection control measures.

2. Appropriately dispose of placenta, birth products, fetal membranes, and aborted fetuses at

facilities housing sheep and goats.

Restrict access to barns and laboratories used in housing potentially infected animals.

Use only pasteurized milk and milk products.

5. Use appropriate procedures for bagging, autoclaving, and washing of laboratory clothing.

W
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6. Counsel persons at highest risk for developing chronic Q fever, especially pregnant women,
immune suppressed persons, persons with pre-existing cardiac valvular disease or
individuals with vascular grafts.

7. DPH recommendations exist for workers on farms where Q fever has been diagnosed in
livestock. Call the State Public Health Veterinarian for these.

E. BIOTERRORISM CONSIDERATIONS:
Coxiella burnetii is a highly infectious agent that is relatively resistant to heat and drying. It can
become airborne and inhaled by humans. A single organism may cause disease in a susceptible
person. This agent could be developed for use in biological warfare and is considered a potential
terrorist threat.

V. CONTACTS FOR CONSULTATION
D. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

E. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

F. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421
VI. RELATED REFERENCES

e Heymann DL, ed. Q Fever. In: Control of Communicable Diseases Manual. 19th ed.

Washington, DC: American Public Health Association, 2008:494-498

e Pickering LK, ed. Q Fever. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:550-552
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RABIES (Human)

Last revised June 27, 2011
|. IDENTIFICATION

A. CLINICAL DESCRIPTION: An almost invariably fatal acute encephalomyelitis caused by
the rabies virus.

B. REPORTING CRITERIA: Clinical diagnosis initially; laboratory confirmation required to
meet case definition.

C. LABORATORY CRITERIA FOR CONFIRMATION:

o detection of Lyssavirus antigens in a clinical specimen (preferably the brain or the
nerves surrounding hair follicles in the nape of the neck) by direct fluorescent antibody
test, or

« isolation (in cell culture or in a laboratory animal) of a Lyssavirus from saliva or central
nervous system tissue, or

« identification of Lyssavirus specific antibody (i.e. by indirect fluorescent antibody (IFA)
test or complete rabies virus neutralization at 1:5 dilution) in the CSF, or

« identification of Lyssavirus specific antibody (i.e. by indirect fluorescent antibody (IFA)
test or complete rabies virus neutralization at 1:5 dilution) in the serum of an
unvaccinated person, or

o detection of Lyssavirus viral RNA (using reverse transcriptase-polymerase chain
reaction [RT-PCRY)) in saliva, CSF, or tissue.

D. WISCONSIN CASE DEFINITION: A clinically compatible case that is laboratory
confirmed by testing at a state or federal public health laboratory.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS: In accordance with Wisconsin Administrative rule
DHS 145.05, local public health should follow the methods of control recommended in the
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current edition of Control of Communicable Diseases Manual, edited by David L.
Heymann, published by the American Public Health Association. Additionally:

e Ensure that appropriate infection control precautions are being taken at the facility in
which the patient is hospitalized, even if the case is not yet confirmed.

e |dentify contacts of case-patient who were potentially exposed to rabies via contact with
patient’s saliva or cerebrospinal fluid and evaluate them for possible rabies post-
exposure prophylaxis.

In healthcare settings, workers should be evaluated for potential exposure using a
specific fact sheet and questionnaire available at
http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthworkerRabiesRisk
Factsheet.pdf and
http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthcareRabiesRiskQu
estionnaire.pdf

e Conduct a source investigation (performed in cooperation with the BCD) upon
laboratory confirmation of a human rabies case.

e An algorithm for animal bite and rabies prevention management can be found at
http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

CONTACTS FOR CONSULTATION

. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

. WISCONSIN STATE LABORATORY OF HYGIENE RABIES UNIT: (608) 262-7323

RELATED REFERENCES

Heymann DL, ed. Rabies. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:498-508.

Pickering LK, ed. Rabies. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:552-559.

Wisconsin Rabies Prevention Flowchart
http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

Centers for Disease Control and Prevention. Human Rabies Prevention - United States,
2008. Recommendations of the Advisory Committee on Immunization Practices. MMWR
2008;57(No. RR-3). http://www.cdc.gov/mmwr/pdf/rr/rr5703.pdf




http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthworkerRabiesRiskFactsheet.pdf

http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthworkerRabiesRiskFactsheet.pdf

http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthcareRabiesRiskQuestionnaire.pdf

http://www.dhs.wisconsin.gov/communicable/Rabies/PDFfiles/HealthcareRabiesRiskQuestionnaire.pdf

http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

http://www.dhs.wisconsin.gov/localhealth/index.htm

http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

http://www.cdc.gov/mmwr/pdf/rr/rr5703.pdf
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RABIES (Animal)
Last revised June 28, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:
An almost invariably fatal acute encephalomyelitis caused by the rabies virus.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
o Detection of rabies viral antigens by direct fluorescent antibody test performed on central
nervous system tissue,
OR
« Isolation of rabies virus in cell culture or an inoculated laboratory animal.

D. WISCONSIN CASE DEFINITION: A laboratory confirmed infection with rabies virus.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE: None required. The Wisconsin State
Laboratory of Hygiene notifies DPH and LHDs of positive rabies diagnoses.

B. EPIDEMIOLOGY REPORTS REQUESTED: None requested.

C. PUBLIC HEALTH INTERVENTIONS:

e For follow-up on animal bites sustained by humans before the rabies status of the animal is
known, consult the Wisconsin Rabies Prevention Flowchart at
http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

« For follow-up on known rabid animals, ascertain the nature of all physical contact the
animal had with humans or other animals during the two weeks prior to its death. Obtain
specific information regarding bites, scratches, and contact with the animal’s saliva,
cerebrospinal fluid, neural tissue or salivary tissue, or with fomites contaminated with these
materials, during this two week time period.

I11. CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / Rabies Unit: (608) 262-7323

D. For animals that get exposed to rabies, contact DEPARTMENT OF AGRICULTURE TRADE
AND CONSUMER PROTECTION / ANIMAL HEALTH DIVISION: (608) 224-4888.

IV. RELATED REFERENCES



http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

http://www.dhs.wisconsin.gov/localhealth/index.htm
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Heymann DL, ed. Rabies. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:498-508.

Pickering LK, ed. Rabies. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:552-559.

Wisconsin Rabies Prevention Flowchart
http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

Centers for Disease Control and Prevention. Human Rabies Prevention - United States, 2008.
Recommendations of the Advisory Committee on Immunization Practices. MMWR
2008;57(No. RR-3). http://www.cdc.gov/mmwr/pdf/rr/rr5703.pdf

National Association of State Public Health Veterinarians. Compendium of Animal Rabies
Prevention and Control, 2011. http://www.nasphv.org/Documents/RabiesCompendium.pdf




http://hanplus.wisc.edu/DISEASES/rabies/introduction.htm

http://www.cdc.gov/mmwr/pdf/rr/rr5703.pdf

http://www.nasphv.org/Documents/RabiesCompendium.pdf
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RHEUMATIC FEVER
Last revised August 19, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An inflammatory illness that occurs one to five weeks after
infection with group A B-hemolytic Streptococcus (Streptococcus pyogenes). Symptoms
of rheumatic fever vary and may include: fever, heart failure with shortness of breath,
fatigue, cough, joint pain and swelling, nodules under the skin, usually located over bony
surfaces (e.g., elbows, knees, wrists, ankles), rash (erythema marginatum) on the trunk,
and Sydenham chorea.

B. REPORTING CRITERIA: Clinical diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION: No specific laboratory test exists
for the diagnosis of rheumatic fever.

D. WISCONSIN CASE DEFINITION: A case meeting the Jones Criteria, characterized by:
e Two major manifestations or one major and two minor manifestations, AND
e Supporting evidence of preceding group A streptococcal infection by one of the
following methods:
e Positive throat culture for Streptococcus pyogenes (group A Streptococcus), OR
e Positive rapid streptococcal antigen test, OR
e FElevated or rising streptococcal antibody titer, OR
History of recent scarlet fever

Major manifestations: carditis, polyarthritis, Sydenham chorea, erythema marginatum,
and subcutaneous nodules (usually over the joints)

Minor manifestations: fever, arthralgia, elevated erythrocute sedimentation rate and
positive C-reactive protein, and an abnormal EKG (prolonged PR interval)

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
e Rheumatic Fever Case Criteria Worksheet

C. PUBLIC HEALTH INTERVENTIONS:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Testing and treatment of contacts is recommended for household members of
pediatric cases of rheumatic fever (2009 Red Book, p. 620) and may be recommended
in other situations.

In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-
3421

IV. RELATED REFERENCES
e Dajani AS, Ayoub E, Bierman FZ, et al. Guidelines for the diagnosis of rheumatic fever.
Jones Criteria, 1992 update. JAMA 1992;268(15):2069-2073.

e Gerber MA, Baltimore RS, Eaton CB, et al. Prevention of rheumatic fever and diagnosis
and treatment of acute streptococcal pharyngitis. Circulation 2009;119:1541-1551.

e Heymann DL, ed. Streptococcal diseases caused by group A (beta hemolytic)
Streptococci. In: Control of Communicable Diseases Manual. 19th ed. Washington,
DC: American Public Health Association, 2008:577-585.

e Pickering LK, ed. Staphylococcal infections and group A streptococcal infections. In:
Red Book: 2009 Report of the Committee on Infectious Diseases. 28th ed. Elk Grove
Village, IL: American Academy of Pediatrics, 2009:601-628.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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RICIN
Last revised December 29, 2011

I. IDENTIFICATION
CLINICAL DESCRIPTION: Inhalation of ricin toxin results in symptoms such as fever, cough,
dyspnea, weakness, nausea, and chest tightness. Death due to pulmonary failure may follow
without intensive supportive care. Dust containing ricin can also cause irritation of the eyes and
eyelids, nasal congestion, sore throat and lung irritation. Ingestion of ricin toxin results in diarrhea,
vomiting, abdominal cramps and rapid pulse. Castor beans are the source of ricin and the degree of
poisoning increases as the beans are chewed. Within days of ingestion dehydration and decreased
blood pressure can occur. Death may follow without supportive care.

A. REPORTING CRITERIA: Laboratory confirmation of ricin or a diagnosis without laboratory
confirmation if the clinical and epidemiological evidence is overwhelming.

B. LABORATORY CRITERIA FOR CONFIRMATION:
Detection of ricin toxin in environmental samples (i.e., suspect food, water or environmental
samples)

C. WISCONSIN CASE DEFINITION:
A clinically compatible illness that is laboratory-confirmed or that occurs among persons who
ingested laboratory-confirmed ricin-containing food/water or were exposed to airborne ricin.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I:
Report IMMEDIATELY BY TELEPHONE to the patient's local health department upon
identification of a confirmed or suspected case. The local health department shall then notify
the state epidemiologist immediately of any confirmed or suspected cases. Within 24 hours
submit a case report electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS; https://wedss.wisconsin.gov/webvemr/pages/login/login.aspx ), or by mail or fax using
an Acute and Communicable Disease Case Report (F-44151).

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
Ricin is most often thought of as an agent of bioterrorism. Ingestion or inhalation can kill a
person quickly. No exposure should be assumed to be accidental.

o Immediate hospital treatment required for case patients and any others who may have been
exposed. Inform ER personnel that patient and contacts are thought to have
ingested/inhaled (as appropriate) ricin.

o Immediately contact local law enforcement and the FBI (414-276-4684).

o Isolate the area(s) where the exposure was reported to have occurred and do not enter the
area except to remove the patient.
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o Determine if others consumed suspect food/water items or were exposed to suspect dust or
airborne particles.

e Source investigation will be undertaken by the FBI.

D . BIOTERRORISM MEASURES: Ricin toxin can be easily used by terrorists. Although the
greatest threat may be via aerosol use, the more common threat may be via its use in food or
drink. The occurrence of even a single case of ricin inhalation, ingestion or ingestion should
raise the possibility of deliberate use of ricin toxin. All such cases should be reported
immediately so that appropriate investigations can be initiated without delay.

I1l. CONTACTS FOR CONSULTATION
A. Immediately contact local law enforcement and the FBI (414-276-4684).

B. Contact the DHFS 24-hour on-call service and request that the environmental/chemical and
preparedness on-call staff be alerted.

C. For non-emergency information contact a Bureau of Environmental and Occupational Health
toxicologist at (608) 266-9337.

IV. RELATED REFERENCES

e The CDC Emergency website http://emergency.cdc.gov/agent/ricin/ is the most up-to-date
reference on ricin emergencies.
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RUBELLA

(""German Measles')
Last revised July 29, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: An illness with all of the following characteristics: (1) acute onset
of generalized maculopapular rash; (2) temperature of > 37.2°C (> 99°F), if measured; and (3)
arthralgia/arthritis or lymphadenopathy or conjunctivitis.

B. REPORTING CRITERIA: Clinical diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e |Isolation of rubella virus, OR

e Significant rise between acute and convalescent titers in serum rubella 1gG antibody level
using any standard serologic assay, OR

e Positive serologic test for rubella IgM antibody, OR

e Positive PCR result for rubella virus

D. WISCONSIN CASE DEFINITION:

e Confirmed: An illness that is laboratory-confirmed OR that meets the clinical description
and is epidemiologically-linked to a laboratory-confirmed case

e Probable: An illness that meets the clinical description, has noncontributory or no serologic
or virologic test results, and is not epidemiologically-linked to a laboratory-confirmed case

e Suspected: Any generalized rash illness of acute onset

. ACTIONS REQUIRED / PREVENTION MEASURES
A.

WISCONSIN DISEASE SURVEILLANCE CATEGORY I. Report IMMEDIATELY BY
TELEPHONE to the patient’s local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically- Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy- Acute and Communicable Diseases Case Report (F-44151).

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Protocol for Disease Management and Investigation of Contacts:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1
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For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should also be consulted regarding state-specific guidelines.

e |Isolate individuals with confirmed or suspected rubella, excluding them from school,
childcare and the workplace for 7 days after rash onset (counting onset of rash as day zero).
Recommend these individuals restrict contact with pregnant women and persons without
adequate proof of rubella immunity for 7 days after rash onset.

e Identify and vaccinate susceptible contacts who have no contraindications to rubella
vaccine.

o ldentify susceptible pregnant females, especially those in the first trimester, as soon as
possible. Test them serologically for susceptibility or early infection. Ensure women
infected during pregnancy receive counseling from an obstetrician about the risks of
intrauterine rubella infection.

e Exclude unvaccinated, susceptible persons from school/childcare for 3 weeks after onset of
rash in the last reported patient in the school/daycare.

e Exclude healthcare workers without adequate evidence of immunity from work, starting 7
days after exposure to rubella and continuing through either day 21 after last exposure or
day 7 after the rash appears. Because no evidence exists that post-exposure vaccination is
effective in preventing rubella infection in persons already infected at the time of
vaccination, healthcare workers who are vaccinated as a result of an outbreak should be
excluded from direct patient care for 23 days (i.e., the longest incubation period) after the

last exposure to rubella.

D. PREVENTION MEASURES:

Vaccination with MMR (Measles, Mumps, Rubella) vaccine

e Children should routinely receive two doses of MMR (measles, mumps and rubella)
vaccine. The first dose should be administered at 12-15 months of age and the second dose
should be administered at 4-6 years of age (at the time of school entry).

e Adults should receive at least one dose of MMR vaccine unless they have acceptable
evidence of immunity. For the general public, birth before 1957, documentation of a
previous dose of rubella-containing vaccine, or a positive serologic test for rubella
antibodies are considered acceptable evidence of immunity.

e Healthcare workers
o0 Persons born during of after 1957 should receive two doses of MMR vaccine.

o0 Persons born before 1957 who have not received at least one dose of rubella-containing
vaccine and do not have serologic proof of immunity should be strongly considered for
MMR vaccination.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm




http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm
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C. BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959.

D. WISCONSIN STATE LABORATORY OF HYGIENE

Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

"Rubella" DPH Disease Fact Sheet Series. Available at:
http://www.dhs.wisconsin.gov/immunization/rubella.htm

Heymann DL, ed. Rubella. In: Control of Communicable Diseases Manual. 19th ed.
Washington, D.C.: American Public Health Association, 2008: 529-534

Pickering LK, ed. Rubella. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 579-584

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable
diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008
http://www.cdc.gov/vaccines/pubs/surv-manual

Atkinson W, ed. Rubella. In: Epidemiology and Prevention of VVaccine-Preventable Diseases.
11th ed. Washington DC: Public Health Foundation, 2009: 257-272
http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm

Measles, Mumps, and Rubella -- Vaccine Use and Strategies for Elimination of Measles,
Rubella, and Congenital Rubella Syndrome and Control of Mumps: Recommendations of the
Advisory Committee on Immunization Practices (ACIP) MMWR 1998; 47(No.RR-8): 1-57
http://www.cdc.gov/mmwr/preview/mmwrhtml/00053391.htm

Control and Prevention of Rubella: Evaluation and Management of Suspected Outbreaks,
Rubella in Pregnant Women, and Surveillance for Congenital Rubella Syndrome. MMWR
2001; 50(No0.RR-12): 1-23 http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5012al.htm




http://www.dhs.wisconsin.gov/immunization/rubella.htm

http://www.cdc.gov/vaccines/pubs/surv-manual/

http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm

http://www.cdc.gov/mmwr/preview/mmwrhtml/00053391.htm

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5012a1.htm
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SEVERE ACUTE RESPIRATORY SYNDROME ASSOCIATED CORONAVIRUS
(SARS Co-V)
Last revised May 19, 2011

I. IDENTIFICATION
A. 1. CLINICAL DESCRIPTION,
e Early illness
Presence of two or more of the following features: fever (might be subjective), chills,
rigors, myalgia, headache, diarrhea, sore throat, or rhinorrhea

e Mild-to-moderate respiratory illness
Temperature of >100.4° F (>38° C)* and one or more clinical findings of lower respiratory
illness (e.g., cough, shortness of breath, or difficulty breathing)

e Severe respiratory illness
Meets clinical criteria of mild-to-moderate respiratory illness and
One or more of the following findings:
o0 Radiographic evidence of pneumonia, or
0 Acute respiratory distress syndrome, or
o Autopsy findings consistent with pneumonia or acute respiratory distress syndrome
without an identifiable cause

A. 2. EPIDEMIOLOGIC CRITERIA
e Possible exposure to SARS-associated coronavirus (SARS-CoV)

One or more of the following exposures in the 10 days before onset of symptoms

o Travel to a foreign or domestic location with documented or suspected recent
transmission of SARS-CoV or

o Close contact with a person with mild-to-moderate or severe respiratory illness and
history of travel in the 10 days before onset of symptoms to a foreign or domestic
location with documented or suspected recent transmission of SARS-CoV

e Likely exposure to SARS-CoV
One or more of the following exposures in the 10 days before onset of symptoms:
0 Close contact§ with a person with confirmed SARS-CoV disease or
o0 Close contact§ with a person with mild-to-moderate or severe respiratory illness for
whom a chain of transmission can be linked to a confirmed case of SARS-CoV disease
in the 10 days before onset of symptoms

A. 3. EXCLUSION CRITERIA
e A case may be excluded as a SARS report under investigation (SARS RUI), including
as a CDC-defined probable SARS Co-V case, if any of the following apply:
o0 An alternative diagnosis can explain the illness fully, or
0 Antibody to SARS-CoV is undetectable in a serum specimen obtained >28 days after
onset of illness, or
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0 The case was reported on the basis of contact with a person who was excluded
subsequently as a case of SARS-CoV disease; then the reported case also is excluded,
provided other epidemiologic or laboratory criteria are not present.

B. REPORTING CRITERIA: Laboratory confirmation or epidemiologic link to confirmed case.

C. LABORATORY CRITERIA FOR CONFIRMATION:
Tests to detect SARS-CoV are being refined and their performance characteristics assessed;
therefore, criteria for laboratory diagnosis of SARS-CoV are changing. The following are
general criteria for laboratory confirmation of SARS-CoV:
* Detection of serum antibody to SARS-CoV by a test validated by CDC (e.g., enzyme
immunoassay), or
* Isolation in cell culture of SARS-CoV from a clinical specimen, or
* Detection of SARS-CoV RNA by a reverse transcription polymerase chain reaction test
validated by CDC and with subsequent confirmation in a reference laboratory (e.g., CDC).

D. WISCONSIN CASE DEFINITION:
SARS Report Under Investigation (RUI)
e Reports in persons from areas where SARS is not known to be active
0 SARS RUI-1: Cases compatible with SARS in groups likely to be first affected by
SARS-CoV if SARS-CoV is introduced from a person without clear epidemiologic
links to known cases of SARS-CoV disease or places with known ongoing
transmission of SARS-CoV

e Reports in persons from areas where SARS activity is occurring
0 SARS RUI-2: Cases meeting the clinical criteria for mild-to-moderate illness and
the epidemiologic criteria for possible exposure
0 SARS RUI-3: Cases meeting the clinical criteria for severe illness and the
epidemiologic criteria for possible exposure
0 SARS RUI-4: Cases meeting the clinical criteria for early or mild-to-moderate
illness and the epidemiologic criteria for likely exposure to SARS-CoV

SARS-CoV disease
e Probable case of SARS-CoV disease: meets the clinical criteria for severe respiratory
illness and the epidemiologic criteria for likely exposure to SARS-CoV
e Confirmed case of SARS-CoV disease: clinically compatible illness (i.e., early, mild-to-
moderate, or severe) that is laboratory confirmed

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I:
Report IMMEDIATELY BY TELEPHONE to the patient's local health department upon
identification of a confirmed or suspected case. The local health department shall then notify
the state epidemiologist immediately of any confirmed or suspected cases. Within 24 hours
submit a case report electronically through the Wisconsin Electronic Disease Surveillance
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System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report
(F-44151), or by other means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
Electronically Report through WEDSS, including appropriate disease specific tabs
OR
Paper Copy - Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

D. PREVENTION MEASURES:
Educate patients and contacts about modes of transmission. Work with the BCDER to assure
appropriate isolation of the patient is maintained.

E. PUBLIC HEALTH INTERVENTIONS:
Source investigation by LHD and BCDER/CDES for direct involvement. Search for history of
exposure to infected individuals and trace to place of origin.

I11. CONTACTS FOR CONSULTATION

A. A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / Virus Isolation: (608) 262-3185.

IV. RELATED REFERENCES

1.

Heymann DL, ed. SEVERE ACUTE RESPIRATORY SYNDROME. In: Control of
Communicable Diseases Manual. 18" ed. Washington, DC: American Public Health Association,
2008:547-555.

Pickering LK, ed. Coronaviruses including SARS. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 27" ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:269-
270.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm
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SALMONELLOSIS
Last revised June 1, 2011

IDENTIFICATION

A

Clinical description: An infection of variable severity commonly manifested by diarrhea,
abdominal pain, nausea, fever, and sometimes vomiting. Asymptomatic infections may
occur and the organism may cause extra-intestinal infections. All Salmonellosis
infections are reportable regardless of specimen source.

B. Reporting criteria: Laboratory confirmation.

C. Laboratory criteria for confirmation: Isolation of Salmonella from a clinical specimen.

D. Wisconsin case definition: A laboratory confirmed case.

ACTIONS REQUIRED / PREVENTION MEASURES

A

WISCONSIN DISEASE SURVEILLANCE CATEGORY II:

Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically - Report through WEDSS, including appropriate disease-specific
sections
OR
e Paper Copy - Acute and Communicable Diseases Case Report (F-44151) along with:
= Routine Enteric Follow-up Worksheet

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

e Educate public about proper hand washing after using the toilet or handling
contaminated clothing or linens, before cooking, or associating with high-risk
individuals.

e Assess patient’s activities for high-risk settings.

e Exclude symptomatic individuals from high-risk settings.

e Exclude symptomatic patients from food handling, generally until asymptomatic for 24
hours. The LHD can require two negative stool cultures taken at least 24 hours apart if
they deem the patient’s personal hygiene to be inadequate.

e Source investigation by Local Health Department

e Determine if case is potentially outbreak-related and notify DPH Regional Office or
BCDER



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

I11.  CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES

e Heymann DL, ed. Salmonellosis. In: Control of Communicable Diseases Manual. 19th
ed. Washington, DC: American Public Health Association, 2008: 534-540

e Pickering LK, ed. Salmonella Infections. In: Red Book: 2009 Report of the Committee
on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of
Pediatrics, 2009: 584-588



http://www.dhs.wisconsin.gov/localhealth/index.htm




Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

Shigellosis
Last revised June 3, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An acute infection of variable severity characterized by
diarrhea (may be bloody or contain mucous), fever, nausea, cramps, and tenesmus
(sensation of needing to pass stool, accompanied by pain, cramping, and straining).

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e |Isolation of Shigella from a clinical specimen

D. WISCONSIN CASE DEFINITION:
e Probable: a clinically compatible case that is epidemiologically linked to a confirmed
case.
e Confirmed: a case that meets the laboratory criteria for diagnosis. When available, O
antigen serotype characterization should be reported.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

e Educate public about proper hand washing after using the toilet or handling
contaminated clothing or linens, before cooking, or associating with high-risk
individuals.

e Assess patient’s activities for high-risk settings.

e Exclude infected individuals from high-risk settings until they are asymptomatic
AND two consecutive negative stool cultures (collected at least 24-hours apart and
obtained at least 48 hours after discontinuance of antimicrobial therapy) are obtained.

e Educate and advise high-risk patients and food handlers on enteric precautions.

e Source investigation by LHD.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Determine if case is potentially outbreak-related and notify DPH Regional Office or
CDES.

NOTE: More detailed guidelines are provided in the DPH Shigellosis Control Guidelines
(November 2008) which can be obtained from the Communicable Disease Epidemiology Section
at 267-7422 or 267-9009.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Shigellosis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 556-560.

e Pickering LK, ed. Shigella Infections. In: Red Book: 2006 Report of the Committee on
Infectious Diseases. 27th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009: 589-591.

e “Shigellosis” DPH Disease Fact Sheet Series, (Rev. 12/03).
http://dhs.wisconsin.gov/communicable/factsheets/Shigellosis.htm

V. DISEASE TRENDS

Of the 1608 reported cases of Shigella in Wisconsin between 1999 — 2003, 1046 (67%) were
from 6 counties (Brown, Dane, Kenosha, Milwaukee, Racine, Waukesha).

Table 1. Reported Shigella serogroups

Shigella serogroup No. of cases

Shigella sp. (not serogrouped) 251

Shigella boydii 10

Shigella dysenteriae 0

Shigella flexneri 65

Shigella sonnei 1282
Total 1608




http://www.dhs.wisconsin.gov/localhealth/index.htm

http://dhs.wisconsin.gov/communicable/factsheets/Shigellosis.htm




Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

SMALLPOX
(\Variola major)
Last revised January 19, 2012

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:
The last naturally acquired case of smallpox in the world occurred in October 1977 in Somalia.
The World Health Organization officially certified the world as smallpox-free in 1979. Two
secure laboratories, the CDC in the US and one in Russia, are the only known holders of the
virus.

Smallpox is spread by droplet and aerosol; it may also be spread by direct inoculation from a
lesion to an open wound or cut in the skin. “Weaponized” smallpox has been postulated to be
spread by aerosol. Transmission is usually limited to close contacts such as household
members. In incubation period is from 7 to 17 days; patients are infectious once the rash and/or
oral lesion has appeared.

Any occurrence of smallpox will be classified as an outbreak and a bioterrorism event. Thus
careful evaluation and testing, as well as notification of authorities, is necessary.

Smallpox disease is distinct from other general body rashes.

Major smallpox criteria:

o Febrile prodrome

e Presence of classic smallpox lesions (deep-seated, firm/hard, round well-circumscribed
vesicles or pustules)

o Lesions in the same stage of development on any one part of the body

Minor smallpox criteria:

o Centrifugal distribution of lesions

o First lesions on oral mucosa or face, palate, and forearms

o Patient appears toxic or moribund

e Slow evolution of lesions (from macules to papules to vesicles to pustules, each phase
lasting one to two days)

e Lesions on palms of hands or soles of feet or both

As the disease does not exist in the population, laboratory testing will be confined to those
cases meeting the case definition below.

B. REPORTING CRITERIA:
Immediate reporting by telephone to the state health department and the local health
department of any suspect case is required.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Polymerase chain reaction (PCR) identification of variola DNA in a clinical specimen, OR
e Isolation of smallpox (variola) virus from a clinical specimen (WHO Smallpox Reference
laboratory or laboratory with appropriate reference capabilities) with variola PCR
confirmation.
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Samples can be obtained from lesions by carefully un-roofing a vesicle with a sterile needle
and placing the sample in a sterile container. Swabs of the lesion may also be obtained and
placed in viral transport medium for submission to the laboratory.

All laboratory testing must take place in a CDC-approved laboratory response network
laboratory. All results must be confirmed by additional testing at CDC.

D. WISCONSIN CASE DEFINITION: An illness with acute onset of fever >101°F (38.3°C)
followed by a rash characterized by firm, deep seated vesicles or pustules in the same stage of
development without other apparent cause.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24 hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

Additional reports will be required as testing progresses.

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Any person with a suspicious rash and prodrome typical of smallpox should be immediately
placed in airborne and contact isolation. Access to the room should be limited to the minimum
number of necessary caregivers; staff such as cleaning and dietary personnel should NOT be
allowed in the room. A log of all individuals who have contact with the patient should be kept.

D. PREVENTION MEASURES: Vaccination against smallpox can be performed before or after
exposure; vaccine and needles are obtained through the state health department from CDC. The
vaccine contains vaccinia virus, which when inoculated causes a lesion or lesions similar to a
smallpox lesion: moving from macular to papular to vesicular to pustular. At this time, military
personnel and some laboratory personnel are the only persons in the US who are regularly
vaccinated with vaccinia. Transmission of vaccinia from the lesion to close contacts occurs and
may cause a single or multiple lesions. Vaccinia transmission should be considered when a
smallpox-like lesion is seen.
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I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / Virology (608) 262-3185

D. CDC Rash IlIness Evaluation Team (770) 488-7100

IV. RELATED REFERENCES

e Heymann DL, ed. Smallpox (variola) In: Control of Communicable Diseases Manual. 19th
ed. Washington, DC: American Public Health Association, 2008: 560 - 563

e Pickering LK, ed. Smallpox (Variola). In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. EIk Grove Village, IL: American Academy of Pediatrics,

2009:596-598

e CDC website: www.cdc.gov/smallpox
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SPOTTED FEVER RICKETTSIOSIS
(Including Rocky Mountain spotted fever)
Last revised July 29, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: Spotted fever group rickettsia (SFGR) is a group of tickborne
species of Rickettsia. Rocky Mountain spotted fever (RMSF) is an illness within the spotted
fever rickettsioses caused by the bacteria Rickettsia rickettsii. In United States, the pathogen is
transmitted by the bite of an infected tick species including American dog tick (Dermacentor
variabilis), Rocky Mountain wood tick (D. andersoni), and brown dog tick (Rhipicephalus
sanguineus).

The infection is characterized by fever, headache abdominal pain, vomiting, myalgia, and lack
of appetite. Most people with RMSF infections may develop some type of rash, 2-5 days after
the onset of fever. Rash may appears as small, flat, pink, non-itchy macules and later becomes
red or purple petechial rash on the wrist, arms, ankles, trunk and may sometime spread to the
palms and soles. However, some RMSF patients never develop a rash. Symptoms usually begin
2-14 days after an infected tick bite and can be severe or even fatal if not treated early in the
infection with antibiotics. Long-term problems may result from RMSF disease including
damage to the blood vessels (vasculitis), bleeding or clotting in the brain or other vital organs,
and neurologic deficits.

Other human illness associated with SFGR includes the bacteria Rickettsia parkeri. The
infection is transmitted by a bite of an infected Amblyoma maculatum tick. Symptoms appear to
be similar to RMSF but may be milder and the presence of an eschar at the site of the tick may
appear.

B. REPORTING CRITERIA: Clinical diagnosis with laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e A fourfold change in IgG antibody titer to Rickettsia rickettsii or other SFGR antigen by
Immunofluorescence assay (IFA) or Complement Fixation (CF) test between two paired
serum samples ( one collected the first week of illness and second 2-4 weeks later), OR

e Detection of R. rickettsii or other SFGR rickettsia DNA by PCR assay, OR

e Demonstration of SFGR antigen in a skin biopsy or autopsy sample by
immunohistochemical staining (IHC), OR

e Isolation of R. rickettsii or other SFGR rickettsia from a clinical specimen in cell culture

SUPPORTIVE LABORATORY:

e Serologic evidence of elevated 1gG (with or without IgM) antibody reactive with R.
rickettsii or other SFGR antigen by IFA, enzyme-linked immunosorbent assay (ELISA),
dot-ELISA, or latex agglutination.

Note: ELISA tests are not quantitative and are not to be used to evaluate changes in antibody
titer, therefore not useful as a confirmation test. IgM tests are not use in the serodiagnosis of
acute infections because of the high possibility of false positive results and antibody levels may
persist for months or years. CDC uses the positive cutoff titer of >1:64 but positive cutoff may
be different for each laboratory.
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WISCONSIN CASE DEFINITION:

Confirmed RMSF:
A clinically compatible illness that is laboratory confirmed (see above).

Probable RMSF:
A clinically compatible illness with only supportive laboratory result (see above).

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A

WISCONSIN DISEASE SURVEILLANCE CATEGORY Il:

Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Wisconsin Tickborne Rickettsial Disease Case Report Form

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should

follow the methods of control recommended in the current edition of Control of Communicable

Diseases Manual, edited by David L. Heymann, published by the American Public Health

Association.

e Obtain travel history for the month preceding onset of symptoms to determine site of
probable exposure.

e Patient education as needed to minimize future tick exposure.

I11. CONTACTS FOR CONSULTATION

A

C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: Diep (Zip) Hoang
Johnson, Vectorborne Coordinator at (608) 267-0249, email: diep.hoangjohnson@wi.gov

WISCONSIN STATE LABORATORY OF HYGIENE / SEROLOGY: (608) 262-0248)

IV. RELATED REFERENCES

Heymann DL, ed. Rickettsioses, Tick- and Mite-Borne. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 521-529

Pickering LK, ed. Rocky Mountain spotted fever. In: Red Book: 2009 Report of the Committee
on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009: 573-575



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm

mailto:diep.hoangjohnson@wi.gov



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

e Centers for Disease Control and Prevention. Nationally notifiable infectious conditions, United
States 2010. http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm

e Centers for Disease Control and Prevention. Diagnosis and management of tickborne rickettsial
diseases: Rocky Mountain spotted fever, ehrlichioses, and anaplasmosis- United States.
MMWR. 2006;55:1-27



http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm
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STREPTOCOCCUS PNEUMONIAE, INVASIVE DISEASE
Last revised May 11, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An invasive disease due to Streptococcus pneumoniae that
may produce any of several clinical syndromes: meningitis, bacteremia, and/or
pneumonia.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e Isolation of Streptococcus pneumoniae from a normally sterile site (e.g.,
cerebrospinal fluid [CSF], blood, joint, pleural, pericardial fluid or another normally
sterile site).

Isolation from urine, sputum, abscesses or pharyngeal swabs does not meet the case
definition.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
e Vaccine History and Serogroup Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm
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C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Pneumococcal pneumonia. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008:471-476.

e Pickering LK, ed. Pneumococcal infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy
of Pediatrics, 2009:524-535.

e Centers for Disease Control and Prevention. Pneumococcal disease. In: Atkinson W,
Wolfe S, Hamborsky J, Mclintyre L, eds. Epidemiology and Prevention of Vaccine-
Preventable Diseases. 11th ed. Washington, DC: Public Health Foundation, 2009:217-

230.

e Centers for Disease Control and Prevention. Recommendations and guidelines: 2011
Childhood immunization schedules for persons aged 0-6 years and “catch-up schedule.”
Available at: http://www.cdc.gov/vaccines/recs/schedules/default.ntm#child.




http://www.cdc.gov/vaccines/recs/schedules/default.htm#child
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SYPHILIS
Last revised July 29, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:

A sexually transmitted disease (STD) caused by the spirochete Treponema pallidum. The infection

usually progresses to four stages:

e Primary Syphilis, characterized by a chancre(ulcer) that appears in 10 to 90 days, with an
average of 21 days after exposure. The chancre appears at the site of exposure and heals within
1 to 4 weeks, even without treatment. This is the most infectious stage of syphilis.

e Secondary Syphilis, characterized by eruptions of the skin and/or mucous membranes that are
generally infectious. Generalized adenopathy may be present. The skin eruptions can appear as

a variety of different rashes and may begin while the chancre is present. However, it usually
starts 4 weeks after the chancre resolves and can occur up to 6 months after inoculation. The
rash resolves in 2 to 6 weeks, but may recur with infectious lesions for the first year of the
disease. The most common secondary rash is a maculopapular rash of the palms and soles.

« Early Latent Syphilis, occurs when the primary and secondary symptoms resolve and lasts
throughout the first year of infection. This stage represents the asymptomatic stage of infection;
however, all serologic tests for syphilis will be positive.

o Late Syphilis, characterized by manifestations that occur 5 to 20 years after infection. They
include gummas; destructive lesions of the skin, viscera, bone and mucosal surfaces;
cardiovascular syphilis, destructive lesions of the aorta; and neurosyphilis, destruction of areas
of the central nervous system including the brain. Late syphilis can cause death or permanent
disability. During the course of the infection, syphilis is latent (asymptomatic).

Fetal infection often occurs in pregnant women with untreated primary, secondary and early
syphilis. It can also occur, with less frequency, in women who have untreated late to latent syphilis.
This infection may cause stillbirth, infant death, or severe complications that do not manifest and
become apparent until much later in life. They include interstitial keratitis, saber shins,
Hutchinson’s teeth, saddlenose, and deafness. The presence of the lesions caused by primary and
secondary syphilis increases risk of acquiring HIV infection.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
Laboratory confirmation of T. pallidum by darkfield microscopy, by reactive serology, or by
clinical manifestations of acquired infection.

D. WISCONSIN CASE DEFINITION: A laboratory confirmed infection

I1. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient's local health
officer on a Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (DPH F-

44243) or other means within 24 hours of the identification of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUESTED



http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm
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Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (DPH F-44243).
WEDSS (Wisconsin Electronic Disease Surveillance System).

C. PREVENTION MEASURES:

In counties with a high incidence of syphilis, pregnant women should receive syphilis
serologies on the first prenatal visit, at 28 weeks gestation and at delivery.

In counties with low incidences, pregnant women should be tested on the first visit and
delivery.

Although treatment ends infectiousness, a pregnant woman treated less than 30 days before
delivery can have an infected infant and therefore a full evaluation of the infant is
recommended. These recommendations are outlined in the 1993 CDC Treatment Guidelines.

D. PUBLIC HEALTH INTERVENTIONS:

Patients treated for early syphilis should be advised to have follow-up serologies at 3 and 6
months. Those treated for syphilis of more than 1 year’s duration should be advised to have
serologies done at 6 and 12 months.

Patients diagnosed with syphilis or identified as contacts, suspects or associates, should
received educational information about the disease, be counseled on ways to reduce their risk
of acquiring STDs, including HIV, and offered an HIV test.

Patients with primary symptoms should be interviewed for all sexual contacts within 90 days
prior to onset of symptoms; patients with secondary symptoms should be interviewed for all
contacts in the 6 months prior to onset of symptoms; patients with early latent syphilis should
be interviewed for all contacts in the year preceding treatment.

All patients and contacts should be cluster interviewed to identify other individuals at risk. All
individuals at risk should be counseled on risk reduction and referred for examination and
treatment if appropriate.

All interviews should pursue screening sites in areas of high incidence or where there is a
danger of an outbreak.

All sexual contacts within 90 days should be preventively treated. Those over 90 days should
be tested and only treated if a case.

I11. CONTACTS FOR CONSULTATION

A. BCDP / COMMUNICABLE DISEASES STD SECTION: (608) 261-6390.

B. REGIONAL AND LOCAL HEALTH DEPT. STAFF

C. WSLH / BACTERIOLOGY: (608) 262-1616

D. MILWAUKEE BUREAU OF LABORATORIES: (414) 286-3526

IV. RELATED REFERENCES

Heymann DL, ed. SYPHILIS. Control of Communicable Diseases Manual 18th ed.
Washington DC: American Public Health Association, 2004:518-524.

Pickering LK, ed. Syphilis. In: Red Book: 2003 Report of the Committee on Infectious
Diseases. 26th ed. EIk Grove Village, IL: American Academy of Pediatrics, 2003:595-607.
CDC Sexually Transmitted Diseases Treatment Guidelines 2010




http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.cdc.gov/std/treatment/2010/default.htm
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e Wisconsin Administrative Code, Chapter DHS 145.14 — DHS 145.22
e Wisconsin State Statute 252.11

V. DISEASE TRENDS

Wisconsin STD Control Section Surveillance and Statistics




http://www.dhs.wisconsin.gov/communicable/STD/Statistics.htm
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TUBERCULOSIS Disease
(TB)
Last revised January 19, 2012

I. IDENTIFICATION

CLINICAL DESCRIPTION: A bacterial disease usually affecting the lungs (pulmonary TB) caused by
organisms in the Mycobacterium tuberculosis complex (M. tuberculosis, M. bovis, M. africanum). Any
other part of the body (extrapulmonary TB) can also be affected (e.g., brain, lymph nodes, kidneys,
bones, joints, larynx, intestines, eyes, skin). If the disease is in the lungs and another site, it is known as
“disseminated TB”. Systemic symptoms may include low-grade fever, night sweats, fatigue, and
unplanned weight loss. In pulmonary or laryngeal TB, there may also be hemoptysis (bloody sputum),
a persistent and productive cough, chest pain, or shortness of breath.

TB is usually spread from person to person via droplet. Most transmission occurs between people who
are within three feet of each other for several hours at a time. However, some persons with TB appear
to have a more “spreadable” strain, and some persons seem to be more susceptible to TB infection and
disease, so transmission can take place with brief encounters at greater distances. TB can also be
spread by ingestion of foodstuffs containing TB (such as unpasteurized milk from infected animals) or
by direct contact with an open wound. TB is not spread by fomites.

A. REPORTING CRITERIA: Laboratory confirmation of tuberculosis or a clinical diagnosis or
suspicion without laboratory confirmation. Suspect AND confirmed cases must be reported to
the local or state health department upon identification.

B. LABORATORY CRITERIA FOR CONFIRMATION
e Isolation of M. tuberculosis from a clinical specimen
OR
e Demonstration of M. tuberculosis complex from a clinical specimen by nucleic acid
amplification test.

WISCONSIN CASE DEFINITION: a case that meets the clinical case definition OR is laboratory-
confirmed.

"Suspect tuberculosis" means an illness marked by symptoms and laboratory tests that may be
indicative of tuberculosis, such as a prolonged cough, prolonged fever, hemoptysis, compatible
roentgenographic findings or other appropriate medical imaging findings.

Clinical Case Definition:
If there is no positive culture or PCR to confirm TB, a person may be considered to have clinical TB.
A clinical case must meet the following criteria:
e Treatment for TB disease with two or more medications, and improvement in signs and/or
symptoms after at least two months of treatment
e Completed diagnostic evaluation
e Signs and symptoms compatible with tuberculosis (TB) (€.g., abnormal chest radiograph,
abnormal chest computerized tomography scan or other chest imaging study, clinical evidence
of current disease or high suspicion) and any combination of the following criteria;
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e A positive tuberculin skin test or positive interferon gamma release assay for M. tuberculosis

e Risk factors as below:
HIV infection
Chronic renal failure
Immunosuppressive therapy (including immunomodulators for arthritis, Crohn’s, or other autoimmune disease)
Hematologic disorders such as leukemia or lymphoma
Malignant neoplasms such as carcinoma of the head or neck
Residency or occupation in high-risk congregate settings
Children or adolescents with parents born in a country with a high prevalence of TB cases

Locally defined high risk groups with any of the following socioeconomic predictors: Low income, Inner-city
residence, Migrant labor, Drug and/or alcohol abuse, Homeless

Gastrectomy or jejunoileal bypass

Fibrotic changes or “old healed TB” on CXR

Diabetes mellitus

Pulmonary silicosis

History of previous complete or partial treatment for tuberculosis
Unexplained > 10% ideal weight loss

Birth in a country having a high TB prevalence/incidence
Exposure to a known case of tuberculosis

Age <5 years and exposure to a known case of tuberculosis

Laboratory criteria for diagnosis
e Isolation of M. tuberculosis from a clinical specimen
OR
e Demonstration of M. tuberculosis complex from a clinical specimen by nucleic acid
amplification test.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state tuberculosis program
immediately of any confirmed or suspected cases. Within 24 hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS;
https://wedss.wisconsin.gov/webvemr/pages/login/login.aspx ), or by mail or fax using an
Acute and Communicable Disease Case Report (F-44151).

B. EPIDEMIOLOGY REPORTS REQUIRED: Acute and Communicable Diseases Case Report
(F-44151).
o If requesting state-funded medication: Antituberculosis Therapy Program Initial
Request for Medication (F-44000).
. Tuberculosis Suspect Case Data Form (F-42001). Requested (not required).

The following forms will be sent to the LHD upon receipt of a confirmed case:
. Report of Verified Case of Tuberculosis (which can also be viewed in WEDSS)
. Sample Contact Record Worksheet.
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C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Pediatric care and medication dosing should follow the current edition of the Red Book: Report
of the Committee on Infectious Diseases, published by the American Academy of Pediatrics.
Online access is available at http://aapredbook.aappublications.org/ .

Protocol for Disease Management and Investigation of Contacts

o For patients with pulmonary, pleural, and laryngeal tuberculosis, control of infectivity is
best achieved by prompt specific drug therapy. Collection of three sputum samples, either
by spontaneous production or induction, is required.

e Persons with extrapulmonary TB should receive a complete medical examination and
provide three sputum samples for testing, in order to assure that the TB is not disseminated
to other parts of the body, and/or to the lungs or larynx (which would make them
infectious). Pulmonary symptoms are not required for pulmonary TB to be present.

o Patients with pulmonary, pleural, or laryngeal TB must remain isolated (at home or in an
airborne isolation room designated for TB patients) until three consecutive smears are
negative for AFB from sputum specimens collected on different days, AND the patient has
been on appropriate therapy for at least two weeks, AND there is evidence of clinical
improvement; OR another cause for the signs and symptoms has been identified.

IF three AFB smear positive sputum specimens are tested, and there are TWO negative
PCR or MTD results (these are rapid tests which test specifically for DNA from the M.
tuberculosis complex of mycobacteria), AND the patient is asymptomatic, the patient may
be released from isolation as minimally infectious. Such a person may, however, still have
active TB, and the case may not be closed until final culture results are available and
negative for M. tuberculosis complex. The decision to release the patient from isolation
must be balanced by the potential need for a more extensive contact investigation, should
the patient have pulmonary TB.

o Investigation of contacts and identification of the source of infection.
o Initial tuberculin testing of all household members and other close contacts, with repeat

testing of those with negative tests 90 days post exposure.

e Multiple-Drug Resistant (MDR) pulmonary or laryngeal cases must remain in isolation
until three consecutive cultures (not smears) are negative for MTB from sputum specimens
collected on different days.
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D. PREVENTION MEASURES:

Prevention of the spread of tuberculosis is achieved by
1) rapid recognition of TB disease;

2) isolation of the person with TB disease until no longer infectious, as proven by sputum
smears and cultures;

3) appropriate, completed and directly-observed therapy of the person with TB disease

4) timely, complete, and appropriate treatment for those exposed to the person with active
disease, including
e Directly-observed preventive therapy of all children and immunosuppressed persons in
contact with the person with confirmed or suspect TB disease. This therapy should
begin IMMEDIATELY UPON IDENTIFICATION of these persons as contacts, and
should continue as the contacts are tested for active disease, and until final testing is
complete and negative, 10 — 12 weeks after the last exposure to the infectious person.
e Identification and testing of as many high and medium priority contacts as can be
identified
e Appropriate and completed treatment of any contacts who are identified as having TB
infection, but ONLY after they have been shown not to have active TB disease, as
determined by
% chest X-ray,
% medical evaluation, and,
in the event of any respiratory symptoms OR abnormal chest X-ray results, the
completed smear and culture of three respiratory samples gathered on at least two
different days, with at least eight hours between any two specimens.

X/

%

e

S

No single intervention is sufficient to control the spread of tuberculosis; a coordinated approach
and usually more than one person are necessary. Please consult the State TB Program when you
have a person with confirmed or suspect TB.

CONTACTS FOR CONSULTATION

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / State TB Program: (608) 261-6319, (608) 266-9452, (608) 266-3729
http://www.dhs.wisconsin.gov/tb/index.htm

WISCONSIN STATE LABORATORY OF HYGIENE: Mycobacteriology Laboratory
(608) 262-1618

IV. RELATED REFERENCES

Heymann DL, ed. Tuberculosis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 639 — 658.

Pickering LK, ed. Tuberculosis. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 181, 680 -
700.

Centers for Disease Control and Prevention. Treatment of Tuberculosis. American Thoracic
Society, CDC, and Infectious Diseases Society of America. 2003. MMWR 52(No. RR-11).
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http://www.cdc.gov/mmwr/PDF/rr/rr5211.pdf

Centers for Disease Control and Prevention. Guidelines for Preventing the Transmission of
Mycobacterium tuberculosis in Health-Care Settings. 2005. MMWR 54(No. RR-17).
http://www.cdc.gov/mmwr/pdf/rr/rr5417.pdf

Centers for Disease Control and Prevention. Guidelines for the Investigation of Contacts of
Persons with Infectious Tuberculosis: Recommendations from the National Tuberculosis
Controllers Association and CDC. 2005. MMWR 54 (No. RR-15, 1-37).
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5415al.htm

Centers for Disease Control and Prevention. Controlling Tuberculosis in the United States.
Recommendations from the American Thoracic Society, CDC and the Infectious Diseases
Society of America. 2005. MMWR 54 (No. RR-12).

National Tuberculosis Controller Association and National Tuberculosis Nurse Coalition.
Tuberculosis Nursing: A comprehensive guide to patient care. 2" ed. 2011.
http://tbcontrollers.org/docs/NursesManual/TBNursingManual06132011.pdf ; user name
“manual”, password “2publish”.

Centers for Disease Control and Prevention. Core Curriculum on Tuberculosis: What the
clinician should know. 2011. http://www.cdc.gov/tb/education/corecurr/index.htm

Centers for Disease Control and Prevention. Targeted Tuberculin Testing and Treatment of
Latent Tuberculosis Infection. 2000. MMWR 2000; 49 (No. RR-6).
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4906al.htm

Centers for Disease Control and Prevention. Updated Guidelines for Using Interferon Gamma
Release Assays to Detect Mycobacterium tuberculosis Infection — United States, 2010. MMWR
59 (RR-5); 1-25.

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5905al.htm?s cid=rr5905al_e

Centers for Disease Control and Prevention. Updated Guidelines for the Use of Nucleic Acid
Amplification Tests in the Diagnosis of Tuberculosis. 2009. MMWR 58 (01); 7-10
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5801a3.htm?s_cid=mm5801a3_e
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Transmissible Spongiform Encephalopathy (TSE)

Creutzfeldt-Jakob disease (CJD)
Last revised April 2012

I. IDENTIFICATION

A. BACKGROUND: TSE is the general term for any prion disease occurring in any species. Human TSEs
encompass sporadic Creutzfeldt-Jakob disease (CJD), iatrogenic CJD, familial CJD, and variant CJD.

B. CLINICAL DESCRIPTION: All of these entities are progressive neurodegenerative conditions which
are invariably fatal. All are characterized by progressive dementia, myoclonus, and ataxia, with death
typically ensuing within 6-7 months after onset.

C. REPORTING CRITERIA / CASE DEFINITION: Because the actual surveillance case definitions are
relatively complex and lengthy, the DPH, in conjunction with an expert advisory panel, has developed
reporting criteria that should be used by clinicians to determine whether a potential case should be
reported. The case definition needs to be applied only by DPH investigators and appears at the end of this
section after the references.

Reporting Criteria — a possible TSE should be suspected and reported in any patient with:

1. Dementia of early onset (<55 years of age) OR

2. Rapidly progressive dementia at any age, with one or more of the following:

e Movement disorders (e.g., myoclonus, ataxia)
¢ Painful sensory symptoms
e Visual disturbances OR

3. Any case of physician diagnosed TSE

D. LABORATORY CRITERIA FOR CONFIRMATION: Diagnosed by neuropathological techniques as
outlined below in the case definitions.

E. CASE CLASSIFICATION: Confirmed, probable, and possible case definitions are listed below.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable Disease Case
Report (F-44151), or by other means within 72 hours upon recognition of a case or suspected case..

B. EPIDEMIOLOGY REPORTS REQUESTED:
o Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
o Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS: Local health departments need to notify DPH when notified
about a suspect case. Investigations are conducted by DPH staff.

I11. CONTACTS FOR CONSULTATION
BCD / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: 608-266-2154 or 608-267-0401
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IV. RELATED REFERENCES

1. Heymann DL, ed. Transmissible Spongiform Encephalopathies. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 216-222.

2. Prion Dementia - Information for Wisconsin Medical Providers
V. ATTACHMENT - CASE DEFINITIONS (see section I.[c] above re. reporting criteria)

WHO Diagnostic Criteria for Creutzfeldt-Jakob Disease (CJD)

1. Sporadic CJD

Definite:

Diagnosed by standard neuropathological techniques, and/or immunocytochemically, and/or Western blot
confirmed protease-resistant PrP, and/or presence of scrapie-associated fibrils.

Probable:
Progressive dementia and at least two out of the following four clinical features:
» Myoclonus
* Visual or cerebellar signs
* Pyramidal/extrapyramidal signs
* Akinetic mutism
AND
» A typical EEG during an illness of any duration; and/or a positive 14-3-3 CSF assay and a clinical
duration to death of <2 years
* Routine investigations should not suggest an alternative diagnosis

Possible:
Progressive dementia and at least two out of the following four clinical features:
» Myoclonus
* Visual or cerebellar signs
* Pyramidal/extrapyramidal signs
* Akinetic mutism
AND
* No EEG or atypical EEG and duration <2 years

2. latrogenic CJD: Progressive cerebellar syndrome in a recipient of human cadaveric-derived pituitary
hormone, or Sporadic CJD with a recognized exposure risk (e.g. antecedent neurosurgery with dura mater
implantation).

3. Familial CJD: Definite or probable CJD plus definite or probable CJD in a first degree relative; and/or
Neuropsychiatric disorder plus disease-specific PrP gene mutation.

WHO Diagnostic Criteria for Variant Creutzfeldt-Jakob Disease in the United States

I. Definite Variant CJD: Neuropathologic examination of brain tissue is required to confirm a diagnosis of
variant CJD. The following confirmatory features should be present.

a. Numerous widespread kuru-type amyloid plaques surrounded by vacuoles in both the cerebellum and

cerebrum - florid plaques.
b. Spongiform change and extensive prion protein deposition shown by immunohistochemistry throughout
the cerebellum and cerebrum.
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I1. Suspected Variant CJD

a. Current age or age at death <55 years (a brain autopsy is recommended, however, for all physician-
diagnosed CJD cases).

b. Psychiatric symptoms at illness onset and/or persistent painful sensory symptoms (frank pain and/or
dysesthesia).

c. Dementia, and development > 4 months after illness onset of at least two of the following five neurologic
signs: poor coordination, myoclonus, chorea, hyperreflexia, or visual signs. (If persistent painful sensory
symptoms exist, > 4 months delay in the development of the neurologic signs is not required).

d. A normal or an abnormal EEG, but not the diagnostic EEG changes often seen in classic CJD.

e. Duration of illness of over 6 months.

f. Routine investigations of the patient do not suggest an alternative, non-CJD diagnosis.

g. No history of receipt of cadaveric human pituitary growth hormone or a dura mater graft.

h. No history of CJD in a first degree relative or prion protein gene mutation in the patient.

NOTE

1. If a patient has the typical bilateral pulvinar high signal on MRI scan, a suspected diagnosis of variant CJD
requires the presence of a progressive neuropsychiatric disorder, d, e, f and g of the above criteria, and four
of the following five criteria: 1) early psychiatric symptoms (anxiety, apathy, delusions, depression,
withdrawal); 2) persistent painful sensory symptoms (frank pain and/or dysesthesia); 3) ataxia; 4) myoclonus
or chorea or dystonia; and 5) dementia.

2. A history of possible exposure to bovine spongiform encephalopathy (BSE) such as residence or travel to a
BSE-affected country after 1980 increases the index of suspicion for a variant CJD diagnosis.
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TETANUS
Last revised July, 2011

I. IDENTIFICATION

Tetanus is an acute disease induced by an exotoxin of the bacteria Clostridium tetani, which grows
anaerobically at the site of an injury. Tetanus spores are usually introduced into the body through a
contaminated puncture, laceration, or other wound or by injected contaminated drugs. Tetanus is not
transmissible from person to person.

A. CLINICAL DESCRIPTION: An illness with acute onset of hypertonia (extreme tension of the
muscles) and/or painful muscular contractions (usually of the muscles of the jaw and neck) and
generalized muscle spasms without other apparent medical cause (as reported by a health
professional).

B. REPORTING CRITERIA: Clinical diagnosis

C. LABORATORY CRITERIA FOR CONFIRMATION: There are no laboratory findings
characteristic of tetanus

D. WISCONSIN CASE DEFINITION: An illness that meets the clinical description of tetanus

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient’s local
health department either electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F-
44151), or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically—Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy—Acute and Communicable Disease Case Report (F-44151) AND
Tetanus Surveillance Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
e Investigate case to determine circumstances of the wound and history of
tetanus vaccination.
e Educate all individuals involved with case about the importance of preventing tetanus by
keeping up to date with booster vaccinations.

D. PREVENTION MEASURES:
Vaccination with tetanus toxoid vaccine
e For children aged 6 weeks through 6 years, routinely administer tetanus toxoid vaccine as
DTaP (diphtheria toxoid, tetanus toxoid, and acellular pertussis vaccine). The primary



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.cdph.ca.gov/programs/immunize/Documents/A.%20Tetanus%20Surveillance%20Worksheet%20%28CDC%29.pdf
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series of 4 doses should be received at 2, 4, 6 and 15-18 months of age. A booster dose is
recommended at school entry (4-6 years of age).

e For individuals age 7 years and older, every 10 years (usually starting at 11-12 years of age)
routinely administer a tetanus toxoid booster as Td (tetanus toxoid, diphtheria toxoid). A
one-time dose of Tdap vaccine (tetanus toxoid, diphtheria toxoid, acellular pertussis
vaccine) should be substituted for Td if the individual has not previously received a dose of
Tdap and is one of the following: (1) less than age 10 years and is not fully vaccinated* for
pertussis, (2) age 11-64 years, or (3) age 65 years or older and anticipates having close
contact with an infant aged less than 12 months.

* Fully vaccinated is defined as 5 doses of DTaP or 4 doses of DTaP if the fourth dose was
administered on or after the fourth birthday.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES — TRIBAL AGENCIES:

C.

D.

http://www.dhs.wisconsin.gov/localhealth/index.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959.

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division

Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

Heymann DL, ed. Control of Communicable Diseases Manual. 19th ed. Washington, DC:
American Public Health Association, 2008: 602-608

Pickering LK, ed. Tetanus. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:655-660

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable
diseases. Centers for Disease Control and Prevention, Atlanta, GA, 2008
http://www.cdc.gov/vaccines/pubs/surv-manual

Centers for Disease Control and Prevention. Updated Recommendations for Use of Tetanus
Toxoid, Reduced Diphtheria Toxoid and Acellular Pertussis (Tdap) Vaccine from the Advisory
Committee on Immunization Practices. MMWR. January 14, 2011/ 60(RR-01); 13-15
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6001a4.htm?s_cid=mm6001a4 w

Atkinson W, ed. Tetanus. In: Epidemiology and Prevention of Vaccine-Preventable Diseases. 12th
ed. Washington DC: Public Health Foundation, 2011:291-300
http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm




http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

http://www.cdc.gov/vaccines/pubs/surv-manual/

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6001a4.htm?s_cid=mm6001a4_w

http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm
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TOXIC SHOCK SYNDROME

(Staphylococcal or Streptococcal)
Last revised July 29, 2011

IDENTIFICATION
A. CLINICAL DESCRIPTION: Toxic shock syndrome (TSS) is a severe toxin-mediated illness

associated with invasive or noninvasive infection by Staphylococcus aureus or, as in the case of
Streptococcal Toxic Shock Syndrome (STSS), by group A Streptococcus (Streptococcus
pyogenes). Streptococcal toxic shock syndrome (STSS) is most often associated with infection
of a cutaneous lesion and is characterized by a rapidly progressing clinical course. Toxic shock
syndrome due to staphylococcal infection has been associated with tampon and intravaginal
contraceptive use, recent childbirth or abortion, and complication of surgical or non-surgical
wounds. The case fatality rate (CFR) for TSS due to Staphylococci is about 5%; however, the
CFR for STSS may exceed 50%.

. REPORTING CRITERIA: Clinical diagnosis.

. LABORATORY CRITERIA FOR CONFIRMATION: Please see Toxic Shock Syndrome Case

Criteria Worksheet.

. WISCONSIN CASE DEFINITION: Due to extensive and complex case definition criteria for

both TSS and STSS, please use the Toxic Shock Syndrome Case Criteria Worksheet to
determine if case meets confirmatory criteria.

ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY IlI:

Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Toxic Shock Syndrome Case Criteria Worksheet

. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm
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C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-3421

IV. RELATED REFERENCES
e Council of State and Territorial Epidemiologists. Nationally Notifiable Infectious Conditions:
Toxic-Shock Syndrome 2011 Case Definition.
http://www.cdc.gov/osels/ph_surveillance/nndss/casedef/toxicsscurrent.htm

e Council of State and Territorial Epidemiologists. Nationally Notifiable Infectious Conditions:
Streptococcal Toxic-Shock Syndrome 2010 Case Definition.
http://www.cdc.gov/osels/ph_surveillance/nndss/casedef/streptococcalcurrent.htm

e Heymann DL, ed. Toxic Shock Syndrome. In: Control of Communicable Diseases Manual.
19th ed. Washington, DC: American Public Health Association, 2008:576-577

e Pickering LK, ed. Staphylococcal infections and group A streptococcal infections. In: Red
Book: 2009 Report of the Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL:
American Academy of Pediatrics, 2009:601-628

e The working group on severe streptococcal infections. Defining the group A streptococcal toxic
shock syndrome: rationale and consensus definition. JAMA, 1993;269:390-391

e Wharton M, Chorba TL, Vogt RL, Morse DL, Buehler JW. Case definitions for public health
surveillance. MMWR Recommended Reports, 1990;39(RR-13):1-43



http://www.cdc.gov/osels/ph_surveillance/nndss/casedef/toxicsscurrent.htm

http://www.cdc.gov/osels/ph_surveillance/nndss/casedef/streptococcalcurrent.htm
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SERVICES
Centers for Disease Control and Prevention BRUCELLOSIS CASE REPORT FORM OMB No. 0920-0004
Atlanta, GA 30033 Exp. Date 6/30/2013

Brucellosis Case Report Form General Instructions
Please complete as much of the form as possible. The instructions below explain each variable.
If you have questions, please contact Bacterial Special Pathogens Branch at (404) 639-1711.

Send the completed form with all personal identifiers removed to:
Mail: Centers for Disease Control & Prevention
ATTN: Bacterial Special Pathogens Branch
Mailstop A30
1600 Clifton Rd NE
Atlanta, GA 30333

Fax:  (404)929-1590

Patient identifier information (NOT transmitted to CDC)

Patient Name Patient’s full name

Phone Patient’s phone number

Patient Chart Number Medical chart number for patient

Address Patient’s address including street and city

State, Zip Patient’s state of residence and zip code

Hospital Name Name of the hospital where the patient is admitted or seen

Information obtained for confirmed and probable brucellosis cases

PATIENT & PHYSICIAN INFORMATION

State Case ID Unique identifier given by the state health department.

Investigator State health department investigator name.

Date Reported Date the case was reported to state.

Physician Primary health care provider name.

Phone Primary health care provider phone number and/or pager.

NETSS Number If case submitted to NETSS, include the NETSS-generated Case ID number.

DEMOGRAPHICS

State of Residence Use the 2 letter postal abbreviation (e.g., NY) of patient’s state of residence.

County of Residence Patient’s county of residence.

Age Age of patient at time of diagnosis; indicate age unit as months or years.

Sex Genetic sex of patient (i.e., male or female).

Pregnant Pregnancy status at time of diagnosis.

Country of Birth Indicate original country of birth, including U.S. born. If unknown, please enter “Unknown”.

Ethnicity Indicate ethnicity of patient.
Race of patient as noted in the chart or reported by physician or infection control personnel (ICP). Multiple

Race boxes may be checked. Do not make assumptions based on name or native language. If race is unknown,
please check “Unknown”.

Occupation Indicate occupation at time of disease onset. Specify past occupation(s) if relevant.

CLINICAL INFORMATION AND TREATMENT

Disease Presentation Disease presentation- a date determined by duration from onset of symptoms to date of diagnosis.

Symptoms, Signs, and | Select patient-described symptoms and signs identified upon examination. Enter date of onset or diagnosis if

Associated Diagnoses | known (mm/dd/yyyy). If exact date is unknown, an approximate date [e.g., mm/yyyy] is acceptable.

- Indicate whether the patient was admitted to a hospital due to this illness. Enter admission and discharge date,
Hospitalized? if applicable.






Deceased?

Indicate if the patient died of this illness. Enter date if applicable.

Treatment and
Duration

Select whether the patient has completed their treatment. Select the prescribed antimicrobial agents, amount,
and duration for each. If prescribed other antimicrobials, enter the generic name, amount, and duration, if
known. NOTE: If an agent is taken twice daily, enter the total prescribed mg/day (e.g., 100 mg BID- enter 200
mg/day).

RISk FACTORS

Travel

Select whether the patient traveled out of state or country in the past six months, and where and when if
applicable.

Animal Contact

Select which animals and type of contact, if any, the patient had in the past 6 months.

Unpasteurized Dairy

Select if the patient consumed unpasteurized (raw) dairy in the past six months. Choose type of animal,
owner of the animal the dairy came from, what products were eaten, and location of product.

Confirmed Case

Select if the patient is linked to a confirmed case. If yes, select the relationship to the patient.

Similar Illness

Select if the patient is aware of a contact having a similar illness. If yes, select the relationship to the patient.

Risk Status

If the patient had a known exposure to Brucella, indicate the exposure source and the location of exposure.
Also indicate the assessed risk status of the exposure. Finally, if exposed to a Brucella vaccine, indicate to
which vaccine the case was exposed.

The CDC exposure guidelines are available at www.cdc.gov/mmwr/preview/mmwrhtml/mm5702a3.htm.

If a laboratory exposure did occur, review these assessment, monitoring, and prophylaxis recommendations.
For assistance, contact CDC at the phone number listed on page one.

Received Post-Exposure

Prophylaxis (PEP)

If the patient was exposed to Brucella, indicate if the patient took PEP, or reasons for not taking PEP.

Completed PEP

If exposed, indicate if the patient completed the entire course of PEP as prescribed. CDC recommended PEP
regimen is doxycycline 100 mg orally twice a day plus rifampin 600 mg orally once a day for 21 days.

LABORATORY DATA

NOTE: Complete a new Laboratory Data section for each laboratory receiving and processing patient samples.
Leave the test field blank for each test not performed.

Case Status

Indicate case classification. Confirmed and Probable cases must be reported to NETSS by the next regularly
scheduled transmission cycle. CDC must be notified of multiple cases which are temporal/spatial clusters within
24 hours of the cases meeting the notification criteria (CSTE Position Statement 09-SI-04).

Laboratory Name

Enter the laboratory name and address which processed the sample. For each laboratory that processed the
sample, start a new laboratory section. Submit a copy of page four for each laboratory involved in testing.

Received From

Enter the name, city, and state of the laboratory from which the specimen is received; include date of receipt.

Paired Serologic
Tests

If a paired agglutination test was done, enter results in this table. If known, enter the agglutination test (SAT,
BMAT, Tube AT). Indicate which titers were run- total antibody (complete) and/or IgG (reduced). Enter in the
acute and convalescent titers. Indicate if one, both, or paired titers are positive. Enter the testing laboratory’s
positive cut-off value for the test. If a single titer was done, enter as an acute titer.

For ELISA, indicate if IgG, IgM, or both titers were run. Enter in the acute and convalescent titers and if one,
both, or paired titers are positive. Enter the testing laboratory’s positive cut-off value for the test.

Date Collected Enter the dates the acute and convalescent samples were collected.

Other Serologic Enter the value or titer in the row of the test completed, and whether the test was considered positive. If the test

Tests used is not listed, enter name and results in “Other”. Indicate the laboratory’s positive cut-off value for the test.
Select whether PCR and/or culture was attempted. Indicate the source of specimen used for the specified test.

Other Tests Enter the date of specimen collection, if the test was positive, and the species identified (e.g.: abortus, canis,

melitensis, suis, other).

Specimen Cultured

Indicate if the specimen for culture was collected prior to administration of antimicrobial therapy.

Isolate Reported
to CDC

Indicate if a culture-positive result of a select agent was reported to CDC, as required by regulation. Reporting
requirements and forms are available at http://www.selectagents.gov/.

Laboratory Exposure

Select if laboratory workers were possibly exposed during specimen processing. The CDC exposure guidelines
are available at www.cdc.gov/mmwr/preview/mmwrhtml/mm5702a3.htm. If a laboratory exposure did occur,
review these assessment, monitoring, and prophylaxis recommendations. For assistance, contact CDC at the
phone number listed on page one.

Exposure Reported
to CDC

If a laboratory exposure occurred, indicate if the “release” of a select agent was reported to CDC, as required by
regulation. Reporting requirements and forms are available at http://www.selectagents.gov/.

Specimens to CDC

Indicate if the specimen was sent to CDC for testing.

Specimen available

Indicate if the specimen is still available, if needed for future testing.
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Reset Form

Reset Case ID Information

-BRUCELLOSIS CASE REPORT-

Case Name Phone Medical Chart No.
Address State, Zip Hospital Name
ey, T Remove case identifier information prior to transmission tocdc.
§ DEPARTMENT OF HEALTH
5 C. AND HUMAN SERVICES BRUCELLOSIS CASE REPORT FORM Form Approved
o, Centers for Disease Control and Prevention OMB No. 0920-0004
Atlanta, GA 30033 Exp. Date 6/30/2013 =
- CASE & PHYSICIAN INFORMATION -
State Case ID Physician Phone Number
Investigator . . - —
Date Reported (mm/dd/yyyy) NETSS ID No (if notified): CASED ___ SITE  STATE
- DEMOGRAPHICS -
State of Residence County of Residence Age CmosCyrs  Sex [Male [JFemale CJUnknown
Pregnant[] Yes [JNo ] Unknown Country of Birth Ethnicity []Hispanic [JNon-Hispanic [] Unknown

Race [] American Indian/ Alaskan Native . . . . .-
[JAsian [ Black L] White Occupation [ Animal research [] Medical research [ Dairy 1 Laboratory Cwildiife

Native Hawaiian or Other Pacific Islander R_anche_r O Slaughterhouse O '_I'annery/rendering [ veterinarian/Vet Tech

[J Unknown [] Other: Lives with person of above occupation [_| Other
- CLINICAL INFORMATION AND TREATMENT -

Disease Presentation ] Acute (0-8 weeks) [] Subacute (8 weeks - <1 yr) [] Chronic (1 yr+) [_] Unknown
Symptoms, Signs, and Associated Diagnoses (indicate date of onset or diagnosis (mm/dd/yyyy) ):

.
/|
O

Yes No Unk Symptom Date Onset Yes No Unk Symptom/Sign Date Diagnosis Yes No Unk Signs Date of Diagnosis
Fever EI D D Anorexia D D D Hepatomegaly
Max temp: (circle) °F or °C EI D D Myalgia D D Splenomegaly
D D D Night sweats EI D D Weight loss EI D D Arthritis
Oogogd Arthralgia O O O Endocarditis Oo0o Meningitis
[N Headache O O O orcnitis OQggd Spondylitis
O0n0 Fatigue Oo0ogd Epididymitis OO O other
Was the case hospitalized If yes, admission date: mm/dd/
because of this iliness? [ ves LINo L Unknown If prlicable, discharge date: Emm/dd/xx;
Is the case deceased? D Yes D No D Unknown If yes, date of death: (mm/dd/yyyy):
Treatment and Duration (check all that apply): EI Currently under treatment D Completed treatment D Not treated
|:|Doxycycline mg/day _ days ] other: mg/day days
DRifampin mg/day _ days [ other: mg/day days
|:|Streptomycin mg/day _ days [ other: mg/day days

- RISK FACTORS -
In the 6 months prior to illness onset, did the case: Travel outside state of residence? []Yes []No [JUnknown

If Yes, where? Dates of travel to (mm/dd/yyyy)
If Yes, where? Dates of travel to (mm/dd/yyyy)

Have contact with animals? D Yes D No D Unknown Who owns the animal(s)?

Type of contact Cattle| Pig | Goat| Sheep | Dog | Deer | Bison | Elk Other Case | Private | Wild | Commercial | Unknown
Birthing/animal products O O d O O O O 10|04 O O O O O
Skinning/slaughter O O g O O O O 1|4 O O O O O
Hunting O/ 00000 jo|an O 0O |0 [ [l
Other: oo o/g/o,giioo_ O 0 [0 O O

Consume unpasteurized dairy or undercooked meat? EIYes D No |:|Unknown In what country was the product acquired?

Type of food product Cattle| Pig | Goat | Sheep | Dog | Deer | Bison | Elk Other U.S. Other Other
Milk o oo oroyoro [] [l
Fresh/soft cheese Ol 0Ol O || Ol 0O 0O/00 || 1
Undercooked meat Ol 0Ol O || Ol 0O 0O/00 || 1
Other: | Oogr— | ]

Have a link to a confirmed case? EIYes DNo DUnknown |:|Househo|d |:|Neighbor |:|Coworker

Know of similar illness in contact? []Yes [JNo [JUnknown Who? O other:

Have an exposure ECIinical specimen []Isolate Where did the []Clinical setting [_] Laboratory [_] Farm/Ranch

to a Brucella? Vaccine  [[] Unknown exposure occur? []Surgery []Unknown [] Other:

Exposure Risk Status: [ JHigh [[] Low [] Unknown If exposed to vaccine, Indicate which: []S19 [JRB51 [JRev1 []Other

Receive post-exposure Yes []No Unaware of exposure [_]Unavailable []Allergic [] Pregnant
prophylaxis (PEP)? Unknown Unknown Other:

If yes, did case complete course? [_]Yes [_]No [JUnknown []Partial explain:

Public reporting burden of this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information
unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this
burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-0004).

If no, why not?

Save Form Next Page






Previous Page
- CASE DEFINITION (2010) -
Confirmed: A clinically compatible iliness with definitive laboratory evidence (i.e.: culture and identification of Brucella spp. from clinical specimens OR
serological evidence of a fourfold rise in Brucella antibody titer in paired acute and convalescent serum specimens greater than or equal to 2 weeks apart).
Probable: A clinically compatible illness epidemiologically linked to a documented Brucella case OR has presumptive laboratory evidence (i.e.: Brucella total
antibody titer of greater than or equal to 160 by standard tube agglutination test (SAT) or Brucella microagglutination test (BMAT) in one or more serum
specimens obtained after onset of symptoms OR detection of Brucella DNA in a clinical specimen by PCR assay).

- LABORATORY DATA -

NOTE: Complete a new Laboratory Data section for each laboratory receiving and processing case samples. Print extra copies if necessary.
Leave the test field blank for each test not performed.
Case Status D Culture confirmed D Serologically confirmed D Probable
Laboratory Name: City: State: Zip:
Date Received
Received From: City: State: (mm/dd/yyyy):
Below, indicate Yes or No only if the test or procedure was performed. Lack of selection indicates that the test was not performed.
Paired Serologic Tests Titers Acute Titer Convalescent Titer Positive? Positive Cut-off:
Agglutination [ Total antibody o o Yes [ No [ unknown
Test: OligG o L yes [CINo ] Unknown
ELISA: g o o Oyes CNo K Unknown
Oigm o o [Yes [ No [ Unknown
Date Sample Collected: Acute: Convalescent:
Other Serologic Tests Titer or Value Positive? Positive Cut-off ‘
Rose Bengal o Cyes [CINo [ unknown
Coombs IgG _: [Oves ONo [Ounknown
Other: s CIyes CONo [ unknown
Other: (___ )y [Oyes ONo [Ounknown |
Other Tests Source of Specimen Date Collected Positive? Species
PCR HCB:Iglc:)d Hg:);:re?ss/wound ] Bone Marrow [1Yes [INo []Unknown
Culture Egggd Egtt);::ss/wound [ Bone Marrow [JYes [CINo [JUnknown
Was the specimen for culture collected prior to antimicrobial therapy? [JYes CINo ] Unknown
If culture positive, was the identification of a select agent reported to CDC? [JYes [C1No [JUnknown
Did a possible laboratory exposure occur? [dYes CINo [CJunknown If yes, was it reported to CDC?  []Yes [C]No [CJUnknown
Were specimens sent to CDC for testing? [ vyes CINo CJunknown Is the specimen still available?  []Yes [JNo [JUnknown
Print Save Form
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TYPHOID AND PARATYPHOID FEVER SURVEILLANCE REPORT 'II/////IIJ

o%'nh STATE LAB ISOLATE ID NO. ConTroL ANS PREVENTION
CEL CDC NO.:

Instructions:

— Please complete this form only for new, symptomatic, culture-proven cases of typhoid or paratyphoid fever. —Form Approved OMB No. 0920-0009

1. Reporting 2. First three letters of 3. Date or Age:
State: patient’s last name: of birth: (in years)
o. Day Yr.
4. Sex: 5. Does the patient work as a foodhandler? 6. Citizenship: (21

Cvae Cremate Clves [Cvo  Cunk. Clus. Cother: Cun.

CLINICAL DATA

7. Was the patient ill with typhoid If Yes, give date of 8. Was the patient If Yes, how many days was | 9. Outcome of case:
or paratyphoid fever? (fever, onset of symptoms: hospitalized? the patient hospitalized?
abdominal pain, headache, etc) EIRecovered EIDied

[Clves [Cno  [unk. Cdves [Ino  [Tunk. [Junk.

"LABORATORY DATA

10. Date Salmonella first isolated: Site(s) of isolation:
(check all that apply)
[Biood [Jstool  [Jaat bladder  [_lother (specify):
Mo Day r Serotype:

EIS. Typhi EI S. Paratyphi A EIS. Paratyphi B EIS. Paratyphi C

11. Was antibiotic sensitivity testing performed © AMPICHTIN: ..o EIYes DNo EINot tested
on this (these) isolate(s) at the laboratory? If Yes, was oo
(Please contact the clinical laboratory for the oryganism * Chloramphenicol: ...........cccceiiiieiiicnieieeceeee EIYes DNO DNot tested
this information) resistant to: | ¢ Trimethoprim-sulfamethoxazole: .............c........ EIYes DNo EINot tested

EIYes DNO EIUnk. * Fluoroquinolones (e.g., Ciprofloxacin):.............. EIYes EINO EINot tested
EPIDEMIOLOGIC DATA

12. Did this case occur as part of an outbreak?
(two or more cases of typhoid or paratyphoid fever associated by time and place) EIYes EI No EIUnk.
Ye ived:
13. Did the patient receive typhoid vaccination Jarreceive
rimary series or booster) within
(fpive ygars before onset ()Jf ilness? If Yes * Oral Ty21a or Vivotif (Berna) four pill series:..... EI Yes EINO EI Unk.
indicate type
Cves Cno DClunc of vaccine * ViCPS or Typhim Vi shot (Pasteur Merieux): .... EIYes EINo EI Unk.
received:
14. Did the patient travel or live outside If Yes, please list in order the countries visited during the 30 days
the United States during the 30 days before the illness began: (other than the United States) Date of most recent return or
before the illness began? entry to the United States:
1. 3.
EIYes EINo EIUnk. 2 4
- - 0. Day Yr.
15. Was the purpose of the international travel:
a.) BUSINESS? ..o EIYes EINo EIUnk. d.) Immigration to U.S.? ............. EIYes DNO EIUnk.
b.) Tourism? ..o EIYes EINO EI Unk. €.) Other? ..o, EIYes EINO EIUnk.
c.) Visiting relatives or friends? ............... EIYes EINo EI Unk. (if other, specify):
16. Was the case If Yes, was the carrier previously
traced to a typhoid or paratyphoid carrier? ...................... DYes D No EIUnk. known to the health department?..... EIYes EINO EIUnk.

17. Comments:

18. Name of Person
Completing Form:

Address:

Telephone: Date:
Mo. Day Yr.

— THANK YOU VERY MUCH FOR TAKING THE TIME TO COMPLETE THIS FORM —

Please send a copy to your STATE EPIDEMIOLOGY OFFICE and the
FOODBORNE AND DIARRHEAL DISEASES BRANCH, CENTERS FOR DISEASE CONTROL AND PREVENTION,
Mailstop A-38, Atlanta, Georgia, 30333. . Fax: (404) 639-2205
Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and

reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate
or any other aspect of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-24, Atlanta, Georgia 30333; ATTN: PRA (0920-0009).

CDC 52.5 (E), 6/1997 Rev. 3/2007 TYPHOID AND PARATYPHOID FEVER SURVEILLANCE REPORT PAGE 1 OF 1
(CDC Adobe Acrobat 5.0 Electronic Version, 10/2003) - .
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1st COPY — STATE HEALTH DEPARTMENT

Babesiosis Case Report Form

Form Approved
OMB No. 0920-0004
Exp. Date 8/13/2014

Reset Form

Patient's name: Date submitted: (mm/dd/yyyy)
Clinician’s
Address: Clinician’s name: Phone no.: o
City: NETSS ID No.: (if reported) - -
Case ID Site State
. |

Classify case based on the CDC case definition: EI Confirmed EI Probable [specify: E] (a) EI (b)i EI (b)ii] EI Suspect
Demographic and Clinical Data
For dates, be as specific as possible. However, approximates [e.g., mm/yyyy] are acceptable.
State of residence: | County of residence: Zip code: Sex: Date of birth: Age:

Male years

Postal Female — months
brv:  —
> Unknown (mm/dd/yyyy) |_| days
Race (check Alaska Native or Ethnicity: [] Hispanic/Latino

American Indian

|:| Asian

Was the case-patient symptomatic? EI Yes EI No EI Unk
If yes, date of onset: (mm/dd/yyyy)

|:| Pacific Islander
|:| Not specified

1 white
|:| Black/African American

[] Not Hispanic/Latino

all that apply):
] Unknown

Is the case-patient asplenic? EI Yes EI No EI Unk
If splenectomy, date of surgery: (mm/dd/yyyy)

Clinical Manifestations

Yes No Unk Yes No Unk Yes No Unk

O O [O Fever 0 O [ Headache O O O Myalgia
O O [ Anemia O 0O O chis O O O Arhralgia
[0 O [ Thrombocytopenia O O [ sweats

Other clinical manifestations (specify):

Specify any complications in the clinical course of infection:
[J Acute respiratory distress [J congestive heart failure  [_] Renal failure
|:| Disseminated intravascular coagulation (DIC) |:| Myocardial infarction |:| Other:

Did the case-patient die? EI Yes EI No EI Unk

If yes, date of death: (mm/dd/yyyy)
Was the death related to the infection? EI Yes ﬁ/ No EI Unk
Did the case-patient receive antimicrobial treatment for this infection? EI Yes EI No EI Unk

If yes, which drugs (select all that apply)? |:| Clindamycin |:| Quinine |:| Atovaquone |:| Azithromycin |:| Other:
e

Epidemiologic Factors

Was the case-patient’s infection transfusion associated? EI Yes EI No EI Unk
Was the case-patient a blood donor identified during a transfusion investigation? EI Yes EI No EI Unk

[J None

Was the case-patient hospitalized (at least overnight) for this
infection? EI Yes EI No EI Unk
If yes, number of days:

|:| Hunting |:| Yard work

Engage in outdoor activities? EIYes EI No EI Unk g?:;?_mg Hiking

Spend time outdoors in or near wooded or brushy areas? [_] Yes [_] No [] Unk
Notice any tick bites? EI Yes EI No EI Unk  When and where (geographic location)?
Travel out of? EI County EI State EI Country  When and where?
T

Laboratory Testing for Babesia
Please include available results, especially those relevant to case classification.

In the eight weeks before symptom onset or diagnosis (use earlier date), did the case-patient:
If yes, which:

Babesia E Babesia ED
Test species specimen Titer Result Test species specimen Result
P collected P collected

IFA — total Pos [_]Neg Pos[_] Neg

antibody (lg) — | Indeterminate Blood Smear A ~ | Indeterminate
Pos [_]Neg Pos[] Neg

IFA -19G Indeterminate PCR Indeterminate
Pos [JNeg Other (specify): Pos[] Neg

IFA - 1gM | Indeterminate | Indeterminate

Immunoblot NA ] Pos [INeg Other (specify): | Pos [INeg
Indeterminate Indeterminate

Public reporting burden of this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information
unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this
burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-XXXX).
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2nd COPY -CDC

Babesiosis Case Report Form

Form Approved
OMB No. 0920-0004
Exp. Date 8/13/2014

Date submitted: (mm/dd/yyyy)
Clinician’s
Clinician’s name: Phone no.: o
NETSS ID No.: (if reported) - -
Case ID Site State
Classify case based on the CDC case definition: EI Confirmed EI Probable [specify: E] (a) EI (b)i EI (b)ii] EI Suspect
Demographic and Clinical Data
For dates, be as specific as possible. However, approximates [e.g., mm/yyyy] are acceptable.
State of residence: | County of residence: Zip code: Sex: Date of birth: Age:
Male years
Postal Female — months
brv: E—
> Unknown (mm/dd/yyyy) |_| days
Race (check Alaska Native or Ethnicity: [] Hispanic/Latino

American Indian

|:| Asian

Was the case-patient symptomatic? EI Yes EI No EI Unk
If yes, date of onset: (mm/dd/yyyy)

|:| Pacific Islander
|:| Not specified

1 white
|:| Black/African American

[] Not Hispanic/Latino

all that apply):
] Unknown

Is the case-patient asplenic? EI Yes EI No EI Unk
If splenectomy, date of surgery: (mm/dd/yyyy)

Clinical Manifestations

Yes No Unk Yes No Unk Yes No Unk

O O [O Fever 0 O [ Headache O O O Myalgia
O O [ Anemia O 0O O chis O O O Arhralgia
[0 O [ Thrombocytopenia O O [ sweats

Other clinical manifestations (specify):

Specify any complications in the clinical course of infection:
[J Acute respiratory distress [J congestive heart failure  [_] Renal failure
|:| Disseminated intravascular coagulation (DIC) |:| Myocardial infarction |:| Other:

Did the case-patient die? EI Yes EI No EI Unk

If yes, date of death: (mm/dd/yyyy)
Was the death related to the infection? EI Yes H No EI Unk
Did the case-patient receive antimicrobial treatment for this infection? EI Yes EI No EI Unk

If yes, which drugs (select all that apply)? |:| Clindamycin |:| Quinine |:| Atovaquone |:| Azithromycin |:| Other:

[J None

Was the case-patient hospitalized (at least overnight) for this
infection? EI Yes EI No EI Unk
If yes, number of days:

Epidemiologic Factors

Was the case-patient’s infection transfusion associated? EI Yes EI No EI Unk
Was the case-patient a blood donor identified during a transfusion investigation? EI Yes EI No EI Unk

|:| Hunting |:| Yard work

Engage in outdoor activities? EIYes EI No EI Unk g?;g?_mg Hiking

Spend time outdoors in or near wooded or brushy areas? [_] Yes [_] No [] Unk
Notice any tick bites? EI Yes EI No EI Unk  When and where (geographic location)?

Travel out of? EI County EI State EI Country  When and where?

In the eight weeks before symptom onset or diagnosis (use earlier date), did the case-patient:
If yes, which:

Laboratory Testing for Babesia
Please include available results, especially those relevant to case classification.

Babesia E Babesia ED
Test species specimen Titer Result Test species specimen Result
P collected P collected

IFA — total Pos [_]Neg Pos[_] Neg

antibody (lg) — | Indeterminate Blood Smear A ~ | Indeterminate
Pos [_]Neg Pos[] Neg

IFA -19G Indeterminate PCR Indeterminate
Pos [JNeg Other (specify): Pos[] Neg

IFA - 1gM | Indeterminate | Indeterminate

Immunoblot NA ] Pos [INeg Other (specify): | Pos [INeg
Indeterminate Indeterminate

Public reporting burden of this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information
unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this
burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-XXXX).
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Case Definition

Confirmed case:
A case that has confirmatory laboratory results and meets at least one of the objective or subjective clinical evidence criteria,
regardless of the mode of transmission (can include clinically manifest cases in transfusion recipients or blood donors).

Probable case:
(a) A case that has supportive laboratory results and meets at least one of the objective clinical evidence criteria (subjective
criteria alone are not sufficient); or

(b) A case that is in a blood donor or recipient epidemiologically linked to a confirmed or probable babesiosis case (as defined
above) and:
i. has confirmatory laboratory evidence but does not meet any objective or subjective clinical evidence criteria; or
ii. has supportive laboratory evidence and may or may not meet any subjective clinical evidence criteria but does
not meet any objective clinical evidence criteria.

Suspect case:
A case that has confirmatory or supportive laboratory results, but insufficient clinical or epidemiologic information is available for
case classification (e.g., only a laboratory report was provided).

Clinical evidence
e Obijective: one or more of the following: fever, anemia, or thrombocytopenia.
e Subjective: one or more of the following: chills, sweats, headache, myalgia, or arthralgia.

Epidemiologic evidence for transfusion transmission
Epidemiologic linkage between a transfusion recipient and a blood donor is demonstrated if all of the following criteria are met:
(a) In the transfusion recipient:
i. Received one or more red blood cell (RBC) or platelet transfusions within one year before the collection date of a
specimen with laboratory evidence of Babesia infection; and
ii. Atleast one of these transfused blood components was donated by the donor described below; and
iii. Transfusion-associated infection is considered at least as plausible as tick-borne transmission; and
(b) In the blood donor:
i. Donated at least one of the RBC or platelet components that was transfused into the above recipient; and
ii. The plausibility that this blood component was the source of infection in the recipient is considered equal to or greater
than that of blood from other involved donors. (More than one plausible donor may be linked to the same recipient.)

Laboratory criteria for diagnosis

Laboratory confirmatory:

o |dentification of intraerythrocytic Babesia organisms by light microscopy in a Giemsa, Wright, or Wright-Giemsa—stained blood
smear; or

o Detection of Babesia microti DNA in a whole blood specimen by polymerase chain reaction (PCR); or

e Detection of Babesia spp. genomic sequences in a whole blood specimen by nucleic acid amplification; or

e Isolation of Babesia organisms from a whole blood specimen by animal inoculation.

Laboratory supportive:

o Demonstration of a Babesia microti Indirect Fluorescent Antibody (IFA) total immunoglobulin (Ig) or IgG antibody titer of greater
than or equal to ( >) 1:256 (or >1:64 in epidemiologically linked blood donors or recipients); or

e Demonstration of a Babesia microti Immunoblot IgG positive result; or

e Demonstration of a Babesia divergens IFA total Ig or IgG antibody titer of greater than or equal to ( > ) 1:256; or

e Demonstration of a Babesia duncani IFA total Ig or IgG antibody titer of greater than or equal to ( >) 1:512.

Notes:

Print Save Form
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AMEBIASIS
Last revised June 20, 2011

Effective March 1, 2008
This disease is no longer reportable in the State of Wisconsin
The guidelines below should be followed for cases diagnosed prior to March 1, 2008

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: Parasitic infection of the large intestine by Entamoeba histolytica
resulting in an illness of variable severity ranging from mild, chronic diarrhea to fulminant
dysentery. In the U.S. most cases are asymptomatic. Extra-intestinal infection may occur, most
commonly liver abscesses.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
Intestinal amebiasis:
« Demonstration of E. histolytica cysts or trophozoites in stool, OR
o Demonstration of trophozoites in tissue biopsy, culture or histopathology.
Extra-intestinal amebiasis:
o Demonstration of E. histolytica trophozoites in extra-intestinal tissue.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed. Asymptomatic intestinal carriage of E. histolytica should not be reported.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY IlI:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
or
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
e Educate public about proper hand washing after toileting or handling contaminated clothing
or linens, before cooking, or associating with high-risk individuals.
Assess patient’s activities for high-risk settings.
Educate and advise high-risk patients and food handlers on enteric precautions.
Educate high-risk groups to avoid sexual practices that may permit fecal-oral transmission.
Source investigation by LHD.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Treatment recommended for known carriers.
e Determine if case is outbreak-related and notify Regional Office or CDES.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / PARASITOLOGY (608) 263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Amebiasis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 11-15.

e Pickering LK, ed. Amebiasis. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 206-208.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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ANAPLASMOSIS/EHRLICHIOSIS
Last revised July 28, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Human anaplasmosis (HA) and human ehrlichiosis (HE) are two
very similar tick-borne illnesses caused by two different genera of bacteria, Anaplasma and
Ehrlichia, respectively. Anaplasma phagocytophilum, previously referred to as human
granulocytic ehlichiosis (HGE) is the only species in the genus Anaplasma that is known to
cause disease to humans. Anaplasmosis is transmitted by Ixodes scapularis (commonly known
as the deer or blacklegged) ticks and is the second most reported tickborne disease in
Wisconsin. Ehrlichia chaffeensis, previously referred to as human monocytic ehrlichiosis
(HME) and Ehrlichia ewingii are two separate species in the genus Ehrlichia that have been
known to cause human ehrlichioses. In 2009, a third new species of Ehrlichia was identified in
WI and MN. This novel Ehrlichia species referred to as Ehrlichia muris-like (EML) genetically
resembles the Ehrlichia muris species that infects wild mice in Japan.

Historically, ehrlichiosis is less common in Wisconsin because the tick vector (Amblyomma
americanum, commonly known as the lonestar tick) is usually not found in the state. Since
2008, there has been an increase in reports of probable E. chaffeensis cases. One confirmed E.
chaffeensis case with WI exposure to ticks was reported in 2010. From 2009-2010, the new
EML species was identified in eight human cases, two pools of I. scapularis ticks, and one
white-footed mouse (Peromyscus leucopus) in the northwest region of WI. Ehrlichia ewingii
infections are usually not seen in WI.

Initial signs and symptoms for both infections generally include acute onset of fever, sweats,
chills, headache, fatigue, and muscle aches. Other less common signs and symptoms may
include nausea, vomiting, diarrhea, cough, joint pains, confusion, rigors, and rash. Some
individuals may only experience very mild symptoms or be asymptomatic. Clinical laboratory
findings may include thrombocytopenia, leukopenia, and elevated liver enzymes.
Intracytoplasmic bacterial aggregates (morulae) may be visible in the leukocytes of some
patients. Ehrlichiosis infection tends to be more severe than anaplasmosis infections, more
often involving the central nervous system and resulting in life-threatening complications.

Four categories of anaplasmosis/ehrlichiosis should be reported for the purpose of
surveillance:
e Anaplasma phagocytophilum: most currently referred to as human anaplasmosis (HA),
was formerly called human granulocytic ehrlichiosis (HGE), or
e Ehrlichia chaffeensis: formerly known as human monocytic ehrlichiosis (HME), or
e Ehrlichia ewingii: formerly included in the human ehrlichiosis unspecified category, or
e Human anaplasmosis/ehrlichiosis - undetermined: includes
e Case-patients with test results demonstrating cross-reactivity or possible dual infection
with more than one agent (cases with serology test results that have equivalent titers or
less than a four-fold difference in titers between two different species, and that are
unable to be resolved by further testing),
e (Case-patients infected with novel species that have not been classified, including EML
species.
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B. REPORTING CRITERIA: Confirmatory or supportive laboratory findings in an individual
with a clinically compatible illness.

C. LABORATORY CRITERIA FOR CONFIRMATION:

Laboratory confirmed:

e Detection of DNA from an Anaplasma/Ehrlichia species by polymerase chain reaction
(PCR) assay performed in EDTA whole blood, OR

e Fourfold change in IgG antibody titer to antigen from an Anaplasma/Ehrlichia species by
indirect immunofluorescence assay (IFA) between paired serum samples (one collected in
the first week of illness and second collected 2-4 weeks later), OR

e Immunohistochemical (IHC) detection of antigens from an Anaplasma/Ehrlichia species in
a skin biopsy or autopsy sample, OR

e |[solation of an Anaplasma/Ehrlichia species from a clinical specimen in cell culture.

Laboratory supportive (probable):

e Serological evidence of elevated 1gG (IgM antibody titer is not used independently) to an
Anaplasma/Ehrlichia species by IFA, enzyme-linked immunosorbent assay (ELISA), dot-
ELISA, or other assays in other format, OR

e Identification of morulae in the cytoplasm of monocytes or macrophages (for ehrlichiosis)
or in neutrophils or eosinophils (for anaplasmosis) by microscopic examination.

NOTE: Clinical signs of disease caused by these agents are similar; therefore, it is important
to perform testing for all agents.

Current commercially available ELISA tests cannot evaluate changes in antibody titers. IFA
serology is the most common testing employed by commercial laboratories for the detection of
A. phagocytophilum and E. chaffeensis. There is currently no commercial IFA test available
for identification of EML species. CDC has developed an in-house IFA serology test specific
for detecting EML antibodies. PCR testing is the best method for determining a diagnosis
between all the rickettsial agents because it is more specific, sensitive, and does not cross-react.
When performing PCR testing, an EDTA blood sample should be collected before the patient
has been treated with antibiotics. Biopsy/autopsy specimens should be collected when
performing IHC testing.

Serology testing (IFA) requires a four-fold titer change between two serum samples for
confirmation of results. The first sample should be collected within 1 week of illness onset, and
the second sample 2-4 weeks later. CDC uses an IFA IgG titer cutoff (>= 1:64) as positive but
other laboratories may have their own positive cutoff. CDC does not use IgM test results
independently because IgM tests may be unreliable as they lack specificity and can persist for a
long time. When sera demonstrate elevated antibody responses to both Ehrlichia and
Anaplasma species, the agent with the higher antibody response (at least a four-fold) should be
the disease agent reported.

D. WISCONSIN CASE DEFINITION: In 2008, the Wisconsin Division of Public Health adapted
the CSTE/CDC Anaplasmosis and Ehrlichiosis 2008 surveillance case definition.

Clinical criteria for the purpose of surveillance:
Any reported fever and one or more of the following: headache, myalgia, anemia, leucopenia,
thrombocytopenia, or any hepatic transaminase elevation. All positive (IgG titer >=1:64)
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laboratory results need to be accompanied with the patient’s clinical information to determine
case status as listed below:

e Confirmed anaplasmosis/ehrlichiosis: A clinically compatible illness that is laboratory
confirmed for one of the four disease categories above.

e Probable anaplasmosis/ehrlichiosis: A clinically compatible illness that has supportive
laboratory results for one of the four disease categories above.

e Suspect anaplasmosis/ehrlichiosis: A positive laboratory result without any clinical
information (no follow-up information).

Note: Because anaplasmosis is the more common infection in Wisconsin, a single 1gG titer of
>=1:64 to A. phagocytophilum meeting compatible clinical symptoms is classified as probable
anaplasmosis. If equivalent titers are present for both Anaplasma and Ehrlichia and patient
meets compatible clinical symptoms, it can be classified as probable
Ehrlichiosis/Anaplasmosis- undetermined. Since Ehrlichiosis is less common in Wisconsin, it is
important to ask about travel history outside of the county of residence and out of state within
30 days of symptom onset for all Ehrlichia species reported.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
The Wisconsin Tickborne Rickettsial Disease Case Report

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Contact providers for clinical signs and symptoms using the WI Tickborne Rickettsial
Disease case report worksheet for all positive laboratory results.

e Once areport is determined as a confirmed or probable case, interview patients for travel
history (out of county and out of state) within 30 days from onset of symptoms for exposure
risk assessment.

e Educate patient as needed to reduce the risk of exposure to infected ticks, methods to
prevent future infection, and how to create tick-safe zones around patient’s home.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: Diep (Zip) Hoang
Johnson, Vectorborne Coordinator at (608) 267-0249, email: diep.hoangjohnson@wi.gov

C. WISCONSIN STATE LABORATORY OF HYGIENE: Serology (608) 262-0248

IV. RELATED REFERENCES
e Heymann DL, ed. Ehrlichioses In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 212-215

e Pickering LK, ed. Ehrlichia and Anaplasma Infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of
Pediatrics, 2009: 284-287

e Centers for Disease Control and Prevention. Nationally notifiable infectious conditions, United
States 2010
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm

e Centers for Disease Control and Prevention. Diagnosis and management of tickborne rickettsial
diseases: Rocky Mountain spotted fever, ehrlichioses, and anaplasmosis- United States.
MMWR. 2006;55:1-27



http://www.dhs.wisconsin.gov/localhealth/index.htm

mailto:diep.hoangjohnson@wi.gov

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm
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ANTHRAX

(Bacillus anthracis)
Last revised: June 01, 2011

IDENTIFICATION
A. CLINICAL DESCRIPTION:

=

Cutaneous Anthrax: An acute illness, or post-mortem examination revealing a painless
skin lesion developing over 2 to 6 days from a papular through a vesicular stage into a
depressed black eschar with surrounding edema. Fever, malaise and lymphadenopathy may
accompany the lesion.

Inhalation Anthrax: An acute illness, or post-mortem examination revealing a prodrome
resembling a viral respiratory illness, followed by hypoxia, dyspnea or acute respiratory
distress with resulting cyanosis and shock. Radiological evidence of mediastinal widening
or pleural effusion is common.

Gastrointestinal Anthrax: An acute illness, or post-mortem examination revealing severe
abdominal pain and tenderness, nausea, vomiting, hematemesis, bloody diarrhea, anorexia,
fever, abdominal swelling and septicemia.

Oropharyngeal Anthrax: An acute illness, or post-mortem examination revealing a
painless mucosal lesion in the oral cavity or oropharynx, with cervical adenopathy, edema,
pharyngitis, fever, and possibly septicemia.

Meningeal Anthrax: An acute illness, or post-mortem examination revealing fever,
convulsions, coma, or meningeal signs. Signs of another form will likely be evident as this
syndrome is usually secondary to the above syndromes.

REPORTING CRITERIA: Clinical diagnosis or clinical suspicion of anthrax

LABORATORY CRITERIA FOR CONFIRMATION:
Confirmed: A clinically compatible illness with one of the following:

Culture and identification of B. anthracis from clinical specimens by the Laboratory
Response Network (LRN);

Demonstration of B. anthracis antigens in tissues by immunohistochemical staining using
both B. anthracis cell wall and capsule monoclonal antibodies;

Evidence of a four-fold rise in antibodies to protective antigen between acute and
convalescent sera or a fourfold change in antibodies to protective antigen in paired
convalescent sera using Centers for Disease Control and Prevention (CDC) quantitative
anti-PA 1gG ELISA testing;

Documented anthrax environmental exposure AND evidence of B. anthracis DNA (for
example, by LRN-validated polymerase chain reaction) in clinical specimens collected
from a normally sterile site (such as blood or CSF) or lesion of other affected tissue (skin,
pulmonary, reticuloendothelial, or gastrointestinal).

Probable: A clinically compatible illness that does not meet the confirmed case definition, but
with one of the following:

Epidemiological link to a documented anthrax environmental exposure;
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e Evidence of B. anthracis DNA (for example, by LRN-validated polymerase chain reaction) in
clinical specimens collected from a normally sterile site (such as blood or CSF) or lesion of
other affected tissue (skin, pulmonary, reticuloendothelial, or gastrointestinal);

e Positive result on testing of clinical serum specimens using the Quick ELISA Anthrax-PA Kit;

e Detection of Lethal Factor (LF) in clinical serum specimens by LF mass spectrometry

e Positive result on testing of culture from clinical specimens with the RedLine Alert test.

D. WISCONSIN CASE DEFINITION:
A clinically compatible illness that is laboratory confirmed with one of the following:

e Culture and identification of B. anthracis from clinical specimens by the Laboratory
Response Network (LRN);

e Demonstration of B. anthracis antigens in tissues by immunohistochemical staining using
both B. anthracis cell wall and capsule monoclonal antibodies;

e Evidence of a four-fold rise in antibodies to protective antigen between acute and
convalescent sera or a fourfold change in antibodies to protective antigen in paired
convalescent sera using Centers for Disease Control and Prevention (CDC) quantitative
anti-PA 1gG ELISA testing;

e Documented anthrax environmental exposure AND evidence of B. anthracis DNA (for
example, by LRN-validated polymerase chain reaction) in clinical specimens collected
from a normally sterile site (such as blood or CSF) or lesion of other affected tissue (skin,
pulmonary, reticuloendothelial, or gastrointestinal).

ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I:
Report IMMEDIATELY BY TELEPHONE to the patient's local health department upon
identification of a confirmed or suspected case. The local health department shall then notify
the state epidemiologist immediately of any confirmed or suspected cases. Within 24 hours
submit a case report electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report
(E-44151), or by other means.

B. EPIDEMIOLOGY REPORTS REQUIRED:

Electronically Report through WEDSS, including appropriate disease specific tabs
or
Paper Copy - Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

D. PREVENTION MEASURES:
Educate employees handling potentially contaminated articles about modes of transmission,
care of abrasions, controlling dust, and ventilating hazardous industries, especially those that
handle raw animal products.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

E. PUBLIC HEALTH INTERVENTIONS:
Source investigation by LHD and BCDER/CDES for direct involvement. Search for history of
exposure to infected animals or animal products and trace to place of origin.

I1l.  CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / Bacteriology: (608) 263-3421
IV. RELATED REFERENCES

e Anthrax Basics (Rev 12/23/03) http://www.bt.cdc.gov/agent/anthrax/index.asp

e Heymann DL, ed. Anthrax. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 23-31

e Pickering LK, ed. Anthrax. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 211-214.



http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.bt.cdc.gov/agent/anthrax/index.asp




Wisconsin Department of Health Services 6/8/2012
Division of Public Health

2012 Arbovirus Surveillance Guidelines

Contact:  Diep Hoang Johnson
Vectorborne Coordinator
Wisconsin Department of Health Services
Division of Public Health
Phone 608-267-0249 Fax 608-261-4976

As during previous years, we will continue to confirm all presumptive positive laboratory results
reported by physicians and private laboratories at the Wisconsin State Laboratory of Hygiene (WSLH).
Case-patients testing positive at the WSLH will be reported to CDC as confirmed. Case-patients for
whom specimens are unavailable for confirmatory testing at the WSLH will be reported to CDC as
probable. Prompt notification of all [gM antibody test results to the DPH is essential in order for us to
obtain specimens at commercial laboratories for confirmation.

The Dead Bird Reporting Hotline (1-800-433-1610) and dead bird testing for WNV will again be
available for callers starting May through October. The DPH will update its website with a listing of
the number of cases and update the Wisconsin map for all WNV activities by county as new
information is being received.

Important information for 2012:

1) The hotline staff at the USDA, Wildlife Services office, Anita Nelson will answer all questions
regarding dead birds. Local health departments can call the Dead Bird Reporting Hotline at 1-800-
433-1610. As soon as a county has one positive dead bird result, WNV testing of dead birds in that
particular county will be discontinued for the remainder of the season.

*Please note that the shipping has been changed from FedEx to UPS shipping (refer to
attachment C) since 2011; do not use old labels because the shipping company and the
account number may change from year to year and the old account may no longer be active.
Donna Jenkins from the USDA office (608-837-2727) can mail or email UPS shipping labels
to local health departments (LHDs) upon request as needed; the UPS account number is for
internal use only and should not be given to the public.

2) The current West Nile Bird Reporting system PHIN URL is https://phin.wisconsin.gov/westnile
If you experience any problems with the URL site, please report it to the WI IT Help Desk at 608-
261-4400.

3) Powassan virus (POWYV), a rare tickborne arbovirus seen in W1, is reportable under the Wisconsin
statutory mandates as part of the arbovirus group and is a nationally notifiable disease reportable to
CDC. Currently, there are no commercial tests available for POWYV, but testing is available at
CDC. POWYV test requests should be sent to the WSLH to be forwarded to CDC for testing. For a
summary of vectorborne diseases detected in 2011 please go to
http://www.dhs.wisconsin.gov/communicable/EpiExpress/index.htm

4) West Nile virus and Lyme disease materials can now be ordered directly from the Department of
Health Services Forms Center.

WNYV Publications:





e P-42107 - “Fight the Bite” - West Nile Virus in Wisconsin
e P-42166 - Mosquito-borne Pocket Card: “Use Protection, Avoid Infection”

o P-49460 - West Nile Virus is Something You Can Do Something About with a Few
Simple Steps, CDC-998593, English.

e P-49460S - West Nile Virus is Something You Can Do Something About with a Few
Simple Steps, CDC-998593, Spanish.

e P-00203- West Nile Virus and Transplant Recipients, CDC-99-9919.

Lyme Publications:

e P-49287 - CDC Lyme Disease brochure- A Public Information Guide, English.
e P-49287S - CDC Lyme Disease brochure- A Public Information Guide, Spanish.

e P-49466 - Protect yourself from tick-borne disease - Tick card: English, CDC-CS
#109745.

e P-49466S - Tick card: Protect yourself from tick-borne disease, Spanish, CDC-CS
#109745.

Use the link to access the order form:
http://www.dhs.wisconsin.gov/forms/PrintFormsOnline.htm

Follow the instructions to fill out the form F-80025A (for up to 15 different brochure types) or F-
80025B (>15 different brochure types) and email the form to Cris Caputo at
dhsfmdphpph@dhs.wi.gov or if you need assistance, call (608) 267-9054.

Arbovirus Surveillance in Wisconsin

Arboviral infections may be asymptomatic or result in a febrile illness of variable severity, sometimes
associated with neurologic symptoms ranging from headache to aseptic meningitis and encephalitis.
Arboviral encephalitis cannot be distinguished clinically from infection with other neurotropic viruses.
Symptoms include fever, headache, confusion or other alterations in sensory, nausea, or vomiting.
Signs of severe illness may include evidence of elevated intracranial pressure, meningeal irritation,
cranial nerve palsies, paresis or paralysis, altered reflexes or convulsions. Less common neurological
syndromes can include cranial and peripheral neuritis/neuropathies, including Guillain-Barré
syndrome. Arboviruses causing encephalitis include the following:





Mosquito-borne viruses occurring in the United States:
e West Nile virus (WNV)
e St. Louis encephalitis (SLEV)
e (alifornia serogroup viruses [serogroup includes La Crosse (LACV), Jamestown Canyon
(JCV), Snowshoe Hare (SSHV), and California encephalitis (CEV)]
e Eastern equine encephalitis (EEEV)
Western equine encephalitis (WEEV)

Tickborne virus occurring in United States:
e Powassan encephalitis virus (POWYV)

Mosquito-borne viruses associated with traveling to an endemic country:
e Dengue virus (DENV)
e Japanese encephalitis virus (JEV)
e Chikungunya virus (CHIKV)

These viruses may also cause non-neuroinvasive syndromes, most commonly manifesting as febrile
illnesses. These are non-localized, self-limited illnesses with headache, myalgias, and arthralgias and
sometimes accompanied by a skin rash or lymphadenopathy. Although rare, non-neuroinvasive
syndromes caused by these viruses may also include myocarditis, pancreatitis or hepatitis. Laboratory
confirmation of arboviral illnesses lacking a documented fever does occur, and overlap of the various
clinical syndromes is common.

WISCONSIN CASE DEFINITION: An illness is classified as a case if it meets one or more of the
following clinical criteria, AND one or more of the following laboratory criteria, AND occurred when
and where there is a high likelihood of vector activity.

A. REPORTING CRITERIA: Laboratory evidence with a compatible clinical illness.
e Laboratories should report all positive test results.
e Providers should report clinical information, patient’s demographic, and onset date.

B. CLINICAL CRITERIA FOR DIAGNOSIS: Clinical cases of arboviral diseases are classified
according to the following criteria:

Neuroinvasive disease requires the presence of fever (>100.4°F or 38°C) and at least one of the
following signs and symptoms, as documented by a physician and in the absence of a more
likely clinical explanation:
e Acutely altered mental status (e.g., disorientation, confusion, memory deficit, stupor,
coma), OR
e Aseptic meningitis, encephalitis, OR
e Acute flaccid paralysis (AFP); AFP may result from anterior “polio” myelitis,
peripheral neuritis, or post-infection peripheral demyelinating neuropathy (i.e., Guillain-
Barré syndrome), OR
e Stiff neck, seizures, limb weakness, sensory deficits, abnormal reflexes, abnormal
movements, cranial nerve palsies, OR
e Pleocytosis (increased white blood cell count) in cerebrospinal fluid (CSF) or abnormal
neuroimaging





Non-neuroinvasive disease requires the presence of documented fever (>100.4°F or 38°C), as
measured by the patient or clinician, the absence of neuroinvasive disease (above), and the

absence of a more likely clinical explanation for the illness. Signs and symptoms may include,
fever, headache, stiff neck, myalgias, arthralgias, rash, lymphadenopathy, nausea or vomiting.

. LABORATORY CRITERIA FOR CONFIRMATION: Cases of arboviral disease are classified

according to the following laboratory criteria:

Confirmed result:

e Isolation of virus from or demonstration of specific viral antigen or nucleic acid in tissue,
blood, CSF, or other body fluid, OR

e Fourfold or greater change in virus-specific quantitative antibody titers between acute
(within 2 weeks after onset date) and convalescent sample (2-4 weeks after onset date), OR

e Virus-specific immunoglobulin M (IgM) antibodies in CSF or serum by antibody-capture
enzyme immunoassay (Capture EIA) AND confirmed by demonstration of virus specific
neutralizing antibodies in the same or later specimen (PRNT).

Probable result:
e Virus-specific I[gM antibodies in CSF or serum detected by antibody-capture EIA or MIA,
but with no other testing in the same or later specimen.

Arboviral transmission varies according to local climatic conditions and West Nile virus-
specific [gM antibody can be detectable for more than a year following infection. Therefore,
the importance of a recent travel history and thorough serologic testing cannot be
overemphasized. IgG antibody can be detected throughout a person’s lifetime after an infection.
Thus, a positive IgG and a negative IgM may indicate previous infection at some point in time.





Laboratory Testing Capability (Humans)

Positive results from a single serologic test can be misleading because serologic cross-reactivity often
occurs between closely related arboviruses. It is therefore recommended that an arbovirus panel (which
includes testing for WNV, SLEV, LACV/CAV, EEEV, and WEEV) be requested when there is
clinical suspicion of arboviral disease, rather than requesting individual tests. Powassan virus testing at
CDC may be added to the arbovirus panel if patient exhibits signs and symptoms including confusion,
memory loss, speech difficulty, change in mental status, encephalitis or meningitis.

Available diagnostic tests at the Wisconsin State Laboratory of Hygiene (WSLH) include IgM capture
enzyme immunoassays (IgM CEIA) that will identify IgM antibodies in serum and cerebrospinal fluid
(CSF) specific to LACV and EEEV. A microsphere immunoassay is used to test serum and CSF for
IgM specific to WNV and SLEV. Clinicians should also consider enterovirus PCR and culture testing
of the CSF (WSLH test code 1507 pcr) for patients with apparent aseptic meningitis. All other
arboviruses will be forwarded to CDC for testing.

Confirmatory testing: The WSLH will no longer perform the Plaque Reduction Neutralization assay
(PRNT) on equivocal results, but will send them to CDC for confirmation. The decision to perform
confirmatory testing will require approval of the Division of Public Health (DPH) or the WSLH.
Confirmatory testing for other arboviruses (LAC, EEE, SLE, POW, and DEN) will continue to be
performed by the CDC.

Fee-exempt testing: Fee-exempt testing for arbovirus infection will be offered to clinicians whose

patients meet one of the following criteria:

e Confirmatory testing of positive test results performed at laboratories other than the WSLH;

e The patient is over 65 years old with signs and symptoms of meningitis (fever, headache and stiff
neck) or encephalitis (fever, headache, and altered mental status ranging from confusion to coma)
with no other laboratory diagnosis; or

e The patient has a diagnosis of Guillain-Barré syndrome and no other laboratory diagnosis.

e The local health department may request fee-exempt testing be performed if the case-patient lacks
insurance coverage or the ability to pay.

Fee-for service: The WSLH will again provide fee-for-service testing for arbovirus infections.
Meeting clinical criteria is Not required to submit serum or CSF specimens to the WSLH for fee-for-
service arboviral screening.

Collection and shipping of clinical specimens to the WSLH

e Specimens submitted to the WSLH for fee-exempt testing must include the WSLH Attachment A
- Enhanced Wisconsin Arbovirus Surveillance Form 2012.

e Specimens submitted for fee-for-service testing must use the WSLH CDD Requisition Form B.

e At least 3-7 mls of serum and/or >1ml of CSF in sterile screw-capped vials should be submitted on
cold packs. Please contact the WSLH-Clinical Stock Orders, for ordering of kits and WSLH CDD
Requisition Form B at 1-800-862-1088 or 608-265-2966.

e It is essential that the lab requisition forms be as complete as possible including the patient name,
city, date of birth, specimen type, submitting agency, collection date and time.






Positive Human Arbovirus Reporting and Follow-Up

e The WSLH reports positive human arboviral test results by electronic reporting (ELR) to DPH and
reports all test results to the agency submitting the sample.

e The DPH will promptly report by phone all positive human arboviral test results to the LHD where
the patient resides. Vice versa, the LHD should report by phone to DPH any presumptive positive
from physicians or commercial labs within 24 hours even if cases have been entered into Electronic
Disease Surveillance System (WEDSS) so that we can quickly obtain specimens from the private
labs for confirmation. Most commercial labs will throw out their samples after one week.

e Ifitis determined that the patient does not reside within the jurisdiction of the LHD, that health
department is expected to forward the case to the appropriate LHD for follow up.

e The LHD should contact the physician and the submitting laboratory or hospital infection
preventionists (IP) regarding these test results.

e The LHD should ensure the test results have been relayed to the healthcare provider, patient, or
hospital IPs before any information will be released to the public.

e In addition to the WI Arbovirus follow-up form, all confirmed WNV positive cases should also
have the CDC supplementary form filled out to collect patient’s medical history and complications.
Both forms have been programmed into WEDSS (see attachment E).

e Once the follow-up has been completed and the paperwork returned to DPH, if the case definition
is met then the case will be counted in the state total, the DHS WNV website will be updated to
reflect the case, and the case will be reported to CDC.

e With the exception of the first human confirmed case of West Nile virus infection identified in the
state for the season, an unusual outbreak of cases, or introduction of a new arbovirus into the state,
any of which may prompt a statewide press release, the decision about releasing information on
subsequent positive cases will be up to the LHD. The DPH can provide the LHD with a press
release template if needed.

e The only information DPH will release regarding positive human cases includes acknowledgement
of the positive case, the onset date of the illness, and county of residence of the positive individual.
No demographic information (such as sex, age, or hospitalization status of a patient) will be
released. Protection of an individual’s privacy is of paramount concern when releasing information
on human infections. The same criteria will apply should any individuals succumb to the disease.





2012 Bird Surveillance (WNV)

Corvid Surveillance (crows, blue jays, and ravens):
The DPH is requesting the report of all sick and dead corvids during May 1 to October 31 for WNV
testing. Reporting of other dead/sick species is also encouraged.

Birds that are suitable for testing outlined in Attachment C - 2012 West Nile Virus Corvid
Collection/Shipment Instructions will be collected and shipped to the USDA, Wildlife Services
in Sun Prairie, Wisconsin.

UPS shipping will be used to transport dead birds for testing to USDA (see attachment C for
complete information). The USDA will be responsible for transporting the birds to the University
of Wisconsin Veterinary Diagnostic Lab (WVDL) for tissue extraction and submission for WNV
using PCR performed on a skin biopsy. Please contact the USDA office, Donna Jenkins at 608-
837-2727, or Anita Nelson at the dead bird reporting hotline at 1-800-433-1610 to request
UPS shipping labels as needed. Shipping labels can be sent by mail or email to LHDs with the
UPS account number to be used internally and not to be shared with the public.

When one WNYV positive bird is detected within a county, corvid specimens from that county will
no longer be accepted for testing.

We are relying on assistance from LHDs as well as other local entities including animal control
staff to continue to report dead and sick birds on the Public Health Information Network (PHIN).
This will provide data entry and tracking capabilities for reporting sick and dead birds, printing
reports, and accessing summaries of dead bird reporting and testing. Please do not send reports to
DPH for entry.

The system can be accessed via the PHIN at https://phin.wisconsin.gov/han. If you are not a
registered PHIN user, click the Register tab and follow the directions to become a registered user.
This should be done as soon as possible. Reports may be sent to USDA for entry into the PHIN if
needed.

All WNV test results from corvid bird surveillance will be posted to the PHIN West Nile virus bird
reporting system by the WVDL and will be available to LHDs as the tests are completed.

DPH will promptly report WNV positive bird(s) by phone or email to the respective LHD. In
addition, the Hotline staff will call the LHD with the positive bird to notify them of the bird’s
specific information (i.e. where and when it was collected). LHDs may also access the PHIN
WNV Bird Reporting system to find information on all submitted birds.

We request that the LHD contact the bird submitter (i.e., animal control officer or veterinarian) if
the submitter was not an LHD staff, to inform them of positive test results.

With the exception of the first WNV birds identified in the state, which may be statewide news
events, the LHD will decide whether to release information to the public on subsequent positive
cases. A press release template is available from the DPH.

Once the LHD is informed of positive test results, information on WNV positive birds will be
posted to the DHS WNV web site with the next update.

The Sick/Dead Bird reporting form is included below as Attachment D — Wisconsin West Nile
Virus Surveillance: Sick/Dead Bird Reporting Form 2012.





Non-Corvid Surveillance (birds and mammals)

WDNR West Nile Virus Non-Corvid Surveillance Plan for 2012: WDNR surveillance efforts will
focus on any non-corvid bird or mammal that is showing clinical signs of WNV, or that is involved in
a significant mortality event (die-off of >5 individuals), and as part of routine diagnostic testing during
necropsies. Reports of sick/dead non-corvid birds should be referred to the local DNR office/Wildlife
Biologist or the Dead Bird Hotline (1-800-433-1610). Reports of sick/dead mammals should be
referred to the local DNR office/Wildlife Biologist.

Equine Surveillance (WNV)

The Wisconsin Veterinary Diagnostic Laboratory (WVDL) will continue to notify DPH of positive
results.

The DPH will forward, either by phone or by FAX, basic information on the animal and the test
results to the LHD where the animal or animal owner resides. Specific information on individual
cases can be requested from the DPH. Please be aware that equine information related to arboviral
surveillance held by LHD staff is not protected by medical confidentiality. Past requests to LHD
for equine information resulted in health departments being legally obligated to provide the
information requested.

Once the LHD, veterinarian, and horse owner are informed of the test results, information on WNV
positive horse cases will be posted to the DPH WNV web site with the next update. Information
posted will only identify a positive horse and the county where it resides.

Attachments:

1. Attachment A: WSLH Enhanced Wisconsin Arbovirus Surveillance Form (rev05/12). This
form should be used to order human arbovirus testing, enclosed with the samples, and send to
WSLH.

2. Attachment B: Arbovirus Infection Follow-up Form, CDES 103 (rev7/10).
3. Attachment C: West Nile Virus Corvid Collection/Shipment Instructions (rev05/12).

4. Attachment D: Wisconsin West Nile Virus Surveillance- Sick/Dead Bird Reporting Form
(rev05/12).

5. Attachment E: CDC Supplementary Questionnaire for Confirmed WNV (rev04/11)





Attachment A: Enhanced Wisconsin Arbovirus Surveillance (rev05/12)
WISCONSIN STATE LABORATORY OF HYGIENE

Patient Name (Last, First) SUBMITTING AGENCY:
(Name & Address)

Patient Address

Patient City

Physician’s Name
Patient State if not Wisconsin Agency Telephone #:
SLH Agency#:

Age or Date of Birth:

Bill to: 609
Patient Sex: M/F Study: Arbo Surv

Specimen Type: _ CSF (must be iced in transit) ___Acute Serum __ Convalescent Serum
(Note: Both CSF and serum are recommended in acute cases.)

Collection Date: IlIness Onset Date:
Hospitalized? [ ] Yes [ ] No Travel History:

Reason for Testing:
(Note: The request must meet one of the following criteria to qualify for fee-exempt testing)

[[] Confirmatory testing of positive test results performed at laboratories other than the WSLH

[] The patient is over 65 years old with signs and symptoms of meningitis
(fever, headache and stiff neck) or encephalitis (fever, headache, and altered mental status ranging from confusion to
coma) with no other laboratory diagnosis

[] The patient is diagnosed with Guillain-barre' syndrome with no other laboratory diagnosis
[] Approved by local health department

WSLH Test Names & Codes

[] Eastern Equine Encephalitis IgM CEIA Ab (2437M)
[] La Crosse Encephalitis IgM CEIA Ab (2440M)

[] West Nile Virus/ St. Louis Encephalitis IgM (2443)
] Arbovirus IgM Panel (2435)

Specimen Shipping Instructions: CSF and serum must be shipped with cool-pack; SLH kit #22 or equivalent may be
used.

Specimens should be shipped to: Wisconsin State Laboratory of Hygiene, 465 Henry Mall, Madison, Wl 53706
(Note: Separate specimens and forms should be submitted if other testing is desired.)






Attachment B: Wisconsin Arbovirus Infection Follow-up Form

Department of Health Services CDES #103 (07M10)
Division of Public Health

Wisconsin Arbovirus Infection Follow-up Form

| Patient / Physician Information
Patient’s Name: Patient Phone :

Street Address: County of Residence:
City: State: Zip Code:

Agency Reporting (name and address):

Physician (name and address): Physician Phone:

LHD Reporting: Date reported toHD: ___ [ /! Date Rec'dat LHD: ___{ I

Sex: O Male Date of birth: Ethnicity: [ Hispanic Race: [0 American Indian or Alaskan Native O Asian
O Female O Non-Hispanic O Black or African American O white
O Unknown it O Unknown O Native Hawaiian or Pacific Islander O Unknown

Was the patient
pregnant? O Yes O Mo
O Unk

Patient hospitalized? 00 Yes 0O Mo O Unk  Admission date: ___/ I

Hospital:, Discharge date ;. __ | ]

Patient died from this illness?
Oves /1 ONe O unk

Arbovirus Infection
O West Nile virus O La Crosse O Dengue
[ Eastern Equine Encephalitis (EEE) [0 Western Equine Encephalitis O St Louis Encephalitis

| [ Chikungunys [0 Powassan O Other:

Laboratory Testing
Results
Specimen Source Test Method Arbovirus test
Collection Date (e.9. serum, CSF) (e.9. PCR, EIA) (agent/antibody) (positive, mgi;:g:ex;unl;:;qulvacal and

-y

= W M

Laboratory performing test: [JWSLH [ CDC [J Commercial Laboratory (please specify)

| Note: IgM+ results from commercial labs must be verified at the WSLH or CDC. A positive 1gG and negative |gM usually indicates past infection.

Clinical Information

Signs and Symptoms: Date of Onset: ___/___ [ O Asymptomatic

O Fever O Chills O Rash O Headache O Photophobia [ Fatigue/Weakness [J Muscle Aches

O Jaint Pain [ Stiff Neck O Nausea O Vomiting [ Diarrhea [ Disorientation O Memory deficit

O Confusion O Slurred speech [J Coma O Tremors O Convulsions O Seizures O Gait/balance difficulty

[ Other (please specify) :
Was meningitis, encephalitis, or acute flaccid paralysis (AFP) documented? [] Meningitis [J Encephalitis [J AFP

If DENGUE, did the patient have any of the following during their lliness? Previous history of dengue: year

O Petichiae O Purpura/Ecchymaosis O Vomit with blood O Blood in stool O Nasal bleeding
O Bleeding In gums O Blood in urine O Vaginal bleeding [ Pleural or abdominal effusion [ Eye pain

O Conjunctivitis O Body pain O Pallor or cool skin O Jaundice O Plasma leakage
O Thrombocytopenia O Rapid, weak pulse [ Narrow pulse pressure

[J Other (please speci

Risk of Exposure'

1. During the 30 days prior to the onset of iliness, did the patient do any of the following:
[ Receive blood or blood products (transfusion)  Date of transfusion___/__ /

[ Receive organ transplant  Date of transplant__ /[

2. During the 14 days prior to the onset of illness did the patient travel (excluding normal travel)? O Yes [ MNo [ Unknown
If yes: Start date: ___ / ! End date i1 Location:

3. Did the patient have a known history of mosquito exposure and/or bites within the 14 days prior to the onset of illness?
[ Yes, bites [ Yes, exposure only [ No exposure O Unknown

4. Did the patient have a known history of tick exposure and/or bites within the 14 days prior to the onset of iliness?
[ Yes, bites O Yes, exposure only [ Mo exposure O Unknown

5. Does the patient use mosquito/tick repellent that contains DEET when outdoors for more than 30 minutes:
O Always O Most of the time O Sometimes O Mever

6.  During the 30 days prior to the onset of iliness, did the patient do any of the following:
O Donate blood or blood products  Date__ /[ Identified by donor screening: O Yes O MNo [ Unknown

[ Donate organs  Date___/ /.

Agency and contact information:

If WEST NILE VIRUS
7. Was the patient infected in utero? [0 Yes [ No [ Unknown

8. Was the patient breastfeeding at the time of symptom onset? O Yes [ONo [OUnknown
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Attachment C: WEST NILE VIRUS
CORVID COLLECTION/SHIPMENT INSTRUCTIONS (rev05/12)

Collect freshly dead, non-scavenged crows, blue jays, and ravens. The corvid carcass should be
free of maggots and strong odor, and have intact eyes. ***

. Live sick birds should be humanely euthanized by injection of barbiturate euthanasia solution
or by cervical dislocation.

. Wear rubber gloves when handling sick or dead birds. If you have no gloves, insert your hand
into a clean plastic bag, pick up the bird with the bagged hand, invert the bag over the bird and
seal the bag.

. Freeze birds as soon as possible after collection.

. Place each bird in an individual plastic bag and seal. If more than one bird is shipped, each bag
must be identified. Double bag the individual carcasses as a group.

. For each bird or group of birds submitted from one location, complete a “Wisconsin West Nile
Virus Surveillance: Sick/Dead Bird Reporting Form”. Include a copy of this form with each
submitted bird. Information needed for each bird must include:

a. species

b. date collected

c. location (e.g. street address/city/zip code, or township/section/range)

d. found dead or euthanized

e. additional history as requested on the Sick/Dead Bird Reporting Form

*Cooperators (who have access) may enter the information on the PHIN system and then

include the printout or reporting form OR the information will be entered on the PHIN

system for you by the Dead Bird Hotline Staff when the package is received.

. Birds can be shipped in Styrofoam or plastic coolers placed inside a cardboard box as the final
shipping container. Insert newspaper or other fill into the space between the sides of the box
and the cooler to prevent breakage or leakage. Line the cooler with a large plastic bag and pack
the carcasses in the cooler with ice packs. Place crumpled newspaper or similar absorbent
material into the cooler with the bagged carcasses to fill unused space, keep the ice packs in
contact with the carcasses, and provide insulation. Tape the cooler or box shut with strapping
tape.

. Place the “Sick/Dead Bird Reporting Form” in a Ziploc bag and place the Ziploc bag in the
shipping container with specimen.
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9. Arrange shipment via UPS for delivery to the USDA, APHIS, Wildlife Services Program.
DO NOT SHIP PACKAGES ON FRIDAYS!
a. Fill out the date, your name, company/agency, address, and telephone number.
b. Check to make sure the recipient’s information on the label is correct with the following
information:

USDA APHIS Wildlife Services
732 Lois Drive

Sun Prairie, WI 53590

(608) 837-2727

UPS account#

Packages can be sent via UPS ground or next day air shipping within WI; ground
shipping will be delivered overnight to USDA.

c. Contact the Dead Bird Reporting Hotline at 1-800-433-1610 to indicate that you are
sending a package.

10. Styrofoam boxes, coldpaks, and shipping labels for shipping birds can be sent to you upon
request. Please contact the Dead Bird ‘Hotline’ staff at 1-800-433-1610 to request containers
for corvid shipments.

*** For other bird species, contact the Dead Bird hotline or local DNR office to find out whether
it can be tested for WNYV or other diseases by the DNR.
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Attachment D: Wisconsin West Nile Virus Surveillance- Sick/Dead Bird Reporting Form

USDA APHIS Wildlife Services Disease Program

Wisconsin Division of Public Health For Office use only:
Wisconsin Department of Natural Resources PHIN ID # :
Rev05/2012

Wisconsin West Nile Virus Surveillance:
Sick/Dead Bird Reporting Form

Person Completing Form:

Name: Date: / /

Agency: Phone:

Dead Corvid (crow, blue jay, raven) Information:

Species: Date Bird found: / /

Bird mortality (check one): found dead euthanized

Location where dead bird was found:

Address/Location: City:
County: State: Zip Code:
1) Were other sick/dead birds found near this bird? Yes No

2) Describe sick bird behavior
3) Other information

Is this bird being submitted for WNV testing? Yes No

Date collected: / /

Lab Information (to be completed by lab staff only - please check all samples collected)

Sample collected: [7Skin [ICloacal Swab /7Oropharyngeal swab
[Kidney [Liver [7Brain [JSpleen
Bird Age: Sex of Bird: /M [OJF [JU

TO SHIP A DEAD CORVID: When shipping a bird for WNV testing, include a copy of this form with the carcass.

TO ONLY REPORT A DEAD CORVID: With prior approved access, enter this information into the PHIN web-based
bird reporting system or FAX or phone this information to Dead Bird Hotline staff. FAX: 608 837-6754 or PHONE: 1-
800-433-1610.





Attachment E. CDC Supplementary Questionnaire (rev04/11)
Questions to Assess Underlying Medical Conditions and Medication Use

CDC Supplementary Questionnaire for Confirmed WNV (rev04/11)

1. Before your West Nile virus infection, did a health care provider ever tell you that you had any of the
following medical conditions?

Diabetes oYes 0ONo o Unknown
High blood pressure (hypertension) oYes ©ONo 0 Unknown
Heart attack (myocardial infarction) oYes ©0ONo o Unknown
Angina or coronary artery disease oYes ©ONo o Unknown
Congestive heart failure (CHF) oYes 0o0ONo o Unknown
Stroke oYes 0ONo o0 Unknown
Chronic obstructive pulmonary disease (COPD) oYes ©ONo o Unknown
Chronic liver disease oYes ©ONo o Unknown
Kidney failure or chronic kidney disease oYes ©No o0 Unknown
Alcoholism oYes 0ONo o0 Unknown
Bone marrow transplant oYes 0ONo o0 Unknown
Solid organ transplant oYes 0ONo o Unknown

If yes: What organ was transplanted?:

What year was the transplant?:

Cancer oYes ©ONo o Unknown
Ifyes: What type(s)?:

What year were you diagnosed?:

Are you currently being treated for cancer?:0 Yes o0 No o Unknown

2. Before your West Nile infection, did a health care provider ever tell you that you had a medical condition that
limited your ability to fight an infection? o Yes o©No o Unknown
If yes: What condition(s)?:

3. At the time you were diagnosed with West Nile virus infection, were you taking any of the following types of
prescription medications or treatments?

Chemotherapy oYes ©0ONo o Unknown
Other treatments for cancer oYes 0ONo o Unknown
Hemodialysis oYes ©ONo o0 Unknown
Other treatments for kidney disease o0Yes ©0No o Unknown
Oral or injected steroids (not inhaled or topical) oYes ©ONo o0 Unknown
Insulin or other medications to treat diabetes oYes 0ONo o Unknown
Medications to treat high blood pressure oYes ©0No o Unknown
Medications to treat coronary artery disease oYes ©ONo o0 Unknown
Medications to treat congestive heart failure oYes ©ONo o Unknown
Medications that suppress the immune system oYes ©ONo 0 Unknown

4. Which of the following sources provided the information above? (check all that apply)
Patient oYes 0ONo Family member/friend oYes 0ONo
Provider oYes 0ONo Medical record oYes ©ONo
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BACTERIAL MENINGITIS

(Non-meningococcal, non-Haemophilus influenzae)
Last revised May 10, 2013

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: A group of diseases characterized by infection of the meninges caused by
a bacterium other than Neisseria meningitidis, Haemophilus influenzae, Streptococcus pneumonia,
Groups A or B Streptococcus, or Listeria monocytogenes. Some examples of other organisms that can
cause bacterial meningitis are: Escherichia coli, Staphylococcus aureus, and Klebsiella species. Signs
and symptoms of meningitis may include: sudden onset of fever, intense headache, stiff or rigid neck,
photophobia, nausea and vomiting.

B. REPORTING CRITERIA: Clinical diagnosis or laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
Isolation and identification of a bacterial pathogen from cerebrospinal fluid (CSF)

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory confirmed or has a
positive CSF culture.

II. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable Disease Case
Report (F-44151), or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow the
methods of control recommended in the current edition of Control of Communicable Diseases Manual,
edited by David L. Heymann, published by the American Public Health Association.

III. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421
IV. RELATED REFERENCES

e Heymann DL, ed. Bacterial meningitis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:414.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm




I. IDENTIFICATION

Blastomycosis

A. CLINICAL DESCRIPTION: An acute or chronic illness caused by inhalation of spores of the
dimorphic fungus Blastomyces dermatitidis that primarily affects the lungs and skin, although the
clinical presentation may be variable (Table 1).

Table 1. Types & Clinical Presentation in Blastomycosis Patients.

Types of Disease
Asymptomatic

Acute Pulmonary

Chronic Pulmonary

Skin Disease

Subcutaneous Nodules

Bone & Joint Infection

Genitourinary Tract

Infection

Others

Clinical Presentation
May occur in about 50% of infections.

Radiologic presentations include lobar or segmental consolidation that
mimics a bacterial pneumonia. Symptoms may be highly non-specific
mimicking influenza or acute bacterial infection with abrupt onset of cough,
fever, chills, myalgias and arthralgias.

Radiologic presentations include lobar infiltrates with or without cavitation,
mass mimicking bronchogenic carcinoma, or fibronodular infiltrates. This
form cannot be differentiated clinically from any other form of chronic lung
disease. Symptoms may be suggestive of chronic TB or histoplasmosis.
Symptoms may include cough, weight loss, chest pain, night sweats, low-
grade fever, skin lesions and hemoptysis.

Skin lesions begin as a small papulopustular lesion that increases in size.
The central part of the lesion is often encrusted. Lesions usually occur in
areas of the body (particularly facial areas) exposed to the sun.

Cold abscesses commonly associated with systemic manifestations. They
are frequently associated with extra-pulmonary disease or multiple organ
involvement.

Seen in 10 to 40% of patients and usually lung disease present. Most
commonly affect long bones, ribs and vertebrae. Lesions are usually
osteolytic and well delineated.

Involvement in 10 to 30% of cases and affects the prostate, epididymis,
seminal vesicle, testis and kidney. Pain, swelling and tenderness of the
scrotum may occur.

Almost any other organ can be involved, including the central nervous
system, thyroid, pericardium, adrenal glands and gastrointestinal tract.

B. REPORTING CRITERIA: Clinical diagnosis with laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e Isolation of B. dermatitidis from any sputum, bronchial washing or skin lesions, OR
¢ Visualization of broad-based budding yeast from an appropriate clinical specimen.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory confirmed.





II. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient's local health officer
on an Acute and Communicable Disease Case Report or other means within 72 hours of the
identification of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUESTED:

e Acute and Communicable Diseases Case Report
e Blastomycosis Worksheet

C. PUBLIC HEALTH INTERVENTIONS:

¢ Cluster investigation if more than one case occurs in close geographic area within a short
period of time. Consult with the BCDP staff for consultation on cluster investigations.

e Educate public about signs and symptoms of blastomycosis and importance of seeking
medical evaluation and treatment for illness, especially if they reside in or visit endemic areas
in Wisconsin.

[Il. CONTACTS FOR CONSULTATION

A. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 261-6387
B. WSLH / MYCOLOGY LABORATORY: (608) 224-6261

IV. RELATED REFERENCES

1. Heymann DL, ed. BLASTOMYCOSIS. In: Control of Communicable Diseases Manual. 18th ed.
Washington, DC: American Public Health Association, 2004: 67-69.

2. Al-Doory Y and DiSalvo AF (eds) Blastomycosis Plenum Publishing Corporation, New York, NY,
1992.
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BOTULISM, NON-INFANT
Last revised December 23, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Three natural forms (Foodborne, Wound and Adult
Intestinal/Other) of non-infant Botulism can occur following the ingestion of botulinum toxin,
infection of a wound with Clostridium botulinum or an undetermined gastrointestinal exposure
to the bacterium resulting in an illness of variable severity. Common symptoms are double
vision, blurred vision, difficulty swallowing, and dry mouth. Descending symmetric flaccid
paralysis may progress rapidly.

B. REPORTING CRITERIA: Clinical diagnosis in a person >12 months of age.
1. Foodborne: a clinically compatible case with an epidemiologic link to consumption of
potentially contaminated food.

2. Wound: a clinically compatible case in a patient who has NO suspected exposure to
contaminated food and who has a history of a fresh, contaminated wound during the 2
weeks before onset of symptoms, or a history of injection drug use within the 2 weeks
before onset of symptoms.

3. Adult Intestinal Toxemia: a clinically compatible case in a patient who has no history of
ingestion of suspect food and has no wounds

Subsequent laboratory confirmation should follow the report of a suspect clinical case.
Diagnosis without laboratory confirmation occurs if the clinical and epidemiologic evidence is
overwhelming.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Detection of botulinum toxin in stool, serum, other patient specimen or food consumed by
patient.
e Isolation of Clostridium botulinum from stool, wound or other patient specimen.

D. WISCONSIN CASE DEFINITION:
e Foodborne: A clinically compatible illness that is laboratory confirmed, or that occurs
among persons who ate the same food as persons with laboratory confirmed botulism.

e Wound: a clinically compatible case that is laboratory confirmed in a patient who has no
suspected exposure to contaminated food and who has a history of a fresh, contaminated
wound during the 2 weeks before onset of symptoms, or a history of injection drug use
within the 2 weeks before onset of symptoms.

e Adult Intestinal Toxemia: a clinically compatible case that is laboratory-confirmed in a
patient aged greater than or equal to 1 year who has no history of ingestion of suspect food
and has no wounds.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify a Wisconsin Communicable
Disease Epidemiology Section (CDES) epidemiologist immediately of any confirmed or
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suspected cases. Within 24 hours submit a case report electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means.

e Itis imperative that a physician suspecting botulism in a patient immediately be put in
contact with CDES staff to facilitate the required consultation with the CDC in order to
acquire anti-toxin. Completion of the Botulism Screening Worksheet is needed to convey
clinical information to the CDC and testing laboratory.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
e Botulism Screening Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Protocol for Disease Management:
For further details regarding control measures, refer to the Botulism Management
Protocol.

e Immediate treatment required for case patient. Contact the Wisconsin Communicable
Disease Epidemiology Section at (608) 267-9003 during office hours, or at the DPH
Emergency Hotline (608) 258-0099 for protocol on receiving botulism antitoxin.

e Determine if others consumed suspect food items or used implicated drug.

e Source investigation by LHD.

I11. CONTACTS FOR CONSULTATION

A. WISCONSIN DIVISION OF PUBLIC HEALTH / BCDER / COMMUNICABLE DISEASE
EPIDEMIOLOGY SECTION: (608) 267-9003.

B. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

IV. RELATED REFERENCES

e Heymann DL, ed. Botulism and Infant Botulism. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 79-87.

e Pickering LK, ed. Botulism. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 259-262.

e Centers for Disease Control and Prevention: Botulism in the United States, 1899-1996.
Handbook for Epidemiologists, Clinicians, and Laboratory Workers, Atlanta, GA. CDCP,
1998.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm
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BOTULISM, INTESTINAL

(Formerly Infant Botulism)
Last revised December 23, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness of infants, characterized by constipation, poor feeding,
and “failure to thrive” that may be followed by progressive weakness, impaired respiration, and
death.

B. REPORTING CRITERIA: Clinical diagnosis in an infant aged less than 12 months.
Subsequent laboratory confirmation should follow report of suspect clinical case.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Detection of botulinum toxin in stool or serum, OR
e |solation of Clostridium botulinum from stool

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed, occurring among children aged less than 1 year.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I:
Report IMMEDIATELY BY TELEPHONE to the patient's local health department upon
identification of a confirmed or suspected case. The local health department shall then notify a
Wisconsin Communicable Disease Epidemiology Section (CDES) epidemiologist immediately
of any confirmed or suspected cases. Within 24 hours submit a case report electronically
through the Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using
an Acute and Communicable Disease Case Report (F-44151), or by other means.

e It is imperative that a physician suspecting botulism in a patient immediately be put in
contact with CDES staff to facilitate the required consultation with the Infant Botulism
Prevention Program (IBPP) at the California Health Department in order to acquire anti-
toxin. Completion of the Botulism Screening Worksheet is needed to convey clinical
information to the IBPP and testing laboratory.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
e Botulism Screening Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Protocol for Disease Management
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For further details regarding control measures and source investigation, refer to the
Botulism Management Protocol

D. PREVENTION MEASURES:
e Clostridium botulinum spores are ubiquitous. Recognized sources of C. botulinum such as
honey and possibly dark and light corn syrup should not be fed to infants.

I11. CONTACTS FOR CONSULTATION

A. WISCONSIN DIVISION OF PUBLIC HEALTH / BCDER / COMMUNICABLE DISEASE &
EPIDEMIOLOGY SECTION: (608) 267-9003

B. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

C. Infant Botulism Treatment and Prevention Program at the California Dept. of Public Health
(510) 231-7600

IV. RELATED REFERENCES

e Heymann DL, ed. Intestinal Botulism, Formerly Infant Botulism. In: Control of Communicable
Diseases Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 79-
87.

e Pickering LK, ed. [Botulism and Infant Botulism. In: Red Book: 2009 Report of the Committee
on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009: 259-262.

e Infant Botulism Treatment and Prevention Program. Division of Communicable Disease
Control, CA Dept of Public Health. http://www.infantbotulism.org/
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Brucellosis
Last revised June 28, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: An illness characterized by acute or insidious onset of fever and
one or more of the following: night sweats, arthralgia, headache, fatigue, anorexia, myalgia,
weight loss, arthritis/spondylitis, meningitis, or focal organ involvement (endocarditis,
orchitis/epididymitis, hepatomegaly, splenomegaly).

B. REPORTING CRITERIA: Clinical diagnosis with confirmatory or presumptive laboratory results.

C. LABORATORY CRITERIA:

Laboratory confirmatory
e Culture and identification of Brucella spp. from clinical specimens
« Evidence of a fourfold or greater rise in Brucella antibody titer between acute- and
convalescent-phase serum specimens obtained greater than or equal to 2 weeks apart
Laboratory presumptive
« Brucella total antibody titer of greater than or equal to 160 by standard tube
agglutination test (SAT) or Brucella microagglutination test (BMAT) in one or more serum
specimens obtained after onset of symptoms
« Detection of Brucella DNA in a clinical specimen by PCR assay

D. WISCONSIN CASE DEFINITION:

Confirmed: A clinically compatible illness with confirmatory laboratory evidence of
Brucella infection

Probable: A clinically compatible illness with at least one of the following:
« Epidemiologically linked to a confirmed human or animal brucellosis case

o Presumptive laboratory evidence, but without confirmatory laboratory evidence, of
Brucella infection

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY lII:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR

e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Brucellosis Report Form

C. PUBLIC HEALTH INTERVENTIONS:

1. In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association. Additionally:

2. Source investigation by LHD
Search for history of exposure to infected animals (including dogs) or animal products
(especially unpasteurized milk and cheese) and trace to place of origin. Obtain travel
history. Inquire about exposure to microbiology laboratory settings, because multiple
cases have been traced to clinical laboratory exposures. Additionally, check for history of
exposure to the brucellosis vaccine used in livestock, since this is a live vaccine.
Infections with either the cattle vaccine strain (B. abortus RB51) or with B. canis typically
do not produce a detectable antibody response on standard serologic tests, although both
agents can be cultured using standard microbiological methods.

3. If there is an isolate of Brucella, determine which lab(s) performed the isolation and
identification of the bacterium. CDES can advise on the potential for exposure of
laboratorians and the need for postexposure monitoring and prophylaxis of lab staff.

I11. CONTACTS FOR CONSULTATION

A.

LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Brucellosis In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: pages 87-90

Pickering LK, ed. Brucellosis . In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: pages 237-
239

Centers for Disease Control and Prevention. Laboratory-Acquired Brucellosis --- Indiana and
Minnesota. MMWR 2008;57(02):39-42.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5702a3.htm

CDC Brucellosis webpage - http://www.cdc.gov/ncidod/dbmd/diseaseinfo/brucellosis_g.htm




http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5702a3.htm

http://www.cdc.gov/ncidod/dbmd/diseaseinfo/brucellosis_g.htm




DEPARTMENT OF HEALTH SERVICES

Division of Public Health

F-44151 (Rev. 08/08)

STATE OF WISCONSIN

ACUTE & COMMUNICABLE DISEASE CASE REPORT

Information for completing this form on reverse side

s. 252.05, Wis. Stats
(608) 267-9003

Case Identification for all Category | and Il Diseases

( )

Patient’'s Name (Last) (First) (M.1.) Date of Birth (mm/dd/yyyy) | Age |Sex
~ [ Male [J Female
|<£ 8 Patient’'s Address City State Zip Code
i
% o County of Residence Home Telephone Work Telephone
2 ) C
g = Patient’s Parent / Guardian if patient is a minor (not needed for STD) | Patient’'s Employer & Occupation or School, Day Care, Institution
o
w
E 5 Race: [] American Indian [] Asian [ Black or [J Hawaiian or [ White  [] Other Ethnicity: [] Hispanic [] Not Hispanic
0x or Alaskan Native African American Pacific Islander Specify: or Latino or Latino
Patient Pregnant? If yes, Due date (mm/dd/yyyy) Patient Died of This lllness? Patient Hospitalized?
[ yes [INo O Yes No OvYes No
Disease / Organism Date of Onset Specimen Type | Outbreak Related? | Underlying Medical Condition? [] Unknown
>-
E < _ L yes [INo [ Yes, specify:
D [0 Asymptomatic ] Unknown O No
% o Lab data (test name, test date, test result; include confirmatory tests) Immunization data (immunization name and date(s))
=
a Complete appropriate section for specific disease(s)
w [ Syphilis [] Gonorrhea [] Chlamydia [JChancroid
= yp Y
E [ primary (chancre present) [ Asymptomatic For all STDs:
D v [] Secondary (skin lesions, rash, etc.) [ Uncomplicated Urogenital (Urethritis,Cervicitis) . ”
<Z,: & [ Early Latent (asymptomatic, < 1 yr) [ salpingitis (PID) Has patient been treated? [JYes []No
o < [ Late Latent (over 1 yr duration) [] Ophthalmia/Conjunctivitis
=
>0 [J Neurosyphilis [ Other (Arthritis, skin lesions, etc.) Date(s) of Treatment (mm/dd/yyyy)
0 [ cardiovascular [] Other [ Resistant Gonorrhea
% [] Congenital [ Pencillinase-Producing [] Other
g Type and Amount of Treatment
" Campylobacter, Cryptosporidia, E. coli, Giardia, Hepatitis A, Salmonella, Shigella, Yersinia Hepatitis B and C Laboratory Results
R Check below if patient: Other: HBsAg [ Positive  [] Negative
S E Yes No Unknown anti-HBs [ positive  [] Negative
0N < 0 O 0[O isafood handler. anti-HBc [ pPositive  [] Negative
oo O O 0O attends or works at a day care center. anti-HBc-IgM O Positive [ Negative
O s [0 [O [ isahealth care worker.
xro [0 [O [ isincontact with animals. Specify animal: i .
i : : .
E Z O [O [ drinks unpasteurized milk. HepC-ElA O Positive O Negative
i O O O traveled out-of-state. Location / dates: HepC-RIBA O Positive O Negative
HepC-PCR [ Positive  [] Negative
Mycobacteriology Chest X-ray and CT Scan Tuberculin Test Treatment
Specimen type and date collected (mm/dd/yyyy) Chest Xray Mantoux [ Isoniazid
[JNotdone [ Unknown [] Not Done [ Rifampin
1 Normal [J Abnormal Date Done (mm/dd/ [ Pyrazinamide
%nsar_ ve [N ve []Pending [] Notd For abnormal CXR: ( yyyy) [] Ethambutol
0 ositive egative ending otdone Evidence of cavity = — [ Other, specify:
D Nucleic acid amplification O Yes O No [ Unknown esult (mm induration)
S [ Positive [] Negative [] Pending [] Not done Evidence of miliary TB [ Positive mm
8 [ Indeterminate [ Yes [0 No [ Unknown [ Negative mm
x Culture i ; . If negative, anergic?
- . . Chest CT or other imaging study: 9 ) g Date started
o [ Positive [] Negative [] Pending [] Not done ] Not done 5 Snknov{n OvYes [ONo (mm/ddlyyyy)
E If culture positive: _ 1 Normal ] Abnormal Blood Assay
E XI tu_belrc':\;ljlomg complex . For abnormal CT or other study: Date Done:
typical Mycobacteria, Specify: Evidence of cavity [ Positive [] Negative
[ Yes [ No [ Unknown [J Indeterminate
Patient’s country of origin| Date arrived in U.S. Evidence of miliary TB Date/time called to local public health
[ Yes [0 No [ uUnknown (mm/dd/yyyy, hour)
< o | Varicella Severity Estimate: [] Mild (<50 lesions)  [] Moderate (Approx. 50-499 lesions) [] Severe (Approx. 500+ lesions)
a A % Epi-Linked to Another Varicella Case? ] Yes [ONo [0 Unknown Epi-Linked Case Name:
5 z % Comments: Date rec'dby LHD | Date sent to DPH
< O
> @)
Agency Reporting (Name & Address) Date reported Telephone No.
2ua « )
g B): 05: Date of Interview
8 8 ©| Attending Physician (Name & Address) Interviewer
W o a:{ Initials Physician Telephone No.

COPY 1 - STATE EPIDEMIOLOGIST

COPY 2 — LOCAL HEALTH AGENCY

COPY 3 — PATIENT MEDICAL RECORD
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Information for Completing
Page 2

ACUTE AND COMMUNICABLE DISEASE CASE REPORT

WISCONSIN STATUTE CHAPTER 252.05 AND ADMINISTRATIVE RULE CHAPTER HFS 145 REQUIRE REPORTING OF COMMUNICABLE DISEASES.
Persons required to report include any person licensed under ch. 441 and 448, Wis. Stats., or any other person having knowledge that a person has a
communicable disease such as: « A person in charge of infection control at a health care facility

¢ Laboratory directors

« School nurses, principals of schools and day care center directors

For further information see Wisconsin Administrative Rule HFS 145.

Diseases listed under categories | and Il are to be reported to the local city or county health officer located in the local public health department of the
patient’s place of residence. Category Ill conditions must be reported directly to the state epidemiologist. Complete the “Demographic Data”, “Morbidity
Data” and “Reporting Source” sections for ALL diseases. For diseases preceded by an asterisk (*), provide immunization history. Follow-up epidemiologic
information may be requested by local or state public health officials. Send copy “A” and copy “B” to the local health officer. Copy “C” may be retained with
the patient’s record.

REPORT THE FOLLOWING DISEASES TO YOUR LOCAL HEALTH AGENCY

CATEGORY I.,
The following diseases are of urgent public health importance and shall be reported IMMEDIATELY by telephone or fax to the patient's local health officer
upon identification of a case or suspected case. In addition to the immediate report, within 24 hours complete and mail an Acute and Communicable
Diseases Case Report (DPH 4151) or enter the report into the Wisconsin Electronic Disease Surveillance System. Public health intervention is expected as
indicated. See s. HFS 145.04 (3) (a).

Anthrax™*® Hantavirus infection®**® *Pertussis (whooping Severe Acute Respiratory Yellow fever*
Botulism™* *Hepatitis A"*>*° cough)"#34® Syndrome-associated

Botulism, infant*?* *Measles?%*® Plague**® Coronavirus (SARS-

Cholera™®* Meningococcal disease™?*** *Poliovirus infection (paralytic Cov)+%34 Any iliness caused by an
*Diphtheria**** Outbreaks, foodborne or or nonparalytic)™* Smallpox*® agent that is foreign,

12345 exotic or unusual to

Wisconsin, and that has
public health implications*

Tuberculosis
Vancomycin-intermediate
Staphylococcus aureus

waterborne®*3*
Outbreaks, suspected, of other
acute or occupationally-

*Haemophilus
influenzae invasive
disease, (including

Rabies (human)“*®
Ricin toxin®*
*Rubella’?**®

epiglottitis)**® related diseases *Rubella (congenital (VISA) and Vancomycin-
syndrome)™** resistant Staphylococcus
aureus (VRSA) infection™**
CATEGORY IlI..

The following diseases shall be reported to the local health officer on an Acute and Communicable Disease Case Report (DPH 4151) or by other means or by

entering the data into the Wisconsin Electronic Disease Surveillance System within 72 hours of the identification of a case or suspected case. See s. HFS

145.04 (3) (b).

Arboviral disease'**

Babesiosis**

Blastomycosis®

Brucellosis™*

Campylobacteriosis (campylobacter
infection)®*

Chancroid"**®

Chlamydia trachomatis infection

Cryptosporidiosis™*>*

Cyclosporiasis™*®

Ehrlichiosis (anaplasmosis)*®

E. coli 0157:H7, other Shiga toxin-
producing E. coli (STEC),
enteropathogenic E. coli,
enteroinvasive E. coli, and
enterotoxigenic E. coli."***

Giardiasis>*

Gonorrhea™**®

Hemolytic uremic syndrome*?*

1,245

and s. HFS 145.04 (3) (b).

Acquired Immune Deficiency Syndrome (AIDS)
Human immunodeficiency virus (HIV) infection 2

12345

*Hepatitis B

Hepatitis C**

Hepatitis D***®

Hepatitis E**

Histoplasmosis®

Influenza-associated pediatric
death™?

Influenza A virus infection, novel
subtypes'?

Kawasaki disease’

Legionellosis™?*

Leprosy (Hansen Disease)

Leptospirosis

Listeriosis**

Lyme disease™?

Lymphocytic Choriomeningitis
Virus (LCMV) infection®

Malaria®?*

12345

Meningitis, bacterial (other than
Haemophilus influenzae,
meningococcal or streptococcal,
which are reportable as distinct
diseases)2

*Mumps™>*

Mycobacterial disease
(nontuberculous)

Psittacosis™**

Pelvic inflammatory disease®®

Q Fever*®

Rheumatic fever (newly diagnosed

and meeting the Jones criteria)

Rocky Mountain spotted fever"***

Salmonellosis™**

Syphilis*?**

Shigellosis™**

CATEGORY lll..

The following diseases shall be reported to the state epidemiologist on an AIDS case report (DPH 4264) or a Wisconsin Human Immunodeficiency Virus (HIV)
Infection Confidential Case Report (DPH 4338) or by other means within 72 hours after identification of a case or suspected case. See s. 252.15 (7) (b), Stats.,

124
4

CD4+ T-lymphocyte <200/uL, or CD4+ T-lymphocyte percentage of total lymphocytes <14

KEY:

Streptococcal disease (all invasive
disease caused by Groups A and B
streptococci)

Streptococcus pneumoniae invasive
disease (invasive pneumococcal)*

*Tetanus"?®

Toxic shock syndrome™?

Toxic substance related diseases:
Infant methemoglobinemia
Lead intoxication (specify Pb levels)
Other metal and pesticide poisonings

Toxoplasmosis

Transmissible spongiform
encephalopathy (TSE, human; CJD)

Trichinosis™**

Tularemia®

Typhoid fever

*Varicella (chickenpox)

Vibriosis™**

Yersiniosis®*

1,2,34
135

"For diseases preceded by an (*), indicate immunization history in the “lmmunization data” box in the “Morbidity data” section.
YInfectious diseases designated as notifiable at the national level.
®Wisconsin or CDC follow-up form is required. Local health departments have templates of these forms in the Epinet manual.

®Risk assessment by local health department is needed to determine if patient or member of patient's household is employed in food handling, day care or

health care.

“Case investigation by local health department is needed.
*Immediate treatment is recommended, i.e., antibiotic or biologic for the patient or contact or both..
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Form Approved OMB No. 0920-0009
Hantavirus Pulmonary Syndrome Case Report Form Patient Identification

Please return to: Centers for Disease Control and Prevention, Special Pathogens Branch
Ph: (404) 639-1510 Fax: (404) 639-1118 Email: dvd1spath@cdc.gov — 1 — 1 — 1 —1—1—1_—1_—
Site: www.cdc.gov/ncidod/diseases/hanta/hps/noframes/phys/specimen/hlthdept.htm -FIPS- -YR-

Information below is required for identification and meaningful interpretation of laboratory diagnostic results. HPS may not be confirmed without compatible dinical and/or exposure data.

PATIENT INFORMATION PATIENT’S BACKGROUND and EXPOSURE INFORMATION

Last 0 i rRace: ) [J American Indian/Alaska Native
ast name: ccupation: (Checkalthat apply.
P [CJAsian [IBlack or African American

First name: MI: Ethnicity: [Chooseone Cwhite CINative Hawaiian/other Pacific Islander
Age: Sex. [Chooseone History of rodent exposure in 6 weeks Chooseone

prior to onset of illness?
Street address:
City/town: If yes, type of rodent?| Chooseone
County: Place of contact (town, county, state):
State: ZIP: Notes:

TIMELINE

Date of onset of symptoms: Patient hospitalized? Date of hospitalization:

CLINICAL INFORMATION CLINICAL INFORMATION SPECIMEN INFORMATION

. . Supplemental oxygen required? Specimen acquisition date:
Fever > 101°F (38.3°()? Chooseone Chooseone :
Type of specimen:
Thrombocytopenia? Was patient intubated? Chooseone Has specimen been tested fg
(platelets <150,000mm) Chooseone hantavirus at a laboratory? | COOSEONE
Lowest platelet COXR with unexolai .
. plained bilateral Ifves. where?
count measured: interstitial infiltrates or suggestive Chooseone )
Elevated hematocrit (Hct)? Chooseone of ARDS?
Highest hematocrit Results (i.e., titer, OD):
measured: OUTCOME T
Elevated creatinine? Chooseone Outcome of illness? Chooseone
Highest creatinine
measured: Date of death:
WB( total: Autopsy performed? |Chooseone
Total neutrophils: %
Band neutrophils: % || Notes:
Lymphocytes: %

FOR STATE HEALTH DEPARTMENTS

State Health Department reporting case: State/local ID number: Date form completed:
Person completing Report: Phone number:
Name of patient’s physician: Phone number:

Instructions: You must have internet access and an email address to submit this Form electronically. Upon hitting the ‘Submit by Email’ button, a PDF is created, attached . .
to an email, which you should then send to the address which appears in the address header; you may also cc: others. Acknowledgement of receipt by CDCis not provided. Submit by Email

Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the
collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA (0920-0009).




www.cdc.gov/ncidod/diseases/hanta/hps/noframes/phys/specimen/hlthdept.htm

mailto:dvd1spath@cdc.gov



		FIPS: 

		Patient’s last name: 

		Occupation: 

		Race Asian: Off

		Race White: Off

		Race American Indian/Alaska Native: Off

		Race Black or African American: Off

		Race Native Hawaiian/other Pacific Islander: Off

		Patient’s first name: 

		MI: 

		Ethnicity of patient: [Choose one]

		Age: 

		Sex of patient: [Choose one]

		Yes or no for rodent exposure: [Choose one]

		Street Address: 

		City: 

		Type of rodent: [Choose one]

		County: 

		Place of contact town, county, state: 

		State: 

		ZIP: 

		Add notes 1: 

		Symptom onset date: 

		Yes or no for hospitalization: [Choose one]

		Hospitalization date: 

		Yes or no for fever > 101F: [Choose one]

		Yes or no for supplemental oxygen: [Choose one]

		Specimen acquisition date: 

		Type of specimen: 

		Yes or no for thrombocytopenia: [Choose one]

		Lowest platelet count: 

		Yes or no for intubation: [Choose one]

		Yes or no for testing: [Choose one]

		If yes, where: 

		Yes or no for infiltrates: [Choose one]

		Yes or no for elevated hematocrit: [Choose one]

		Highest hematocrit: 

		Results: titer, OD, other: 

		Yes or no for elevated creatinine: [Choose one]

		Highest creatinine: 

		Outcome: [Choose one]

		Date of death (if deceased): 

		WBC total: 

		Total neutrophils: 

		Band neutrophils: 

		Lymphocytes: 

		Yes or no for autopsy: [Choose one]

		Add notes 2: 

		State Health Department reporting case: 

		Statelocal ID number: 

		Date form completed: 

		Person completing Report: 

		Phone number: 

		Name of patient’s physician: 

		Phone number_2: 

		Submit by email: 






DEPARTMENT OF HEALTH SERVICES SEXUALLY TRANSMITTED DISEASES STATE OF WISCONSIN
Division of Public Health s. 252.05 Wisconsin Stats
LABORATORY & MORBIDITY EPIDEMIOLOGIC
F-44243 (Rev.06/10 608) 266-7365
(Rev.06/10) CASE REPORT (608)

Additional information for completing on page 2

A. PATIENT — Demographic Information

Last Name First Name Middle Initial
Date of Birth Age Gender Pregnancy Status

L1 Male [] Female [] Pregnant [] Not Pregnant [ ] Unknown If yes, Number of weeks
Street Address Apartment Number
City State Zip Code
County of Residence Telephone Number with Area Code

( )

Race Ethnicity
[] African American [] Alaskan/Native American [] Asian [ Hispanic [] Non Hispanic [] Unknown

[] Hawaiin/Pacific Islander [] White [] Multiple Races
B. DISEASE CLASSIFICATION RELATED TO DIAGNOSIS

] Syphillis [] Chlamydia [] Gonorrhea ] Chancroid
[] Congenital [ salpingitis — Pelvic Inflammatory Disease (PID)
[ Primary (chancre present) [] Ophthalmia / Conjunctivitis
[] Secondary (body rash, P&P) ] Other (Arthritis, skin lesions, etc.) [J Non CT/GC PID
[ Early Latent (no symptoms < 1 yr duration) 1 Uncomp. Urogenital (urethritis, cervicitis) Describe any symptoms:
[ Late Latent (no symptoms > 1 yr duration) [] Resistant Gonorrhea (PPNG, TRNG, etc.)

[1 Neurosyphillis [] Cardiovascular [] Other

C. LABORATORY TEST(S) RELATED TO CURRENT DIAGNOSIS

Test Type (use one line per test) Specimen Source Test Result(s)
(cervix, urethra, blood, etc.) (Mark all that apply)
1 [ Pos []Neg Titer 1:
2 [ Pos []Neg Titer 1:
3 [0 Pos [ Neg LIWR []QNS
4 [0 Pos []Neg LJWR [] QNS
Date Specimen Collected (mm/dd/yyyy) Date Specimen Analyzed (mm/dd/yyyy)
Attending Physician / Provider Ordering Test
Name of Laboratory Performing Test(s)
Patient treated? Date *Expedited Partner Therapy Date Onset Symptoms Date Report to LHD
O Yes [ No (mm/ddlyyyy) [ Yes [INo (mm/ddlyyyy) (mm/ddlyyyy)
D. TREATMENT (RX) INFORMATION
] Benzathine penicillin G 2.4 m.u. IM x 1 ] Amoxcillin 500 mg PO TID x 7d o
[1 Benzathine penicillin G 2.4 m.u. IM x 3 [1 Azithromycin 1 gm PO x 1 E gf[a;z(rlrr:gt-400mg POX1
[] Doxycycline 100mg PO BID for 7d [] Ceftriaxone 125mg IM x 1 ’
[1 Doxycycline 100mg PO BID for 10d [] Ceftriaxone 250mg IM x 1 *EPT - Azithromycin 1 gm PO x 1
] Doxycycline 100mg PO BID for 14d ] Erythromycin base 500mg PO TID 7d S— EgTh CﬁfIXIme 400mg PO x 1
ther, list:
] Doxycycline 100mg PO BID for 28d ] Erythromycin base 500mg PO QID 7d *EPT List number of doses.___
Person Reporting Telephone number Local Health Department(LHD) Name
( )
Agency Reporting Telephone number
()
Street Address
City, State and Zip Date Received by LHD (mm/dd/yyyy)
Comments:

Copy A (White) — State Epidemiologist





F-44243 (Rev. 06/10) Page 2

Information for Completing
Sexually Transmitted Diseases Laboratory and Morbidity Epidemiologic Case Report

Information reported on this form is authorized by Wisconsin Statute 252.11. All information contained in this report is confidential except as
may be needed for the purpose of investigation, control and prevention of communicable diseases.

General Instructions
This STD case report form is to be used by: laboratories, physicians, hospitals, STD clinics and, Local Health Departments (LHDs) or other
agencies within the state of Wisconsin to report suspected or confirmed Sexually Transmitted Diseases. This report is mandated under the
provisions of section 252.11 of the Wisconsin Statutes. As specified in rules promulgated by the department, ALL information (Laboratory and
Morbidity) is to be reported to the Local Health Department / Officer in the county that the patient resides within 72 hours and Local Health
Departments need to report to the Wisconsin Department of Health Services weekly.

Retention and Distribution
Copy A (white) to be submitted to the State Epidemiologist by the Local Health Department (LHD) / Officer.

This form is also available as an MS Word fillable format available in the DHS Forms Index http://dhs.wisconsin.gov/forms/F4/f44243.doc .
If you use the electronic copy from the website, please make 3 additional copies and distribute as listed above.

Reportable Sexually Transmitted Diseases (as of 03/01/2008)

Chancroid Sexually Transmitted Pelvic Inflammatory Disease (PID)
Chlamydia (CT) Syphilis — (all stages)
Gonorrhea (GC)

Specific Instructions

SECTION A: Patient Demographic Information: Complete ALL patient information. For date of birth use month, day, and year (e.g. 01-01-
2008). Do not omit any demographic information. Include a complete mailing address, city, county, state, zip code and telephone number.
When reporting STDs for females make sure to note pregnancy status and number of weeks pregnant.

SECTION B: Disease Classification Related to Diagnosis: Check box for each disease suspected or confirmed. See CDC treatment
guidelines for additional case classification information. To report PID associated with Chlamydia (CT) or Gonorrhea (GC), check box(es) in
disease and salpingitis.

SECTION C: Laboratory Test(s) Related to Diagnosis: Use a single line to report information on each test. There is enough space to report
four results on each case report form. If reporting more than four positive tests on the same individual, use an additional form and attach it to the
original form.

Test Type(s): Indicate the type of test used to confirm diagnosis. Example: (GC-LCR, CT-EIA, GC-AMA VDRL, FTA-ABS)
Specimen source: Indicate anatomical specimen collection site. Example: (Cervix, urethra, blood, or urine)

SECTION D: Treatment (Rx) Information: Check all Rx related to this case report. If reporting other Rx, follow Rx format used on this form.
Include the Name (doxy., ceft., etc.), Type (PO, IM, BID), Amount given (100mg, 2.4 m.u. etc.) and number of days (x 1 d, x 7 d etc.) provided.
Provide complete information on Treating/Attending physician. Use month, day, and year (e.g. 01-01-2008) for date treated, date onset of
symptoms, and date reported to Local Health Officer. Expedited Partner Therapy* (EPT) allows medical providers to prescribe, dispense, or
furnish medication to partners of patients diagnosed with trichomoniasis, gonorrhea, or Chlamydia trachomatis infection without a medical
evaluation of the partner. EPT should be used to supplement not supplant current STD control efforts described in section 252.11 of the
Wisconsin statutes. More information can be found at http://dhs.wisconsin.gov/communicable/STD/INDEX.HTM .”

See the current CDC Sexually Transmitted Diseases Treatment Guidelines, found at: http://www.cdc.qgov/std/treatment/

Indicate the name, title, telephone number and mailing address for the individual completing the report so that program staff may contact the
individual completing the form, or the attending physician if there are questions regarding the case report.

Mailing instructions: Providers mail completed form(s) within 72 hours to Local Health Departments in the county that the patient resides.
Local health department addresses can be found at: http://dhs.wisconsin.gov/localhealth

Local Health Departments enter information into WEDSS. Call (608) 266-7365.

Partner referral/interview: Use the CDC Field Record form (73.2936S) for case management to document information on sex partners,
suspects and associates, and prioritize your work. Call the STD Section number above to order new forms. When a named partner, suspect or
associate resides outside of the initiating agency’s jurisdiction (disposition=K), a Field Record form should be completed and routed to the
appropriate LHD for epidemiologic follow-up, or to the Division of Public Health, STD Control Section to forward out of state, at:

Wisconsin Division of Public Heatlh
STD Control Section
1 West Wilson Street, Rm # 339
Madison WI 53703-2659






CDES #103 (Rev 06/12) Wisconsin Department of Health Services

Page 1 of 2 Division of Public Health
Wisconsin Arbovirus Infection Case Report Form
Patient / Physician Information

Patient's Name: Patient Phone :
Street Address: County of Residence:
City: State: Zip Code:
Agency Reporting (name and address):
Physician (hame and address): Physician Phone:
LHD Reporting: Date reportedtoHD: __ [/ / Date Rec'datLHD: __ /[
Sex: O Male Date of birth: Ethnicity: [ Hispanic Race: [ American Indian or Alaskan Native [ Asian

[0 Female [0 Non-Hispanic [ Black or African American [0 White

O Unknown /[ [/ [ Unknown [0 Native Hawaiian or Pacific Islander [0 Unknown
Was the patient pregnant? Patient hospitalized? [0 Yes [ No [0 Unknown Admissiondate: __ /_ / Patient died from this illness?
O Yes [0 No [ Unknown |Hospital: Discharge date : /| OYes _ / / O No [O Unknown

Arbovirus Infection

O La Crosse
O Western Equine Encephalitis
[] Powassan

Laboratory Testing

[ West Nile virus
[ Eastern Equine Encephalitis (EEE)
[ Chikungunya

O Dengue
O St. Louis Encephalitis
[ Other:

Results
(positive, negative, or equivocal and
indexf/titer)

Specimen Source Test Method Arbovirus test

Collection Date (e.g. serum, CSF) (e.g. PCR, EIA) (agent/antibody)

BAlW[(N|F

Laboratory performing test: Q WSLH [ CDC [ Commercial Laboratory (please specify)
(Note: IgM+ results from commercial labs must be verified at the WSLH or CDC. A positive IgG and negative IgM usually indicates past infection.)

Clinical Information i

Signs and Symptoms: DateofOnset: __/ / [0 Asymptomatic

[ Fever O Chills [ Rash [0 Headache [ Photophobia [ Fatigue/Weakness [ Muscle Aches

[ Joint Pain [ stiff Neck [0 Nausea O Vomiting [ Diarrhea [ Disorientation O Memory deficit

[ Confusion O Slurred speech [ Coma O Tremors [ Convulsions [ Seizures [ Gait/balance difficulty

O Other (please specify) :

Was meningitis, encephalitis, or acute flaccid paralysis (AFP) documented? [J Meningitis [J Encephalitis [ AFP

If DENGUE, did the patient have any of the following during their illness? Previous history of dengue: year

[ Petechiae O Purpura/Ecchymosis O Vomit with blood [ Blood in stool [ Nasal bleeding
[ Bleeding in gums [ Blood in urine [ Vvaginal bleeding [ Pleural or abdominal effusion [ Eye pain

[ Conjunctivitis [ Body pain [ Pallor or cool skin [J Jaundice [ Plasma leakage
O Thrombocytopenia [ Rapid, weak pulse O Narrow pulse pressure

[0 Other (please specify) :
Risk of Exposure





CDES #103 (Rev 06/12) Wisconsin Department of Health Services
Page 2 of 2 Division of Public Health

1. During the 30 days prior to the onset of iliness, did the patient do any of the following:
[ Receive blood or blood products (transfusion)  Date of transfusion __/ _/
[ Receive organ transplant  Date of transplant __/ /

2.  During the 14 days prior to the onset of illness did the patient travel (excluding normal travel)? O Yes [ONo [ Unknown
If yes: Startdate: _ /[ Enddate _ / / Location:

3. Did the patient have a known history of mosquito exposure and/or bites within the 14 days prior to the onset of illness?
[ Yes, bites [ Yes, exposure only [ No exposure [ Unknown

4. Did the patient have a known history of tick exposure and/or bites within the 14 days prior to the onset of ililness?
O Yes, bites [ Yes, exposure only [ No exposure [ Unknown

5. Does the patient use mosquito/tick repellent that contains DEET when outdoors for more than 30 minutes:
O Always O Most of the time O Sometimes O Never

6. During the 30 days prior to the onset of illness, did the patient do any of the following:
[ Donate blood or blood products Date _ / / Identified by donor screening: [0 Yes [ No [ Unknown
[ Donate organs Date __ [/ /

Agency and contact information:

If WEST NILE VIRUS
7. Was the patient infected in utero? [0 Yes [ No [O Unknown

8. Was the patient breastfeeding at the time of symptom onset? [JYes [ONo [ Unknown







INFLUENZA-ASSOCIATED HOSPITALIZATIONS
CASE REPORT

City of Residence County Date of Birth Onset of Illness

Gender [J Male [ Female

If the patient is female was she pregnant at the time of admission?
1 Yes [ No "] Unknown

If the patient is female was she up to six weeks postpartum at the time of
admission?
7 Yes [1 No ] Unknown

Influenza Test
] RT-PCR
1 DFA
] Culture
1 Rapid

Test Result
] Influenza A/H1
] Influenza A/H3
] Influenza A unknown or undifferentiated
] Influenza B
(] Influenza A & B
] Influenza A/B undifferentiated

Was the patient admitted to ICU/CCU?
1 Yes [ No

Was the patient on mechanical ventilation?
'l Yes [] No







CENTERS FOR DISEASE CONTROL
KAWASAKI SYNDROME

Case Reporting CDC Case Number (1-4)
Pleasefill in the blank or circle the answer for each question.
PATIENT'S NAME RESIDENCE: CITY
FIRST MIDDLE LAST STATE (5-6)
COUNTY (7-9)
AGE AT ONSET YRS MOS | ]
(10-12) (12-13) (14-16) DOB: MM/DD/YY / /
(17-18) (19200 (21-22)
RACE/ETHNICITY: (23) 1. WHITE 5. AMERICAN INDIAN / ALASKAN NATIVE
2. BLACK 6. OTHER

3. ASIAN/PACIFICISLANDER 9. UNKNOWN

ISTHE PATIENT HISPANIC?(24) 0 No 1 Yes 9 Unknown

SEX (25) 1. Mde 2. Femde

DATE OF ONSET: / / HOSPITALIZED: (32) 0 Nol Yes 9
UNKNOWN
MM DD YY IF YES, number of days hospitalized:

(26-27) (28-29) (30-31) (33-39)
OUTCOME: (35) 1. Alive, no known sequelae

2. Dead

3. Alive with sequelae (specify)

9. Unknown

DOES THE PATIENT HAVE RECURRENT KAWASAKI SYNDROME? (36) 0 NO 1 YES 9 UNKNOWN
IF YES, list onset date of prior Kawasaki Syndrome episode: / /
MM DD YY

DIAGNOSTIC CRITERIA. Thecriteriafor acaseare: 1) fever 3 5 days unresponsive to antibiotics, and at least four
of the five following physical findings with no other more reasonable explanation for the observed clinical findings.

2) hilatera conjunctiva injection, 3) ora changes, 4) periphera extremity changes, 5) rash, 6) and cervica
lymphadenopathy (at least one lymph node 3 1/5 cm in diameter). |If the fever disappears due to intravenous gamma
globulin (Ivgg) therapy before the fifth day of illness, afever of <5 days duration fulfills fever criterion for case definition.

No Yes Unknown
1. Fever3 5days (37 0 1 9
NUMBER OF DAY S FEBRILE (38-39)
2. Bilaterd conjunctivd injection (40) 0 1 9

3. Ora mucosa changes (erythema of

lips or oropharynx, strawberry tongue,

or drying or fissuring of the lips) 4D 0 1 9
4. Periphera extremity changes (edema,

erythema, or generalized or periungual

desquamation) (42 0 1 9
5. Rash 43) 0 1 9
6. Cervica lymphadenopathy 3 1.5 cm

diameter (49 0 1 9

Rev. 1/01





CARDIAC STUDIES AND RESULTS. Circle the results for each study type (A-C), and list the number of weeks after
illness onset that the study was done. |f multiple studies were done, report the results of the most abnormal.

Normal Other Unknown # WKks after

Not done Results Aneurysms abnormalities Results illness onset
A. EKG (45) 0 1 2 3 9 (46-47)
B. ECHO (48) 0 1 2 3 9 (49-50)
C. ANGIOGRAM (51) O 1 2 3 9 (52-53)

COMPLICATIONS. Circleor list any complications associated with thisillness.

CARDIAC NONCARDIAC
(54  Aneurysms (coronary artery) (65  Arthragia
(55)  Aneurysms (other) (66)  Arthritis
specify (67)  Aseptic meningitis
(56)  Aortic regurgitation (68)  Gdl bladder hydrops
(57)  Arrhythmias (690 Hearingloss
(58)  Congestive heart failure (70)  Hepatitis or hepatomegaly
(59)  Coronary artery dilation (7))  Iritisor uveitis
(60)  Mitrd regurgitation (72)  Medtitis or sterile pyuria
(61) Myocardia infarction (73)  Myadgiaor myostis
(62)  Myocardia ischemia (74)  Other. Specify

(63)  Myocarditis
(64)  Pericarditis or pericardia effusion

TREATMENT: (75) WASINTRAVENOUS GAMMA GLOBULIN GIVEN: 0 No 1 yes 9 Unknown
IF YES, wasit started before the fifth day of illness while the patient was till febrile: (76) 0 No 1 Yes 9 Unknown

REPORTED BY: NAME
ADDRESS
PHONE NUMBER ( )
DATE: / /
DO YOU KNEED MORE KAWASAKI SYNDROME CASE REPORT FORMS: YES NO

PLEASE COMPLETE THE FORM AND MAIL IT TO:

Local Health Department: BUREAU OF PUBLIC HEALTH
COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION
1 WEST WILSON AVE. ROOM 318
MADISON, WI 53701-2659

Wisconsin Division of Hedth: KAWASAKI SYNDROME SURVEILLANCE
DIVISION OF VIRAL AND RICKETTSIAL DISEASES
MAILSTOP A32
CENTERS FOR DISEASE CONTROL
ATLANTA, GA 30333
CDC 55.54 (WI version)

Rev. 1/01






CDC 9069 LEGIONELLOSIS CASE REPORT

1/11 rev. (DISEASE CAUSED BY ANY LEGIONELLA SPECIES)

State Health Dept Case No. | Reporting State (CDC use only) Case No. City State of Residence

wi O
Occupation Age Gender Race Ethnicity
1 |:| M 1 |:| White 2 |:| Black 3 |:|American Indian/Eskimo |:| Hispanic
|:| |:| 2 |:| F 4 |:| Asian/Pacific Islander 5 |:|Not Specified |:| Non-Hispanic
Place of Employment Date of Birth Date of Onset of Iliness D Not Specified
/ l___ / /

1. ILLNESS 1|:| Legionnaires’ disease (w/ pneumonia ) 2|:| Pontiac fever
2. CLASSIFICATION 3[_] Confirmed 4 [] Suspect

3. COMPATIBLE CLINICAL ILLNESS |:| Fever >100° F

And, >2 of the following signs and symptoms

|:| Cough |:| Headache |:| Body aches|:| Fatigue

Was pneumonia diagnosed either clinically or through imaging (X-ray or CT scan) |:| Yes |:| No
4. LABORATORY DIAGNOSIS (Fill out sections that apply)
month day year
Date of 1st Laboratory Test |:| |:| |:| |:| |:| |:|
Date of 2nd Laboratory Test (if applicable) |:| |:| |:| |:| |:| |:|

Confirmed Case.
|:| Urine Antigen

|:| Culture |:| lung tissue |:| respiratory secretions |:| pleural fluid
|:| other (specify)
species serogroup
|:| 4-fold rise in antibodies to Legionella pneumophila group 1
Acute Titer 1: Convalescent Titer 1:

Suspect Case.

|:| 4-fold rise in antibodies to Legionella species or serogroups OTHER THAN
Legionella pneumophila group 1
Acute Titer 1: Convalescent Titer 1:

|:| Direct fluorescent antibody testing (DFA)
|:| Immunohistochemistry (IHC)
|:| Polymerase Chain Reaction (PCR)

5. POSSIBLE SOURCE OF EXPOSURE ( In thel0 days before onset of illness, did the patient):

Yes No Unk
e Travel overnight ] ] ]
If yes, where (city/state)
Dates of stay
Names of Hotels/Motels (if applicable)
Yes No Unk
e Went to a hospital as an outpatient ] ] ]
e Went to a hospital as a visitor ] ] ]





e Work in a hospital L] ] ]
« Hospitalized (inpatient) ] ] ]

If yes to any of the above name and location of the hospital
Name

City

e In the vicinity or had been in a hot tub, whirlpool or swimming pool [] ] ]
If yes, name and location

Name

City

6. Was the case hospital or nursing home related (nosocomial)?
Check one of the following:

|:| Not nosocomial no inpatient or outpatient hospital visits |:| Possible nosocomial Patient/resident
or nursing home stay in the 10 days prior to onset was hospitalized, or resided in a nursing
home 2-9 days before the onset of
Legionella symptoms.

|:| Definite nosocomial Patient/resident was hospitalized or resided Nursing home residents who left the
in a nursing home for > 10 days before onset of Legionella symptoms facility at least once within 10 days before

onset of Legionella symptoms may also be
considered in thi

|:| Unknown |:| Other

7. UNDERLYING DISEASE AT DATE OF ONSET
Yes No

c
=]
=

Cancer without current therapy
Cancer with current therapy

Transplant recipient type

Renal dialysis
Systemic corticosteroids

Other immunosupressant medication list

Diabetes mellitus

e
e

Current or former smoker

8. Was the patient's legionella infection:
|:| Associated with an outbreak |:| Sporadic case

[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[]
[]

Unknown

(If outbreak-associated, specify location)

9. Was patient hospitalized for legionellosis? |:| yes |:| no Hospital
Name:
Dates of Hospitalization (mm/dd/yr)

10. OUTCOME OF PATIENT’S DISEASE (CHECK ONE)
[ ] Survived [ ] Died [ ] Unknown

Interviewer Affiliation

Mo day year






		3. COMPATIBLE CLINICAL ILLNESS   Fever >100º F                   

		                                                                          And, >2 of the following signs and symptoms  

		     Cough   Headache  Body aches  Fatigue

		Was pneumonia diagnosed either clinically or through imaging (X-ray or CT scan)   Yes  No

		6.  Was the case hospital or nursing home related (nosocomial)?

		7.  UNDERLYING DISEASE AT DATE OF ONSET

		8.  Was the patient's legionella infection:

		 Associated with an outbreak   Sporadic case           Unknown

		 (If outbreak-associated, specify location)___________________________________________________________ 






Instructions for Completing the
Hansen’s Disease (Leprosy) Surveillance Form

The Hansen'’s Disease or Leprosy Surveillance Form (LSF) is the document used to report leprosy cases tothe U.S.
National Hansen’s Disease Registry. These data are used for epidemiological, clinical, and basic research studies
throughout the National Hansen’s Disease Program (NHDP), and are the official source for information on leprosy cases in
the U.S.

The information requested on the LSF is used by many clinicians and researchers, and collection of all information is highly
desirable. H owever, the fields that are boldfaced on the form and i n the instructions be low are considered to be the
minimal information needed to register a patient. Failure to provide this information will result in the form being returned
which creates additional work and may cause delays in obtaining program services for the patient.

1.

N

S© oNoOakw

12.
13.

14.
15.

16.
17.
18.
19.

Reporting State: Use the abbreviation of the state from which the report is being sent. This is usually the state of
the clinician’s office and not necessarily the patient’s resident state.

Date of Report: This is date of the initial LSF completion. If patient was previously reported and has relapsed,
write the word “RELAPSE” next to the date.

Social Security Number: self-explanatory.

Patient Name: Self-explanatory.

Present Address: Please include the county and zip code which are used to geographically cluster patients.

Place of Birth: Include state and county, if born in the U.S., or the country, if foreign born.

Date of Birth/Sex: Self-explanatory.

Race/Ethnicity: This information should be voluntarily provided by the patient. If the patient refuses or indicates a
race/ethnicity category not listed, check the “Not Specified” box.

Date Entered the U.S.: For patients who have immigrated to the U.S., provide the month and year of entry.

. Date of Onset of Symptoms: This information is usually the patient’s recollection of when classic leprosy symptoms

(rash, nodule formation, paresthesia, decreased peripheral sensation, etc.) were first noticed.

. Date Leprosy First Diagnosed: Provide the month and year a diagnosis was made. This usually coincides with a

biopsy date if one was performed.

Initial Diagnosis: Was the patient diagnosed in the U.S. or outside the U.S.

Type of Leprosy: Classify the diagnosis based on one of the ICD-9-CM diagnosis codes.

030.0 Lepromatous Leprosy (macular, diffuse, infiltrated, nodular, neuritic — includes Ridley-Jopling [RJ],
Lepromatous [LL] and Borderline lepromatous [BL]): A form marked by erythematous macules, generalized
papular and nodular lesions, and variously by upper respiratory infiltration, nodules on conjunctiva or sclera, and
motor loss.

030.1 Tuberculoid L eprosy (macular, maculoanesthetic, major, minor, neuritic — includes RJTuberculoid
[TT] and Borderline tuberculoid [BT]): A form marked by usually one lesion with well-defined margins with scaly
surface and local tender cutaneous or peripheral nerves.

030.2 I ndeterminate (uncharacteristic, macular, neuritic): Aform marked by one or more macular | esions,
which may have slight erythema.

030.3 Borderline (dimorphous, infiltrated, neuritic — includes RJ Borderline [BB] or true mid disease only):
A form marked by early nerve involvement and lesions of varying stages.

030.8 O ther S pecified L eprosy: Use this code when the diagnosis is s pecified as a “ leprosy” butis not listed
above (030.0-030.3).

030.9 Leprosy, Inactive: Use this code when the diagnosis is identified as a “leprosy” but inactive.

Diagnosis of Disease: Enter INITIAL biopsy and skin smear dates and results.

Residence (Pre-diagnosis): List all cities, counties, and statesinthe U.S. and all foreign c ountries a pat ient
resided in BEFORE leprosy was diagnosed. This information is used to map all places where U.S. leprosy cases
have resided.

Disability: Indicate any sensory abnormalities or deformities of the hands and feet or lagophthalmos of the eyes.
Current Household Contacts: Self-explanatory.

Current Treatment for Leprosy: Date treatment started and indicate all drugs used for initial treatment.

Name and Address of Physician or Investigator: Self-explanatory.





HANSEN’S DISEASE (LEPROSY) SURVEILLANCE FORM

NATIONAL HANSEN'’S DISEASE PROGRAMS
1770 PHYSICIANS PARK DRIVE

BATON ROUGE, LA 70816
1-800-642-2477

1 Reporting State

1L

2 Date of Report

o0

Day Yr.

3 Social Security Number (optional)

4 Patient Name:

(Last) (First) (Middle)
5 Present Address: Street City
County State Zip
6 Place of Birth: 7 Date of Birth: Sex:
Mo. Day Yr. I:lMaIe
State Count
v OO 0000 Droma
emale
Country

I:I Black, Not Hispanic |:| Black, Hispanic |:| Asian, Pacific Islander

Race/Ethnicity: |:|White, Not Hispanic I:l White, Hispanic I:I American Indian, Alaska Native |:| Indian, Middle Easterner

[ ] Not specified

9 Date Entered U.S.:

0000

10 Date of Onset of Symptoms:

0000

11 Date Leprosy First Diagnosed:

0000

12 Initial Diagnosis in:

|:| us. |:| Outside U.S.

13 Type of Leprosy: (IC - 9-CM Code)

[J Lepromatous (030.0 - LL, BL)
[ Tuberculoid (030.1 - TT, BT)

[ Indeterminate (030.2 - IN)
[ Borderline  (030.3 - BB)

[ Leprosy, Inactive

[ other Specified Leprosy (030.8)

(030.9)

14 Diagnosis of Disease:

O

Was biopsy performed in U.S.

15 List all places in the U.S.A. and all foreign countries a P ATIENT resided
(Including Military Service) BEFORE leprosy was diagnosed.

D No INCLUSIVE DATES
TOWN COUNTY STATE COUNTRY
Date / / From Mo./Yr. To Mo./Yr.
Result
O
Skin Smear
No
Date / / I:|
Bl: Positive Negative
16 Disability: Hands Eeet Eye
Yes / No Yes / No
Sensory Loss D D D D Lagophthalmos?
Deformity OO0 0Qg Yes[] No[]

17 Current Household Contacts:

Name/Relationship

18 Current Treatment for Leprosy: (check all that apply)

Date Treatment Started: /
1 Mo. Yr.
I:l Dapsone
2
|:| Rifampin
3 |:| Clofazimine
Other (list)
. []
5

19 Name and Address of Physician:

Investigator:

This form may be FAXED to NHDP at (225) 756-3706

DHNDP - 8/2010






| Print Form l

Department of Health Services CDES #107 (05/11)
Division of Public Health

WISCONSIN LYME DISEASE CASE REPORT FORM

PATIENT/PHYSICIAN INFORMATION

Patient’s Name: Date reported to HD: (mm/dd/yyyy)
Street Address: Agency Reporting:

City: Provider Name:

Patient Phone: Provider Address:

Provider Phone:
DEMOGRAPHICS

State of residence: County of residence: Zip code:

Sex:Qmale Race: [JJAmerican Indian or Alaskan Native [] Asian

Hispanic Ethnicity:

O female Date of birth: 1 Black or African American ] White
O unknown Oyes Ono O unknown ] Native Hawaiian or Pacific Islander ] Unknown
LABORATORY FINDINGS
EIA/IFA 1gMO 1gGO total O O positive O equivocal Other tests (check what applies):
Specimen collection date: O negative O not done _
(if not serum, specify): [ B. burgdorferi cultured
Western Blot (WB) i IgM: O positive O negative QO not done O CSF titer higher than serum
Specimen collection date: titer™?
(if not serum, specify): [041kDa (FlaB) 039 kDa (BmpA) [ 21-25 kDa (OspC) ] Additional assays (including PCR)
Please indicate positive WB bands, if known.  19G:O positive O negative O not done Specify zeSt, CCI>||SCIi0n date, specimen
i type, and result:
E‘" :9?3" é 0: fob:"dz must bg positive D93 kDa [ 66 kDa [ 58 kDa [ 45 kDa [ 41 kDa
orlgG, 5 of 10 bands must be positive 039 kDa [ 30 kDa [ 28 kDa [ 21-25 kDa (OspC) [J18 kDa

NS AND SYMPTOMS AND EXPOSURE

Did a physician or other medical professional diagnose

this patient with Lyme disease? O yes O no Date of Lyme disease diagnosis: Date of symptom onset:
Confirmatory signs and symptoms Non-confirmatory signs and symptoms
yes no unknown | (check all that apply):

EM rash (> 5 cm in diameter) o (0] o [ Arthralgias [C1Myocarditis
Arthritis (objective episodes of joint swelling) O (@] o [ Bundle branch block [INeck pain
Bells palsy or other cranial neuritis o (o] o [ Cognitive impairment [ Other rash
Encephalomyelitis* o o o [J Encephalopathy [ Palpitations
Lymphocytic meningitis (e} [e) o) [ Fatigue [JParesthesias
Radiculoneuropathy (o) o) o) ] Fever/Sweats/Chills [ Peripheral neuropathy
2" or 3" degree atrioventricular block o) o) o) ] Headache [ Visual/auditory impairment

1 Myalgias ] Symptom(s) not listed
*|f encephalomyelitis is checked, CSF titer must be higher than serum titer

Exposure: If EM is present, was the patient exposed to wooded, brushy or grassy areas in a Lyme disease endemic county <30 days before onset?
O yes O no Q unknown If yes, where: County(s) State(s)

If the patient had EM, was there: [ Asingle EM  or [ multiple EM rashes

SUPPLEMENTAL INFORMATION

-Was the patient pregnant at the time of illness? Oyes O no O unknown

-Was the patient hospitalized for this illness? Oyes QO no QO unknown

-Antibiotics used for this illness (check all that apply): [ doxycycline [] ceftriaxone [ penicillin ] amoxicillin - [] cefuroxime axetil
O azithromycin [ other:

-Combined duration of antibiotics for this illness: O <1 month O 1-3months O>3 months O None recorded

Confirmed Case O Probable Case O Suspect Case O
EM rash in a Wisconsin resident physician- diagnosed Lyme disease with Any positive laboratory test with no clinical
or non-confirmatory signs and symptoms information available (e.g. a laboratory report
At least one late manifestation that has laboratory and without a case report form)
evidence of infection that meets criteria laboratory evidence of infection that meets

(see next page) criteria (see next page)






WISCONSIN LYME DISEASE SURVEILLANCE CASE DEFINITION (06/01/2008)

Clinical description: a systemic, tickborne disease with protean manifestations, including dermatologic, rheumatologic, neurologic, and
cardiac abnormalities. The best clinical marker for the disease is the initial skin lesion (i.e., erythema migrans {EM}) that occurs in
60%-80% of patients.

Surveillance case definition: this surveillance case definition was based on the revised national case definition effective January 1,
2008. It is developed for national reporting of Lyme disease and not intended to be used in clinical diagnosis.

Case classifications:
Confirmed case:
« EM with a potential exposure in a Lyme disease endemic county <30 days before illness (as defined below), or
« At least one late manifestation that has laboratory evidence of infection that meets criteria.
Probable:
« Physician-diagnosed Lyme disease that has laboratory evidence of infection with non-confirmatory signs and symptoms.
Suspect:
« Any positive laboratory test with no clinical information available (e.g. a laboratory report).
Not a Case:
« Any case report that does not meet the confirmed, probable, or suspect category.

Definitions and Clarifications:

Erythema migrans (EM). For purposes of surveillance, EM is defined as a skin lesion that typically begins as a red macule or papule
and expands over a period of days to weeks to form a large round lesion, often with partial central clearing. A single primary lesion must
reach greater than or equal to 5 cm in size. Secondary lesions also may occur. Annular erythematous lesions occurring within several
hours of a tick bite represent hypersensitivity reactions and do not qualify as EM. For most patients, the expanding EM lesion is
accompanied by other acute symptoms, particularly fatigue, fever, headache, mildly stiff neck, arthralgia, or myalgia. These symptoms
are typically intermittent. The diagnosis of EM must be made by a physician. Laboratory confirmation is recommended for persons with
no known exposure.

Confirmatory late manifestations. Late signs and symptoms include any of the following when an alternate explanation is not found:

1. Musculoskeletal system. Recurrent, brief attacks (weeks or months) of objective joint swelling in one or a few joints,
sometimes followed by chronic arthritis in one or a few joints. Manifestations not considered as criteria for diagnosis include
chronic progressive arthritis not preceded by brief attacks and chronic symmetrical polyarthritis. Additionally, arthralgia,
myalgia, or fibromyalgia syndromes alone are not criteria for musculoskeletal involvement.

2. Nervous system. Any of the following, alone or in combination: lymphocytic meningitis; cranial neuritis, particularly facial
palsy (may be bilateral); radiculoneuropathy; or, rarely, encephalomyelitis. Encephalomyelitis must be confirmed by
demonstration of antibody production against B. burgdorferi in the CSF, evidenced by a higher titer of antibody in CSF than in
serum. Headache, fatigue, paresthesia, or mildly stiff neck alone are not criteria for neurologic involvement.

3. Cardiovascular system. Acute onset of high-grade (2nd-degree or 3rd-degree) atrioventricular conduction defects that resolve in
days to weeks and are sometimes associated with myocarditis. Palpitations, bradycardia, bundle branch block, or myocarditis
alone are not criteria for cardiovascular involvement.

Non-confirmatory. Other non-confirmatory signs and symptoms include:

Fever, sweats, chills, fatigue, neck pain, arthalgias, myalgias, fibromyalgia syndromes, cognitive impairment, headache, paresthesias,
visual/auditory impairment, peripheral neuropathy, encephalopathy, palpitations, bradycardia, bundle branch block, myocarditis, or other
rash.

Disease endemic to county. A county in which Lyme disease is endemic in which at least two confirmed cases have been acquired in
the county or in which established populations of a known tick vector are infected with B. burgdorferi. For the purposes of surveillance,
all Wisconsin counties are considered as endemic.

Exposure. Exposure is defined as having been (less than or equal to 30 days before onset of EM) in wooded, brushy, or grassy areas
(i.e., potential tick habitats) in a county in which Lyme disease is endemic. A history of tick bite is not required.

Laboratory evidence. For the purpose of surveillance, the definition of a qualified laboratory assay is (1) a positive culture for B.
burgdorferi, (2) two-tier testing* with [gM immunoblot seropositive result for specimens collected within 30 days of onset date, or (3)
single-tier IgG immunoblot seropositive interpreted using established criteria. Additional assays may be added based on periodic review
of the scientific literature and strong evidence of comparable or better performance than qualifying assays.

* Two-tier testing includes an initial screen by enzyme immunosassay (EIA) or indirect immunofluorescence assay (IFA), followed by a Western
immunoblot on any equivocal or positive EIA or IFA results.
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' _/é MALARIA CASE SURVEILLANCE REPORT

Department of Health and Human Services, Centers for Disease Control and Prevention
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2,

HEALT,
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Division of Parasitic Diseases (MS F-22), 4770 Buford Highway, N.E. Atlanta, Georgia 30341

Part |
State Case NO: ...ccoovvvniinnnns CSID NO....oiieiciiiciii Case NO: ..o,
Patient name (last, first): Age: yrs. mos. wks. days (circle units) Sex:
Date of Birth: / / ] Male
Date of symptom onset of this attack (mm/dd/yyyy): / / Is patient pregnant? (] Yes I No [] Female
Height: ft. and in. Weight:___ Ibs. [1 Unknown
Physician name (last, first): Ethnicity: Race (select one or more):

[ Hispanic or Latino  [] American Indian/Alaska Native

[1 Not Hispanic or [1 Native Hawaiian/Other Pacific Islander
Telephone Number: ( ) - Latino [1 Black or African American

[J Asian [ White  [J Unknown

Positive lab test result (check all that apply):

OSmear [PCR  [ORDT [ No test done/unknown State/territory reporting this case:
County:
Species (check all that apply): ) ) Patient admitted to hospital: (1 Yes [ No [ Unknown
O Vivax [ Falciparum [Malariae [ Ovale [ Not Determined )
O Other species (specify) Hospital:
Parasitemia (%): Date: / / Hospital record No.:
Laboratory name: Specimens being sent to CDC? [ Yes [ No [ Unknown
Telephone Number: ( ) - If yes: [ Smears [] Whole Blood [] Other:
Has the patient traveled or lived outside the U.S. during the past 2 years? []Yes [0 No If yes, specify:
Country: 1. 2. 3.
Date returned/ arrived in U.S. (mm/dd/yyyy): / / / / / /
Duration in country yrs. mos. wks. days (circle units)
Did patient reside in U.S. prior to most recent travel? Principal reason for travel from/ to U.S. for most recent trip:
[ Yes O Tourism O Visiting friends/relatives [ Student/teacher
; . O Military O Airline/ship crew [ Other:
[ No, (specify country): ] Business ] Missionary or dependent [ ] Unknown
1 Unknown [ Peace Corps [ Refugee/immigrant

Was malaria chemoprophylaxis taken? [ Yes [ No [ Unknown
If yes, which drugs were taken? [] Chloroquine [] Mefloquine [ Doxycycline [] Primaquine [ Atovaquone/proguanil

[ Other: [J Unknown

Was chemoprophylaxis  If doses were missed, what was the reason? History of malaria in last 12 months (prior to this report)?
taken as prescribed? [ Forgot [ Yes O No []Unknown

[ Didn’t think needed U .
L1 Yes, missed no doses [ Had a side effect (specify): Date of pre\-/lous Hliness: / /
1 No. missed d [ Was advised by others to stop If yes, species (check all that apply):

0, missed doses i . . .

E gﬁ:ﬁ;gg‘zzsﬁpped taking once home OJvivax [J Falciparum [Malariae [J Ovale
L1 Unknown [ Unknown ' CINot Determined ] Other (specify)
Blood transfusion/organ transplant within last 12 months: [] Yes [ No [ Unknown If yes, date: / /
Clinical [ ] Cerebral malaria [ | ARDS [ ] None Was illness fatal: [ ] Yes [ ] No [_] Unknown
Complications: [_] Renal failure [] Severe anemia(Hb<7) [] Other : If yes, date of death : / /

Therapy for this attack (check all that apply):
[] Chloroquine [] Tetracycline [[] Doxycycline [[JMefloquine [] Exchange transfusion [] Artesunate [_] Artemether/lumefantrine [] Unknown

[] Primaquine [] Quinine [] Quinidine  [[]Clindamycin [_JAtovaquone/proguanil [] Other (specify):

Person submitting report: Telephone No. :
Affiliation: Date Submitted: / /
For CDC Use Only. Classification ~ [] Imported [ ]Induced [ Introduced [] Congenital  [] Cryptic

Public reporting burden of this collection of information is estimated to average 15 minutes per response. An agency may not conduct or sponsor, and a person is not required to respond to, a collection
of information unless it displays a currently valid OMB control number. Please send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions
for reducing this burden, to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Rd., NE (MS D-24); Atlanta, GA 30333; ATTN: PRA (0920-0009).

CDC 54.1 11/2011 (Front) OMB 0920-0009
If sending specimens, please forward blood smears (thick and thin) with this report.





Physicians and other health care providers with questions about diagnosis and treatment of malaria cases
can call CDC’s Malaria Hotline:
- Monday - Friday, 9:00 am to 5 pm, EST: call 770-488-7788 or 855-856-4713 (Fax: 404-718-4815)
- Off-hours, weekends, and federal holidays: call 770-488-7100 and ask to have the malaria clinician on call paged.

Information on malaria risk, prevention, and treatment is available at:
CDC'’s Malaria Web site http://www.cdc.gov/malaria

Part 11 (to be complete 4 weeks after treatment)

Please list all prescription and over the counter medicines the patient had taken during the 2 weeks before starting their treatment for malaria.

Please list all prescription and over the counter medicines the patient had taken during the 4 weeks after starting their treatment for malaria.

Was the medicine for malaria treatment taken as prescribed? [ ] No, doses missed [ ] Yes, no doses missed [ ] Unknown

Did all signs or symptoms of malaria resolve without any additional If yes, did the patient experience a recurrence of signs or symptoms of
malaria treatment within 7 days after treatment start? malaria during the 4 weeks after starting malaria treatment?
[ ] Yes [ ]No [ ] Unknown [ ]Yes [ ]No [ ] Unknown

Did the patient experience any adverse events within 4 weeks after receiving the malaria treatment? [_] Yes [1No ] Unknown

(If Yes): Event description Relationship Time to Fatal?  Life- Other
to treatment Onset since Threatening?  Seriousness?**
suspected* treatment start

1 [ Il [ [

2 [ [ [ []

3 [ l [ [

4 [ l [ [

5 ] [ [] []

* Suspected means that a causal relationship between the treatment and an adverse event is at least a reasonable possibility, i.e., the relationship cannot be ruled out.

** A serious adverse event is defined as an event which is fatal or life-threatening, results in persistent or significant disability/incapacity, constitutes a congenital
anomaly/birth defect, is medically significant (i.e., jeopardizes the patient or may require medical or surgical intervention), or requires inpatient hospitalization or
prolongation of existing hospitalization.



http://www.cdc.gov/malaria
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TICKBORNE RICKETTSIAL DISEASE CASE REPORT

Use for: Anaplasmosis, Ehrlichiosis, and Spotted Fever Rickettsiosis(SFR) including Rocky Mountain Spotted Fever(RMSF)

PATIENT/PHYSICIAN INFORMATION

Patient's Name: Patient Phone:
Street Address: County of Residence:
City: State: Zip Code:
Sex: O Male Date of birth: Ethnicity: [0 Hispanic Race: [0 American Indian or Alaskan Native O Asian
O Female O Non-Hispanic O Black or African American O White
O Unknown / / O Unknown O Native Hawaiian or Pacific Islander O Unknown
Was the patient pregnant? | Patient hospitalized? [ Yes O No [JuUnk Admission date: / / Patient died from this illness?
O Yes [INo [JUnk Hospital: Discharge date : / / O Yyes / / LI No [ Unk

Agency Reporting (name and address):

Physician (name and address): Physician Phone:

LABORATORY FINDINGS

Laboratory performing test(s): City/State:

Serological Test Results: Serology #1  Collection Date: / / Serology #2  Collection Date: / /

(EIA, IFA, ELISA) 1gG Titer Pos. | Neg. | IgM Titer Pos. | Neg. 1gG Titer Pos. | Neg. | IgM Titer | Pos. | Neg.
Anaplasmosis

A. phagocytophilum | _______ O | O | _______ O | O | _______ O | O | _______ 0o O
Ehrlichiosis

E. chaffeensis | _______ o | O | _______ O | Od | _______ o | O | _______ O | O
SFR (including RMSF)

Spotted Fever Group | _______ o | O | _______ O | Od | _______ o | O | _______ O O
Other

Organism: | oo oo | oo S=
Other Test Results: PCR Smear/Morulae Culture ImmunoZiat((:);:hemical Other Tests: !Sfpse;::(iefc;?"len was not serum,
Collection Date: / / Pos. | Neg. Pos. | Neg. Pos. | Neg. Pos. | Neg. Pos. | Neg.
Anaplasmosis Additional Notes:
A. phagocytophilum | O | O | o | O | o | O | o | O | O | 0O

Ehrlichiosis

E. chaffeensis o | O O | Od o | Od O | 0O o | O

E. ewingii o | O N/A N/A N/A O | d
SFR (including RMSF)

Spotted Fever Group | O | O | N/A | O | O | o | O | O | 0O
Other

Organism: | O | O | o | O | o | O | o | O | O | 0O

CLINICAL SIGNS AND SYMPTOMS

Patient must have at least: [ fever/sweats/chills AND one or more of the following: [Jrash [0 headache [1 myalgia [J anemia [ leucopenia
[ thrombocytopenia [] elevated hepatic transaminases [ eschar (primarily SFR, a black necrotic area around site of tick bite)

Was a clinically compatible iliness present (if there is no presence of a clinically compatible illness then this is not acase)? [1 Yes [1 No [J Unk

. Underlying immunosuppressive condition? Life threatening complications in clinical course of iliness?
Onset Date: O Yes [0 No [I Unk [0 Adult respiratory distress syndrome (ARDS) O Meningitis/encephalitis
/ / [0 Disseminated intravascular coagulopathy (DIC) [0 Renal Failure
Specify conditions: [ Other: ] None
Was patient treated for this illness? [0 Yes [0 No [ Unk If, yes, / / [ Doxycycline? [ Other:
Was patient tested for other tick-borne illnesses? Was patient diagnosed with another tick-borne illness?
[0 Yes O No [ Unk Ifyes, specify: O Yes O No [O Unk Ifyes, specify:
RISK
History of travel outside county of residence within 30 days of onset of symptoms? O Yes [ No County:
History of travel outside state of residence within 30 days of onset of symptoms? O Yes [ No State:

History of tick bite or exposure within 21 days of illness onset: [0 Yes[d No[d Unk

Note: Serology testing requires a four fold titer change between 2 serum samples for confirmation of results. The first sample should be collected within 1 week of iliness
and second sample 2-4 weeks later. CDC uses an IFA 1gG titer cutoff >= 1:64 and does not use IgM test results independently. IgM tests may be unreliable because they
lack specificity and may persist for a long time. When sera demonstrate elevated antibody responses to multiple infectious agents among rickettsial species, and between
ehrlichial and anaplasmal species, the greater antibody response is generally directed at the actual agent involved. Current commercially available ELISA tests cannot
evaluate changes in antibody titer. EDTA blood sample should be collected before patient has been treated with antibiotics when performing PCR testing. Biopsy/autopsy
specimen should be collected when performing IHC testing.

Reset / Clear Form
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TICKBORNE RICKETTSIAL DISEASE CASE REPORT

CDC Anaplasmosis, Ehrlichiosis, and Spotted Fever Rickettsiosis(SFR) Including Rocky
Mountain Spotted Fever(RMSF) Surveillance Case Definition

Surveillance case definition: This surveillance case definition was based on the revised national
case definition effective January 1, 2008. It is developed for national reporting of Tickborne
Rickettsial disease and not intended to be used in clinical diagnosis.

Clinical presentation: A tick-borne iliness characterized by acute onset of fever/sweats/chills and
one or more of the following symptoms or signs: rash, headache, myalgia, malaise, anemia,
leukopenia, thrombocytopenia, or elevated hepatic transaminases. Nausea and vomiting may be
present in some cases.

e Confirmed Anaplasmosis\ Ehrlichiosis:
o A clinically compatible case AND

= Evidence of a fourfold change in IgG antibody titer reactive with Anaplasma
phagocytophilum or Ehrlichia spp. antigen by IFA, OR

= Detection of DNA using PCR assay, OR
= Detection of antigen by IHC, OR
= Positive cell culture to the above agents.

e Probable Anaplasmosis\ Ehrlichiosis:
o A clinically compatible case AND

= Evidence of elevated IgG or IgM antibody titer reactive with Anaplasma
phagocytophilum or Ehrlichia spp. antigen by IFA, ELISA, dot-ELISA, or latex
agglutination, OR

= |dentification of morulae in the cytoplasm of monocyte or macrophages
(Ehrlichiosis) or in the cytoplasm of neutrophils or eosinophils (Anaplasmosis) by
microscope examination.

e Confirmed SFR (including RMSF):
o A clinically compatible case AND

= Evidence of a fourfold change in IgG antibody titer reactive with Rickettsia
rickettsii or other SFR antigens by IFA, OR

= Detection of DNA using PCR assay, OR
= Detection of antigen by IHC, OR
= Positive cell culture to the above agent.

e Probable SFR (including RMSF):
o A clinically compatible case AND

= Evidence of elevated IgG or IgM antibody reactive with R. rickettsii or other SFR
antigens by IFA, ELISA, dot-ELISA, or latex agglutination.
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U.S. DEPARTMENT OF
HEALTH & HUMAN SERVICES

PUBLIC HEALTH SERVICE

VIRAL HEPATITIS CASE REPORT

The following questions should be asked for every case of viral hepatitis

DRAFT COPY

CDC

Centers for Disease Control
and Prevention
Hepatitis Branch, (G37)
Atlanta, Georgia 30333

Prefix: (Mr. Mrs. Miss Ms. etc) Last:

First: Middle:

Preferred Name (nickname):

Maiden:

Address: Street:

City:

Phone:

( ) Zip Code:

SSN # (optional)

Only data from lower portion of form will be transmitted to CDC

State County Date of Public Health Report__ _ / _
Was this record submitted to CDC through the NETSS system? @ |:|No
I yes, please enter NETSS ID NO. | | | | | | | | | | | If no, pleaseSIMEE CASE NO.

7

BRSNS 7
RACE (check all that apply):
|:| Amer Indian or Alaska Native|:| Black or African American |:| White ETHNIC_ITY:
[ Asian [] Native Hawaiian or Pacific Islandef_] Other Race, specify: | HISPANIC ....ooovvevenness] ]

Non-hispanic ............ O

SEX: Male[] Female[] un{] PLACE OF BIRTH: [Jusa [Jother_ Other/Unknown........[]
DATE OF BIRTH: /I f_ _ _ _  AGE: __ _ (years) (00=<lyr 99= Unk)

REASON FOR TESTING: (Check all that apply] ]

|:| Screening of asymptomatic patient with reported risk factors

|:| Screening of asymptomatic patient with no risk factors (e.g.

Symptoms of acute hepati

Evaluation of elevated liver enzymes
|:|Blood / organ donor screening
, patient requ@d ) Follow-up testing for previous markehepatitial

|:|Prenata| screening |:|Unknown |:|Other: specify:
CLINICAL DATA: DIAGNOSTIC TESTS: CHECK ALL THAT APPLY
Pos Neg un
Diagnosis date: b N YYY_ ® Total antibody to hepatitis A virus [total anti-HAV]............ D |:| D
IS PAtient SYMPLOMALEZ..vr..vrooeoeoseoeeseeeesseoe Els I:NIO Erlﬂ(. IgM antibody to hepatitis A virus [IgM anti-HAV].................] D |:| |:|
if yes, onset date: / / ® Hepatitis B surface antigen [HBSAQ]........ccccceviieiiiiieiiienens D |:| |:|
Was the patient - T ® Total antibody to hepatitis B core antigen [total anti-HBc]El. |:| |:|
© JAUNTICEA? oo EI |:| |:| ® IgM antibody to hepatitis B core antigen [IgM anti-HBc]..... O O O
® Hospitalized for hepatitiS?........ccccoeeiiiieeennnen. |:| |:| |:| ® Antibody to hepatitis C virus [anti-HCV]...........ccceecriinennn. L—_| |:| |:|
Was the patient pregnant.2........c.c.cccocevevvenennne. OO g - anti-HCV signal to cut-off ratio
due date : D IYYvyy ® Supplemental anti-HCV assay [e.g., RIBAL.......c.c.c.......... I | O
Did the patient die from hepatitis?...................... EI I:I I:I ® HCV RNA [e.9., PCR] .ottt L. O O
* Date of death: DD_ Y XYY _ ® Antibody to hepatitis D virus [anti-HDV]...........cccocovvureenn.. 0 O Od
® Antibody to hepatitis E virus [anti-HEV].........c.ccooveveveuennee. ] | O
LIVER ENZYME LEVELS AT TIME OF DIAGNOSIS ® |f this case has a diagnosis of hepatitis A that has not been
® ALT [SGPT] Result Upper limit normal serologically confirmed, is there an epidemiologic link betweelfS No Unk
® AST [SGOT] Result Upper limit normal this patient and a laboratory-confirmed hepatitis A case.?.....El I:I I:I
® Date of ALT result DD YYYY
¢ Date of ASTresut

DIAGNOSIS: (Check all that apply)
|:|Acute hepatitis A
[[] Acute hepatitis B

Acute hepatitis C
I:lAcute hepatitis E

|:| Chronic HBV infection

|:| Acute non-ABCD hepatitis

[J Perinatal HBV infection
HCV infection (chronic or resolved)

Hepatitis Delta (co- or super-infection)

O

C:\My Documents\Projects\Hepatitis\VHSPW.p65
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Patient History- Acute Hepatitis A NETss|DNo,| | | | | | | |

STATE CASE NO.

During the2-6 weeksprior to onset of symptoms-
Was the patient a contact of a person with confirmed or suspected

Yes No Unk

hepatitis A VIFrUS INFECHIONT ..o DD I:I
If yes, was the contact (check one)
® household member (NON-SeXUAL)..........ccccciiriiiiiiiiie e D I:I

1o G o = U 1 1= PP PUPTN El
® child cared for by this patient.... |:|
® babysitter of this PatiENt.......cccciiieiiii e

L]

i

R o1 1Y 14T 1 (S SSSPPRNE Ell:l
OO

[1.[1

]

® other
Was the patient
® a child or employee in a day care center, nursery, or preschool ? ..............

® a household contact of a child or employee in a

OO0 DOOooodd

day care center, nursery or presChoQl.2........ccccooiiiiiiiiii e E|
If yes for either of these, was there an identified hepatitis A case
in the child care facility?.......ccccooiieiii e El |:|

Please ask both of the following questions regardless of the patient's gender.
In the 2- 6 weeksbefore symptom onset how many 0 1 25 >5 Unk

In the2- 6 weeksbefore symptom onset Yes No Unk
Did the patient inject drugs not prescribed by a doctor?.........ccccooevieiiiiiennnen. E| |:| |:|
Did the patient use street drugs but Not INJECL2.......ccccevevieiierieiiericececece e EI |:| |:|
Did the patientravel outside of the U.S.A. or Canada...........cccceeevveercvveeernnnnn. El |:| |:|

® |If yes, where? 1) 2)

(Country) 3)

In the 3 months prior to symptom onset
Did anyone in the patient’s household travel outside of the U.S. A. or CanadaP_-l |:|

® |f yes, where? 1) 2)
(Country) 3)
Is the patient suspected as being part of a common-source outbreak?............ |:| |:|
If yes, was the outbreak
Foodborne- associated with an infected food handler..............ccccoeiiiieneeend El |:|
Foodborne NOT associated with an infected food handler .......................... ED

® specify food item

LT 20T oo £ 1 =TRSO EE

Ooo oo d d

Source NOt IdeNtified.........ooiuiiiiiii e EII:'
Was the patient employed as a food handler durin@¥® WEEKS
prior to onset of symptoms or While ill? ............cccooiiiiiiiiiiieee EIE
VACCINATION HISTORY

Yes No Unk
Has the patient ever received the hepatitis A vaccing} [] []

1 =22
® |f yes, how many doSeS? .......cccccevererrerreireireiresnenns EI |:|

® In what year was the last dose received? ............ I:":”:l

Yes No Unk

® |f yes, when was the last dose received? .........c........... /
mo yr
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Patient History- Acute HepatitisB

STATE CASE NO.

NETSSIDNO.l | | | | | |

During the 6 weeks- 6 monthsrior to onset of symptoms
was the patient a contact of a person with confirmed or
suspected acute or chronic hepatitis B virus infectiof€®

If yes, type of contact

®  SEXUAL et EI EI EI
® Household [Non-sexual] ......ccccouvrviiniiniieennennnd |:| |:| |:|
® Other: OO Od

Ask both of the following questions regardless of the patient’s gender.

¢ male sex partners did the patient have?........... El |:| |:| |:| |:|
® female sex partners did the patient have? ....... E' |:| |:| |:| |:|

Was the patient EVERreated for a sexually- Yes No Unk
transmitted diSEaSe? .......cccviiivieiiiiiic I:ll:l I:l

® If yes, in what year was the most recent treatment ? __
During the6 weeks- 6 monthsrior to onset of symptoms
® inject drugs not prescribed by a doctor? ................... L__| |:| |:|
® use street drugs but NOt INJECL? ........ccvevvveureereerinns O O

In the 6 months before symptom onset how many 0 1 2-5 >5 UnkK

During the6 weeks- 6 monthsrior to onset of symptoms

Did the patient- Yes No _Unk
® undergo hemodialySiS?.........cccovvriiiiniinineeieneeneen I:l I:l I:l
® have an accidental stick or puncture with a needle I:l I:l I:l

or other object contaminated with blood? ..............
« if yes, when?
® receive any IV infusions and/or injections in the outpatient setting...
® have other exposure to someone else’s blood

specify:

During the6 weeks - 6 monthsrior to onset of symptoms
® Was the patient employed in a medical or dental field |:| |:|
If yes, frequency of direct blood contact?
Frequent (several times Week InfrequentD
® Was the patient employed as a public safety worker
(fire fighter, law enforcement or correctional officer)

If yes, frequency of direct blood contact?
Frequent (several times weeklm Infrequent |:|

Oood

where was the tattooing performed? (select all that apply)
commercial correctional[_] other

During the6 weeks- 6 monthsrior to onset of symptoms

® Did the patient have any part of their body pierced
(other than ear)?
where was the piercing performed? (select all that apply)

[] commercial [] correctional[ ] other

parlor / shop facility Yes
® Did the patient have dental work or oral surgery? ..... El
® Did the patient have surgery ? (other than oral surge..

® Was the patient- Check all that apply

® hospitalized ? .....cocooviiiiiiiiiiins
® aresident of a long term care facility ?.................... I:l
® incarcerated for longer than 24 hours ? ................. I:l

if yes, what type of facility (check all that apply)
prison
jail

During his/her lifetime, was the patient EVER
® incarcerated for longer than 6 months ?................. D
® |fyes,
what year was the most recent incarceration ? ........coceeeeeees _
fOr NOW 1ONG 72 -eiieiiie e

parlor / shop facility

Yes No Un

Did the patient ever receive hepatitis B vaccine? I:I I:I I:l
If yes, how many ShotS?.........cccooeveeuererrrvesreenenen. &l |:2| 31

® In what year was the last shot received? ........... |Z| |:| |:| |:|

Yes No
Was the patient tested for antibody to HBsAg I:l I:l
(anti-HBs) within 1-2 months after the last dose? .......
® |f yes, was the serum anti-HEZR10mIU/mI? ................... D |:| |:|
(answer ‘yes’ if the laboratory result was reported as
‘positive’ or ‘reactive’)

UnK

mos
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Perinatal Hepatitis B Virus Infection NETSS ID N0-| | | | | | | | | |

STATE CASE NO.

RACE OF MOTHER: ETHNICITY OF MOTHER:
[] Amer Ind or Alaska Native [] Black or African American [ white [] unknown Hispanic ................... O
|:| Asian |:| Native Hawaiian or Pacific Islander |:| Other Race, specify: Non-hispanic ............ D

Yes No Unk Other/Unknown......... |:|

Was Mother born outside of United States?..........cccoccveeiiiieiiieeeiiiee e D I:I I:I If yes, what country?

Was the Motherconfirmed HBsAg positive prior to or at time of delivery ?[] [] []
® If no, was the mother confirmed HBsAg positive after delivery?.............. OO g

Date of HBSAQ POSItive teSt reSUIL ........ccviiiiiiieiiie e seee e L

How many doses of hepatitis B vaccine did the child receive ? ....................... D D3
® When?
¢ Dose 1-
® Dose 2-

® Dose 3-
Yes No Unk

Did the child receive hepatitis B immune globulin (HBIG)? ......coccvvveeviieeeecieen. E |:| |:|
® |If yes, on what date did the child receive HBIG? .......c..cccoccvvevviveeninnneeneen B
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Patient History- Acute Hepatitis C

NETSS ID NO. |
STATE CASE NO.

During the2 weeks- 6 monthsrior to onset of symptoms
was the patient a contact of a person with confirmed or
suspected acute or chronic hepatitis C virus infectioX®s

If yes, type of contact
[ J

No

Sexual

Household [Non-sexual]
Other:

Ask both of the following questions regardless of the patient’s gender.
In the 6 monthsbefore symptom onset how mafy 1 2-5 >5 Un

® |f yes, in what year was the most recent treatment ?
During the2 weeks- 6 monthsrior to onset of symptoms

® inject drugs not prescribed by a doctor? ................... D I:l I:l
® use street drugs but not iNject? .........cccceveeviiinenennns El |:| |:|

During the2 weeks- 6 monthsrior to onset of symptoms
Did the patient- Yes No Unj
L]

undergo hemodialysiS? ........ccocceeiiiiiiiiiinie |:| |:| |:|

have an accidental stick or puncture with a needle
or other object contaminated with blood? .............. El E E

receive blood or blood products [transfusion]
receive any IV infusions and/or injections in the outpatient setting... |:| |:| |:|

« if yes, when?

have other exposure to someone else’s blood
specify:

During the2 weeks - 6 monthsrior to onset of symptoms
® Was the patient employed in a medical or dental field

If yes, frequency of direct blood contact?
Frequent (several times Week InfrequentD
® Was the patient employed as a public safety worker
(fire fighter, law enforcement or correctional officer)

If yes, frequency of direct blood contact?
Frequent (several times weeklm Infrequent |:|

OO

where was the tattooing performed? (select all that apply)
commercial correctional[_] other

During the2 weeks- 6 monthsrior to onset of symptoms

® Did the patient have any part of their body pierced
(other than ear)?
where was the piercing performed? (select all that apply)
commercial [_] correctional[_Jother
parlor / shop facility

=

® Did the patient have dental work or oral surgery?...... El
® Did the patient have surgery ? (other than oral surge..
® Was the patientCheck all that apply

Ol

OO0 Ods

if yes, what type of facility (check all that apply)
prison
jail

N I | I 5

® Ifyes,
what year was the most recent incarceration ? ........cocoeeices
fOr NOW 10NQ 7 .o

parlor / shop facility
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netssono. [ | L L | ]

STATE CASE NO.

Patient History- Hepatitis C Virus Infection (chronic or resolved)

The following questions are provided as a guide for the investigation of lifetime risk factors for HCV infection.

information for the development and evaluation of programs to identify and counsel HCV-infected persons.

Routine collection of risk factor|
information for persons who test HCV positive is not required. However, collection of risk factor information for such persons may provide ug

eful

Yes No
® Did the patient receive a blood transfusiomor to 199272.................. |:| |:|
® Did the patient receive an organ transplamor to 19927 ................cco...... g

® Did the patient receive clotting factor concentrates produced prior to l.
® Was the patient ever on long-term hemodialySis? .........ccccoeevveviiieennnen. m
® Has the patient ever injected drugs not prescribed by a doctor

even if only once or a few times? ... B
® How many sex partners has the patient had (approximate lifetime) ?

]
O
]
® Was the patlent ever incarcerated?.......cccccvveeivieeniiie e D |:|
]
]
[
]

® Was the patient ever a contact of a person who had hepatitis..?2 |:|
If yes, type of contact
® Sexual

L]
®  Household [NON-SEXUAI] ......ccoiuieeiiiiieaiiii et %

® Other:

Unll

O]

HEN EIEII:I 0O g

Yes

No un

® Was the patient ever employed in a medical or

dental field involving direct contact with human
BlOOA? ..o

1.0 O











Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

Campylobacteriosis
(Campylobacter infection)
Last revised March 2012

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:
= An acute enteric illness of varying severity characterized by diarrhea, bloody diarrhea,
abdominal pain, fever, and vomiting. The duration of illness is typically from 2-5 days.

B. REPORTING CRITERIA: Laboratory diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e |Isolation of Campylobacter from any clinical specimen.

D. WISCONSIN CASE DEFINITION:

e Probable: a clinically compatible case that is epidemiologically linked to a confirmed case
e Confirmed: a case that is laboratory confirmed
e Suspect: Campylobacter detected by non-culture methods (i.e. detect antigen by EIA)

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
or
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) with:
e Routine Enteric Follow-up Worksheet — (See page 1 of the Worksheet for specific
recommendations regarding which sections are recommended during routine follow-up)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with WI Administrative rule DHS 145.05, local public health should follow the
methods of control recommended in the current edition of Control of Communicable Diseases
Manual, edited by David L. Heymann, published by the American Public Health Association.

o Educate public about proper hand washing after using the toilet or handling contaminated
clothing or linens, before cooking, or associating with high-risk individuals.

o Assess patient’s activities for high-risk settings.

o Educate and advise high-risk patients and food workers on enteric precautions.

o Exclude symptomatic patients from food handling, generally until asymptomatic. The LHD
can require two negative stool cultures taken at least 24 hours apart if they determine the
patient’s personal hygiene to be inadequate.

e Source investigation by LHD.

o Contacts with animals or animal feces, especially puppies and kittens with diarrhea should
be avoided. Stress hand washing after animal contact.
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o Determine if case is outbreak-related and notify DPH Regional Office or CDES
I1l. CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: 608-267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': 608-263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Campylobacter Enteritis. In: Control of Communicable Diseases Manual.
19th ed. Washington, DC: American Public Health Association, 2008: 94-98.

e Pickering LK, ed. Campylobacter Infections. In: Red Book: 2006 Report of the Committee on
Infectious Diseases. 27th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:
240-242.

e Doyle M. CAMPYLOBACTER JEJUNI. In: Cliver DO, ed. Foodborne Diseases. San Diego,
CA: Academic Press: 217-222.
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CHANCROID
Last revised July 28, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:
A sexually transmitted infection caused by the bacteria Haemophilus ducreyi. It is clinically
characterized by single or multiple painful, necrotic ulcers that bleed on contact. It is frequently
accompanied by painful inflammatory swelling and suppuration of regional lymph nodes. In
women, asymptomatic carriage is rare, but minimally symptomatic or painless lesions may
occur on the vaginal wall or cervix. Chancroid ulcers, like other genital ulcers, are associated
with an increased risk of HIV infection.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
« Isolation of Haemophilus ducreyi on a selective medium.

D. WISCONSIN CASE DEFINITION: A laboratory confirmed infection.
I1. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient's local health
officer on a Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (DPH F-
44243) or other means within 24 hours of the identification of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
e Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (DPH F-44243).
e WEDSS (Wisconsin Electronic Disease Surveillance System).

C. PUBLIC HEALTH INTERVENTIONS:

Patients treated for chancroid should be counseled regarding their risk for HIV infection and in

methods to reduce their risk for STDs.

e Investigation of contacts and source of infection: Identify sexual contacts within 2 weeks
before and after onset of symptoms and refer them for evaluation and treatment. Women
without visible signs may be carriers. Sexual contacts without signs or symptoms should
receive prophylactic treatment.

e Follow-up schedules are individualized but should be at weekly intervals until the lesion(s)
are clearly resolving. Follow-up should continue until complete resolution has occurred.
Patients should understand the importance of abstaining from having sex while any lesion is
present. Current sexual partners should receive a routine STD evaluation and treatment with
a regimen adequate for uncomplicated chancroid.

e Patients treated for chancroid should be counseled regarding their risk for HIV infection.

e Follow-up of all patients with genital ulcerations and perform serologic test for syphilis.

e Treatment - Successful treatment cures infection, resolves clinical symptoms, and prevents
transmission to others. In extensive cases, scarring may result despite successful therapy.



http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm
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Treatment information can be found at the CDC website in the current STD Treatment
Guidelines (see link below).

I11. CONTACTS FOR CONSULTATION
A. BCDP / COMMUNICABLE DISEASES STD SECTION: (608) 266-7945

B. REGIONAL AND LOCAL HEALTH DEPT. STAFF

C. WSLH / BACTERIOLOGY: (608) 262-1616
D. MILWAUKEE BUREAU OF LABORATORIES: (414) 286-3526
IV. RELATED REFERENCES

e Heymann DL, ed. CHANCROID. Control of Communicable Diseases Manual, 18th ed.
Washington, DC: American Public Health Association, 2004:92-94.

e Pickering LK, ed. Chancroid. In: Red Book: 2003 Report of the Committee on Infectious
Diseases. 26th ed. ElIk Grove Village, IL: American Academy of Pediatrics, 2003:234-237.

e CDC Sexually Transmitted Diseases Treatment Guidelines 2010

e Wisconsin Administrative Code, Chapter DHS 145.14 — DHS 145.22

e Wisconsin State Statute 252.11

V. DISEASE TRENDS

Because of a low rate of reported disease there are no current trends for this. Any further
information can be found at: Wisconsin STD Control Section Surveillance and Statistics




http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm

http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/communicable/STD/Statistics.htm
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CHLAMYDIA
Last revised July 29, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: A sexually transmitted disease (STD) caused by an obligate
intracellular bacterium, Chlamydia trachomatis. The disease is characterized by urethritis in
males and mucopurulent cervicitis in females. Asymptomatic infection may be found in up to
25% of sexually active men and in up to 70% of sexually active females. The incubation
period is poorly defined but is probably within 7-14 days or longer. Infected individuals are
considered infectious until treated without which infections can persist for months. Reinfection
is common and both reinfection and untreated infections with or without symptoms may lead to
complications. In males, these complications include epididymitis, infertility and Reiter
syndrome. Individuals who engage in receptive anorectal intercourse may develop chlamydial
proctitis. Common sequelae in women include salpingitis and chronic infection of the
endometrium and fallopian tubes. These complications can lead to chronic pelvic pain,
infertility and ectopic pregnancy. Infection during pregnancy may result in premature rupture
of membranes and preterm delivery and/or complications in the newborn, including
conjunctival and pneumonic infections. Endocervical chlamydial infection has been associated
with increased risk of HIV infection. Though less commonly reported in the United States, C.
trachomatis is also the cause of trachoma infection and lymphogranuloma venereum.

B. REPORTING CRITERIA: Laboratory confirmation of Chlamydia trachomatis

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Detection of C. trachomatis by molecular tests, the most sensitive of which are the Nucleic
acid amplification tests (NAATs) OR
e |Isolation of C. trachomatis in culture

D. WISCONSIN CASE DEFINITION: A laboratory confirmed infection.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an STD Laboratory &
Morbidity Epidemiologic Case Report (DPH F-44243), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report
(F-44243)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
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Protocol for Disease Management and Investigation of Contacts

e Screening of women for C. trachomatis has been shown to reduce the risk of pelvic
inflammatory disease. Annual screening of sexually active women is recommended.

e Patients should be counseled for their risk of infection with HIV and other STDS and on the
use of condoms and other methods to reduce exposure to STDs including HIV.

e Dual infection with gonorrhea and chlamydia is common. Though the epidemiology of
gonorrhea and chlamydia infections supports presumptive treatment for chlamydia for

patients who first present with gonorrhea infection, for patients who present first with a
positive test for chlamydia infection, testing for gonorrhea should be considered.,

e Patients should be advised to avoid sex for seven days following the completion of
treatment and their sexual partner have been tested and treated.

e Source investigation by LHD: Patients should to be interviewed for all sexual partners and
other at-risk individuals (referred to as social contacts and associates). The interview
period for sex partners is from 60 days prior to the onset of symptoms or positive test
(whichever is earlier) to the date of treatment. Partners elicited within this interview period
should be notified and referred for testing and treatment (regardless of test results). Other
at-risk individuals (social contacts and associates, including sex partners prior to the
interview period) elicited during the interview related to the case, should be notified, and
referred for testing; and treated after positive test results occur.

e All sex partners should be screened for STDs and preventively treated for chlamydia.

e CDC treatment recommendations indicate that high rates of reinfection strongly support
protocols to retest individuals who test positive for chlamydia within the year at greater
than 30 days post treatment, preferably at three months following completion of treatment,
and is not for the purpose of a test of cure which is NOT recommended except in pregnant
women (Sexually Transmitted Diseases Treatment Guidelines, 2010).

e Infection during pregnancy may result in conjunctival and pneumonic infection in the
newborn. Prenatal screening can prevent chlamydia infections in neonates. However,
neonatal ocular prophylaxis is NOT effective in preventing chlamydia ophthalmia
neonatorium.

e All infants with conjunctivitis <30 days of age should be evaluated for chlamydia.
Chlamydial pneumonia can occur one to three months after birth. These infants are at
increased risk for abnormal pulmonary function later in childhood. [And/or interventions
listed in bullet format]

Recommended Treatment Regimens for Uncomplicated Chlamydial Infection in
Adolescents and Adults:

Azithromycin 1 g orally in a single dose, OR
Doxycycline 100 mg orally twice a day for 7 days

NOTE: See Sexually Transmitted Diseases Treatment Guidelines, 2010, for more treatment
information including for infants and pregnant women.
(http://www.cdc.gov/std/treatment/2010/default.htm).

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm




http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/localhealth/index.htm



D.

Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

BCDER /STD CONTROL SECTION: (608) 266-7365 (Madison) or (414) 286-5526
(Milwaukee)

WISCONSIN STATE LABORATORY OF HYGIENE / STD PROGRAM COORDINATOR:
(608) 262-6505

MILWAUKEE BUREAU OF LABORATORIES: (414) 286-3526

IV. RELATED REFERENCES

Heymann, DL, ed. CHLAMYDIAL INFECTIONS. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008:116-119

Centers for Disease Control and Prevention, CDC Sexually Transmitted Diseases Treatment
Guidelines 2010

Centers for Disease Control and Prevention. Recommendations for Partner Services Programs
for HIV Infection, Syphilis, Gonorrhea and Chlamydial Infection. MMWR Early Release,
2008;57 October 30, 2008: 3-44

Wisconsin Administrative Code, Chapter HFS 145, 2009, No. 637

Wisconsin State Statute 252.11

V. DISEASE TRENDS
Wisconsin STD Control Section Surveillance and Statistics




http://www.cdc.gov/std/treatment/2010/default.htm

http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/communicable/STD/Statistics.htm
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Cholera

(Vibrio cholera)
Last revised June 7, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An acute bacterial disease of variable severity ranging from a mild
diarrhea to profuse watery diarrhea, occasional vomiting, and if not treated, rapid dehydration.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Isolation of toxigenic (e.g., cholera toxin-producing) Vibrio cholerae serogroup 01 or 0139
from stool or vomitis, OR
e Significant increase in vibriocidal or antitoxic antibodies in acute and early convalescent phase
sera, OR

e Significant decrease in vibriocidal antibodies in early and late convalescent-phase sera among
persons not recently vaccinated.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I:
Report IMMEDIATELY BY TELEPHONE to the patient's local health officer upon
identification of a case or suspected case. Complete and mail an Acute and Communicable Disease
Case Report (F-44151) to the local health officer within 24 hours.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
or
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)
and
e Cholera and Other Vibrio IlIness Surveillance Report (CDC 52.79)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow
the methods of control recommended in the current edition of Control of Communicable Diseases
Manual, edited by David L. Heymann, published by the American Public Health Association.

e Source investigation by LHD to include history of travel to and from endemic areas, dates,
mode of transportation, and foods consumed.

e Surveillance of contacts who shared food and drink for at least five days after exposure.

e Educate public about proper hand washing after using the toilet or handling contaminated
clothing or linens, before cooking, or associating with high-risk individuals.

e Assess patient’s activities for high-risk settings.

e Educate and advise high-risk patients and food handlers on enteric precautions.

e Determine if case is outbreak-related and notify your Regional Office or CDES.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.cdc.gov/nationalsurveillance/PDFs/CDC5279_COVISvibriosis.pdf
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I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT - REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Cholera and other Vibrioses. In: Control of Communicable Diseases Manual.
19th ed. Washington, DC: American Public Health Association, 2008: 120-129.

e Pickering LK, ed. Cholera-Vibrio Infections. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 27th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2006:

725-727.
V. DISEASE TRENDS

e Since 1986 there have been no cases of cholera reported in Wisconsin.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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COCCIDIOIDOMYCOSIS
(\Valley fever)
Last revised May 26, 2011
I. IDENTIFICATION

A. CLINICAL DESCRIPTION:
Infection may be asymptomatic or may produce an acute or chronic disease. Although the disease
initially resembles an influenza-like or pneumonia-like febrile illness primarily involving the
bronchopulmonary system, dissemination can occur to multiple organ systems. An illness is
typically characterized by one or more of the following:

e Influenza-like signs and symptoms (e.g., fever, chest pain, cough, myalgia, arthralgia, and
headache)
Pneumonia or other pulmonary lesion, diagnosed by chest radiograph
Erythema nodosum or erythema multiforme rash
Involvement of bones, joints, or skin by dissemination
Meningitis
Involvement of viscera and lymph nodes

B. REPORTING CRITERIA: Clinically compatible illness that is laboratory confirmed.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Cultural, histopathologic, or molecular evidence of presence of Coccidioides species, or
e Positive serologic test for coccidioidal antibodies in serum, cerebrospinal fluid, or other
body fluids by:
o Detection of coccidioidal immunoglobulin M (IgM) by immunodiffusion, enzyme
immunoassay (EIA), latex agglutination, or tube precipitin, or
o Detection of coccidioidal immunoglobulin G (IgG) by immunodiffusion, EIA, or
complement fixation, or
o Coccidioidal skin-test conversion from negative to positive after onset of clinical signs
and symptoms

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the Local Health
Department electronically, through the Wisconsin Electronic Disease Surveillance System
(WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F44151), or
by other means within 72 hours upon recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS,
or
Paper copy-Acute and Communicable Diseases Case Report (F44151)

C. PUBLIC HEALTH INTERVENTIONS:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2�

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2�
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In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:

http://www.dhs.wisconsin.qgov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / MYCOLOGY: (608) 224-6261.

IV. RELATED REFERENCES

e Heymann DL, ed. Meningococcal infection. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008:139-141.

e Pickering LK, ed. Meningococcal infections. In: Red Book: 2009 Report of the Committee
on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009:266-268.



http://www.dhs.wisconsin.gov/localhealth/index.htm�
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CRYPTOSPORIDIOSIS
Last revised April 2, 2012

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness caused by the protozoan Cryptosporidium parvum and
characterized by profuse watery diarrhea, abdominal cramps, anorexia, low-grade fever, nausea and
vomiting. Infected persons may be asymptomatic. The disease can be prolonged and life-threatening in
severely immunocompromised people.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR DIAGNOSIS:

Confirmed:

o Evidence of Cryptosporidium organisms or DNA in stool, intestinal fluid, tissue samples, biopsy
specimens, or other biological sample by certain laboratory methods with a high positive predictive
value (PPV), e.g.,

o Direct fluorescent antibody [DFA] test,
o Polymerase chain reaction [PCR],

o Enzyme immunoassay [EIA], or

o Light microscopy of stained specimen

Probable:
The detection of Cryptosporidium antigen by a screening test method, such as immunochromatographic
card/rapid card test; or a laboratory test of unknown method

D. WISCONSIN CASE DEFINITION:
Confirmed:
o A case that is diagnosed with Cryptosporidium spp. infection based on laboratory testing using a
method listed in the confirmed criteria.

Probable:

o A case with supportive laboratory test results for Cryptosporidia spp. infection using a method listed in
the probable laboratory criteria. When the diagnostic test method on a laboratory test result for
cryptosporidiosis cannot be determined, the case can only be classified as probable, OR

o A case that meets the clinical criteria and is epidemiologically linked to a confirmed case.

NOTE: Persons who have a diarrheal illness and are epidemiologically linked to a probable case because
that individual was only diagnosed with cryptosporidiosis by an immunocard/rapid test/ or unknown test
method cannot be classified as probable cases. These epi-links can be considered suspect cases only.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY IlI:
Report to the patient’s local health department either electronically through the Wisconsin Electronic
Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable Disease Case
Report (F-44151), or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)
Routine Enteric Follow-up Worksheet — (See page 1 of the Worksheet for specific recommendations
regarding which sections are recommended during routine follow-up).



http://www.dhs.wisconsin.gov/forms/F4/F44151.doc

http://www.dhs.wisconsin.gov/forms/F4/F44151.doc
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C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow the
methods of control recommended in the current edition of Control of Communicable Diseases Manual,
edited by David L. Heymann, published by the American Public Health Association.

e Assess case for association with high-risk setting (e.g., day care, food worker, or health care provider)
and apply DPH guidelines for prevention and control.

e Exclude symptomatic patients from food handling, generally until asymptomatic. The LHD can
require two negative stool cultures taken at least 24 hours apart if they consider the patient’s personal
hygiene to be inadequate.

e Exclude patients diagnosed with cryptosporidiosis from swimming for at least 2 weeks after diarrhea
stops.

e Conduct cluster investigation if two or more cases occur in a close geographic or temporal setting or
if cases share a common potential exposure (e.g., recreational water, community event, farm-animal-
related exposure).

I1l. CONTACTS FOR CONSULTATION
A. Local Health Department — Regional Offices — Tribal Agencies:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / Communicable Disease Epidemiology Section: 608-267-9003
C. Wisconsin State Laboratory Of Hygiene / Bacteriology: 608-263-3421
IV. RELATED REFERENCES
e Heymann DL, ed. Cryptosporidiosis. In: Control of Communicable Diseases Manual. 19th ed.

Washington, DC: American Public Health Association, 2008: 157-160

e Pickering LK, ed. Cryptosporidiosis. In: Red Book: 2009 Report of the Committee on Infectious Diseases.
28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009: 272-273

¢ MacKenzie WR, Hoxie NJ, et al. A massive outbreak in Milwaukee of Cryptosporidium infection
transmitted through the public water supply. New England Journal of Medicine. 1994; 331:161-167



http://www.dhs.wisconsin.gov/localhealth/index.htm
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CYCLOSPORIASIS
Last revised July 1, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness of variable severity caused by the protozoan
Cyclospora cayetanensis and commonly characterized by watery diarrhea, loss of
appetite, weight loss, abdominal bloating and cramping, increased flatus, nausea, fatigue,
and low-grade fever. Vomiting also may be noted. Relapses and symptomatic infections
can occur.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Demonstration Cyclospora oocysts (by morphologic critera or by demonstration of
sporulation) in stool, OR
e Cyclospora DNA (by polymerase chain reaction) in stool, OR
e Duodenal/jejunal aspirates or small-bowel biopsy specimens.

D. WISCONSIN CASE DEFINITION: A case that is laboratory confirmed.

II. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151).

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

e Source investigation by LHD. Obtain travel history for the month preceding onset of
symptoms.

e Exclusions for persons in high-risk settings not necessary. Transmission of
Cyclospora is by the fecal-oral route, but person-to-person transmission is very
uncommon because excreted oocysts take days to weeks to develop environmental
conditions to become infectious.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Cyclosporiasis. In: Control of Communicable Diseases Manual. 19th
ed. Washington, DC: American Public Health Association, 2008: 160-161.

e Pickering LK, ed. Cyclosporiasis. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. EIk Grove Village, IL: American Academy of Pediatrics,
2009: 274-275.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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DIPHTHERIA
Last revised July, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An upper respiratory tract illness characterized by sore throat,
low-grade fever, and an adherent membrane of the tonsils, pharynx, and/or nose.

B. REPORTING CRITERIA: Clinical diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e Isolation of Corynebacterium diphtheriae from clinical specimen taken from the nose,
throat or any mucosal or cutaneous lesion.

e Histopathologic diagnosis of diphtheria.

e Polymerase chain reaction (PCR) testing done at CDC is only recommended when
nonviable C. diphtheriae organisms are present in clinical specimens after antibiotic
therapy has been initiated. A positive PCR without isolation of the organism or a
histopathologic diagnosis and without linkage to a laboratory-confirmed case should be
classified as a probable case.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is either laboratory
confirmed or epidemiology linked to a laboratory-confirmed case.

I. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151).

C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should

follow the methods of control recommended in the current edition of Control of Communicable

Diseases Manual, edited by David L. Heymann, published by the American Public Health

Association. For further detailed information regarding control measures, please see the

additional references cited at the end of this document. The Wisconsin Division of Public

Health, Immunization Program should also be consulted regarding state-specific guidelines.

e In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control as set forth by the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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Isolate case until two cultures taken not less than 24 hours apart and not less than 24 hours
after cessation of antimicrobial therapy are negative. If cultures cannot be obtained,
isolation may end after 14 days of appropriate treatment.

Diphtheria antitoxin for cases is only available through the CDC. If diphtheria antitoxin is
needed, please call the WI Immunization Program so we can contact the CDC to obtain
antitoxin and make arrangements for transport.

Culture all close contacts regardless of immunization status and keep under surveillance for
7 days.

Identify contacts that handle food or milk or have contacts with unimmunized children.
Exclude these contacts from high-risk occupations (i.e. daycare, food handlers) until
negative cultures are obtained.

Treat all contacts (a single dose of penicillin IM or a 7-10 day course of erythromycin PO )
regardless of their immunization status. Persons who continue to harbor organism after
treatment with either penicillin or erythromycin should receive an additional 10 day course
of erythromycin and should submit samples for follow-up culture.

Give a booster dose of a Td containing vaccine to previously immunized contacts and a
primary series to unimmunized contacts. If the most recent dose was within

Treat any confirmed carrier with an adequate course of antibiotic and repeat cultures at a
minimum of 2 weeks to ensure eradication of the organism.

Treat any contact with antitoxin at the first sign of illness.

For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should also be consulted regarding state-specific guidelines.

D. PREVENTION MEASURES

Vaccination with diphtheria toxoid vaccine

Children aged 6 weeks through 6 years should routinely receive a diphtheria toxoid
vaccine as DTaP (diphtheria toxoid, tetanus toxoid, and acellular pertussis vaccine). The
primary series of 3 doses should be received at ages 2, 4 and 6 months. Booster doses
should be received at age 15-18 months and at school entry (age 4-6 years). DT (diphtheria
toxoid, tetanus toxoid) can be used as a substitute for DTap for children who cannot tolerate
pertussis vaccine.

Individuals age 7 years and older should routinely receive a diphtheria toxoid booster as
Td (tetanus toxoid, diphtheria toxoid) every 10 years. A one-time dose of Tdap vaccine
(tetanus toxoid, diphtheria toxoid, acellular pertussis vaccine) should be substituted for Td
if the individual has not previously received a dose of Tdap and is one of the following: (1)
less than age 10 years and is not fully vaccinated* for pertussis, (2) age 11-64 years, or (3)
age 65 years or older and especially those anticipating having close contact with an infant
aged less than 12 months.

Ensure that those at higher risk of patient exposure, such as health care workers, are fully
immunized and receive a booster dose of a Td containing vaccine every 10 years.
Unvaccinated persons 7 years and older (including persons that cannot document prior
vaccination) should receive a series of three Td doses, with the first two doses separated by
at least 4 weeks and the third dose given 6 to 12 months after the second. For added
protection against pertussis, Tdap can be substituted for any of the three doses.
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*Fully vaccinated is defined as 5 doses of DTaP or 4 doses of DTaP if the fourth dose was
administered on or after the fourth birthday.

I11. CONTACTS FOR CONSULTATION

A

C.

D.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division

Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

Heymann DL, ed. DIPHTHERIA. In: Control of Communicable Diseases Manual. 19" ed.
Washington, DC : American Public Health Association, 2008:195-200.

Pickering LK, ed. Diphtheria In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28 th ed. ElIk Grove Village , IL : American Academy of Pediatrics, 2003:280-283.

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-
preventable disease. Centers for Disease Control and Prevention, Atlanta, GA, 2008. Available
at: http://www.cdc.gov/vaccines/pubs/surv-manual/

Atkinson W, ed. Diphtheria. In: Epidemiology and Prevention of Vaccine-Preventable
Diseases. 12" edition. Washington DC: Public Health Foundation, 2011:75-85. Available at:
http://www.cdc.gov/vaccines/pubs/pinkbook/pink-chapters.htm



http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

http://www.cdc.gov/vaccines/pubs/surv-manual/
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ESCHERICHIA COLI O157:H7
and other Shiga toxin-producing E. Coli (STEC)
Last revised August 25, 2011

Please note that STECs are sometimes referred to as Enterohemorrhagic E. coli (EHEC) and
Verotoxin-producing E. coli (VTEC).

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An infection of variable severity characterized by diarrhea (often
bloody), abdominal cramps and fatigue. 1liness may be complicated by hemolytic uremic
syndrome (HUS) or thrombotic thrombocytopenic purpura (TTP); asymptomatic infections
may also occur.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e |Isolation of Shiga toxin-producing Escherichia coli from a clinical specimen.
o0 E. coli O157:H7 isolates may be assumed to be Shiga toxin-producing.
o For all other E. coli isolates, Shiga toxin production or the presence of Shiga toxin
genes must be confirmed to be considered STEC. Examples of assays used to detect
Shiga toxin production include Shiga toxin EIA or PCR.

D. WISCONSIN CASE DEFINITION:

« Confirmed: A case that meets the laboratory criteria for confirmation. When available, O and
H antigen serotype characterization should be reported.

o Probable: A case with isolation of E. coli 0157 from a clinical specimen, without
confirmation of H antigen or Shiga toxin production, OR a clinically compatible case that is
epidemiologically linked to a confirmed or probable case, OR identification of an elevated
antibody titer to a known Shiga toxin-producing E. coli serotype from a clinically compatible
case.

« Suspected: Identification of Shiga toxin in a specimen from a clinically compatible case
without the isolation of the Shiga toxin-producing E. coli.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically - Report through WEDSS, including appropriate disease-specific sections
OR
e Paper Copy - Acute and Communicable Diseases Case Report (F-44151) AND
Routine Enteric Follow-up Worksheet

C. PUBLIC HEALTH INTERVENTIONS:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1
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In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Assess case for high-risk activities or exposures (e.g., day care, food handling, or health care
provider).

Exclude infected individuals from high-risk settings until they are asymptomatic AND two
consecutive negative fecal samples (collected at least 24-hours apart and obtained at least 48
hours after discontinuance of antimicrobial therapy) are obtained.

Educate public about proper hand washing after using the toilet or handling contaminated
clothing or linens, before cooking, or associating with high-risk individuals.

Source investigation by LHD.

Consider conducting a case-control investigation if two or more cases occur in close
geographic or temporal setting or if cases share a common potential exposure (e.g., restaurants,
recreational water, community event, farm or animal-related exposure).

Determine if case is outbreak-related and notify DPH Regional Office or CDES.

Ensure the patient specimen or isolate is forwarded to the Wisconsin State Laboratory of
Hygiene for confirmation and pulsed-field gel electrophoresis analysis.

I11. CONTACTS FOR CONSULTATION

A.

B.

C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Diarrhea caused by E. coli — Diarrhea cause by enterohemorrhagic strains.
In: Control of Communicable Diseases Manual. 19th ed. Washington, DC: American Public
Health Association, 2008: 181 — 186

Pickering LK, ed. Escherichia coli Diarrhea (Including Hemolytic Uremic Syndrome). In: Red
Book: 2009 Report of the Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL:
American Academy of Pediatrics, 2009: 294-298



http://www.dhs.wisconsin.gov/localhealth/index.htm
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GIARDIASIS
Last revised June 20, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness caused by the protozoan Giardia lamblia and
characterized by diarrhea, abdominal cramps, bloating, weight loss, or malabsorption.
Infected persons may be asymptomatic.

B. REPORTING CRITERIA: Laboratory diagnosis.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e Demonstration of Giardia lamblia cysts in stool, OR

e Demonstration of Giardia lamblia trophozoites in stool, duodenal fluid, or small
bowel biopsy, OR

e Demonstration of Giardia lamblia antigen by specific immunodiagnostic test such as
Direct Fluorescent Antigen (DFA).

D. WISCONSIN CASE DEFINITION: A case that is laboratory confirmed.

II. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151).
e Routine Enteric Follow-up Worksheet — (See page 1 of the Worksheet for specific
recommendations regarding which sections are recommended during routine follow-

up).

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

e Educate public about proper hand washing after using the toilet or handling
contaminated clothing or linens, before cooking, or associating with high-risk
individuals.

e Assess patient’s activities for high-risk settings.

e Educate and advise high-risk patients and food handlers on enteric precautions.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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e Source investigation by LHD.
e Determine if case is outbreak-related and notify DPH Regional Office or CDES.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Giardiasis. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008: 258-260.

e Pickering LK, ed. Giardiasis. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. EIk Grove Village, IL: American Academy of Pediatrics, 2009: 303-
305.

e Giardia Manual: Guidelines for Prevention and Control for Local Public Health
Agencies. Wisconsin Division of Public Health (7/01).

e Addiss DG, Davis JP, Roberts JM, Mast EE. Epidemiology of giardiasis in Wisconsin:
Increasing incidence of reported cases and unexplained seasonal trends. Am J Trop Med
Hyg 1992; 47:13-19.



http://www.dhs.wisconsin.gov/localhealth/index.htm




Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

GONORRHEA
Last revised 07/27/2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: A sexually transmitted bacterial disease (STD) caused by
Neisseria gonorrhoeae. In males it is usually characterized by a purulent urethral discharge and
dysuria. In females, initially, there is a urethritis or cervicitis often so mild it may pass
unnoticed. Pharyngeal and anorectal infections are not uncommon as a result of sexual
practices that may result in oral and/or rectal exposure. In males, the urethral infection is
usually self-limiting; however, it may progress to epididymitis and in rare cases, it can
disseminate into an arthritis-dermatitis syndrome, endocarditis, and meningitis. Twenty percent
of women infected with gonorrhea may progress to uterine infection that may lead to
endometritis or salpingitis (PID) and the subsequent risk of infertility.

B. REPORTING CRITERIA: Laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:
« Isolation of typical Gram-negative, oxidase-positive diplococci (presumptive N.
gonorrhoeae ) from clinical specimen, OR
« Demonstration of N. gonorrhoeae in a clinical specimen by detection of antigen or nucleic
acid, OR
e Observation of Gram-negative intracellular diplococci in a urethral smear from a man.

D. WISCONSIN CASE DEFINITION: A laboratory confirmed infection.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: REPORT TO THE LOCAL
HEALTH DEPARTMENT within 72 hours of the identification of a case or suspected case.
Public health intervention is expected. Report to the patient’s local health department either
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an STD Laboratory & Morbidity Epidemiologic Case Report (DPH F-44243),
or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
1. Electronic Report through WEDSS
OR
2. Sexually Transmitted Diseases Morbidity and Epidemiologic Case Report (F-44243)

C. PUBLIC HEALTH INTERVENTIONS:

D. Patients should be counseled on methods to reduce their risk for STDs, including HIV.

E. Patients treated for gonorrhea should also be tested and treated for chlamydia and have a
syphilis serology done.

F. Treated patients and sex partners should be advised to avoid sex at least three days

following the completion of treatment and symptoms cease. Only patients whose symptoms
persist after treatment need a test of cure.

G. CDC treatment recommendations indicate that high rates of reinfection strongly support
protocols to retest individuals who test positive for gonorrhea within the year at greater than
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30 days post treatment, preferably at three months following completion of treatment, and
is not for the purpose of a test of cure which is NOT recommended except in pregnant
women and/or in patients who remain symptomatic (Sexually Transmitted Diseases
Treatment Guidelines, 2010).

H. Recently there has been an increase in the number of strains of gonorrhea resistant to
antibiotics, particularly penicillin and tetracycline. These resistant strains are of special
concern for the LHD and may require more extensive tests to identify, and are generally
more expensive to treat than uncomplicated gonorrhea. Cases of resistant gonorrhea
should be intensively followed and every attempt should be made to interview contacts
and confirm their test results and treatment.

l. Gonococcal infection may occur in newborns exposed to their mother’s infected cervical
exudate. The ophthalmia neonatorum caused by gonorrhea can lead to blindness and the
infant may develop a disseminated infection. Instillation of prophylactic agent into the eyes
of newborns is recommended to prevent gonococcal ophthalmia and is mandated by law.
Gonococcal ophthalmia can lead to blindness and, untreated, can progress to disseminated
gonococcal infection.

J. Source investigation should be conducted by the LHD. Patients should be interviewed for
all sexual partners in the 30 days prior to the onset of symptoms or positive test.

Recommended Treatment Regimens for Uncomplicated Gonococcal Infection in Adolescents and
Adults

Ceftriaxone 250 mg IM in a single dose OR, if not an option

Cefixime 400 mg orally in a single dose (only if oral exposure is NOT reported)

******************************P LU S***********************************

Azithromycin 1 g orally in a single dose OR Doxycycline 100 mg orally twice a day
for 7 days

Due to concerns about the possible emergence of cephalosporin resistant gonorrhea, all uncomplicated
gonorrhea must now be treated with dual therapy: 250 mg IM ceftriaxone along with azithromycin or
doxycycline. If IM ceftriaxone is not an option, cefixime along with azithromycin or doxycycline may
be used; however, cefixime may only be used if the patient reports no oral sexual exposure.

NOTE: See Sexually Transmitted Diseases Treatment Guidelines, 2010, for more treatment
information including for infants and pregnant women and alternative sites of infection.
(http://www.cdc.gov/std/treatment/2010/default.htm).

I11. CONTACTS FOR CONSULTATION
A. BCDP / COMMUNICABLE DISEASES STD SECTION: (608) 266-7945

B. REGIONAL AND LOCAL HEALTH DEPT. STAFF

C. WSLH / BACTERIOLOGY: (608) 262-1616



http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/communicable/STD/Reporting%20Form.htm
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D. MILWAUKEE BUREAU OF LABORATORIES: (414) 286-3526.
IV. RELATED REFERENCES

e Heymann DL, ed. GONOCCAL INFECTIONS. In: Control of Communicable Diseases
Manual. 18th ed. Washington, DC: American Public Health Association, 2004:232-236

e CDC Sexually Transmitted Diseases Treatment Guidelines 2010

e Wisconsin State Statute 252.11

e Wisconsin Administrative Code, Chapter DHS 145.14 — DHS 145.22

V. DISEASE TRENDS

Wisconsin STD Control Section Surveillance and Statistics




http://www.cdc.gov/std/treatment/2010/default.htm

http://www.dhs.wisconsin.gov/communicable/STD/Statistics.htm
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GROUP A STREPTOCOCCUS (GAS), INVASIVE DISEASE
(Streptococcus pyogenes)
Last revised May 11, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:

A severe and sometimes life-threatening disease caused by the bacterium Streptococcus
pyogenes (group A Streptococcus). Invasive GAS disease is associated with many
different syndromes, such as pneumonia or bacteremia in association with cutaneous
infection (e.g., cellulitis, infection of a surgical or non-surgical wound) or deep soft-tissue
infection (e.g., necrotizing fasciitis or myositis). It can also cause meningitis, peritonitis,
osteomyelitis, septic arthritis, postpartum sepsis (i.e., puerperal fever), neonatal sepsis,
and non-focal bacteremia.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:

e Isolation of group A Streptococcus (Streptococcus pyogenes) from a normally sterile
site (e.g., cerebrospinal fluid [CSF], blood, joint, pleural, pericardial fluid or another
normally sterile site).

e Isolation from urine, sputum, abscesses or pharyngeal swabs does not meet the case
definition.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the
Wisconsin Electronic Disease Surveillance System (WEDSS), by mail or fax using an
Acute and Communicable Disease Case Report (F-44151), or by other means within 72
hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health
should follow the methods of control recommended in the current edition of Control of
Communicable Diseases Manual, edited by David L. Heymann, published by the
American Public Health Association.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-
3421

IV. RELATED REFERENCES
e Heymann DL, ed. Streptococcal diseases caused by group A (beta hemolytic)
Streptococci. In: Control of Communicable Diseases Manual. 19th ed. Washington, DC:
American Public Health Association, 2008:577-585.

e Pickering LK, ed. Group A streptococcal infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy
of Pediatrics, 2009:616-628.



http://www.dhs.wisconsin.gov/localhealth/index.htm
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GROUP B STREPTOCOCCUS (GBS), INVASIVE DISEASE

(Streptococcus agalactiae)
Last revised May 11, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:

A serious and sometimes life-threatening disease caused by the bacterium Streptococcus
agalactiae (group B Streptococcus). Group B Streptococcus is a leading cause of meningitis
and sepsis in neonates during their first week of life (“early-onset disease”). Invasive GBS
disease can also occur a week to 3 months after birth (“late-onset disease™). The bacterium can
also affect pregnant women, the elderly, and persons with immunocompromising conditions. It
may produce bacteremia, meningitis, or focal infections, such as osteomyelitis, septic arthritis
or cellulitis.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
¢ Isolation of group B Streptococcus (Streptococcus agalactiae) from a normally sterile site
(e.g., cerebrospinal fluid [CSF], blood, joint, pleural, pericardial fluid or another normally
sterile site). Isolation from urine, sputum, abscesses or pharyngeal swabs does not meet the
case definition.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
or
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/localhealth/index.htm
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C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Group B streptococcal sepsis of the newborn. In: Control of Communicable
Diseases Manual. 19th ed. Washington, DC: American Public Health Association, 2008:585-
587.

Pickering LK, ed. Group B streptococcal infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of
Pediatrics, 2009:628-634.
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Hemolytic uremic syndrome (HUS)
Last revised February 2012

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Hemolytic uremic syndrome (HUS) is characterized by the acute
onset of microangiopathic hemolytic anemia, renal injury, and low platelet count. Thrombotic
thrombocytopenic purpura (TTP) is also characterized by these features but can also include
central nervous system involvement and fever, and may have a more gradual onset. Most cases
of HUS (but few cases of TTP) occur after an acute gastrointestinal illness (usually diarrhea).
Therefore, criteria for diagnosing TTP on the basis of central nervous system involvement and
fever are not provided because cases diagnosed clinically as post diarrheal TTP should also
meet the criteria for HUS. These cases are reported as post diarrheal HUS.

B. REPORTING CRITERIA: An acute illness diagnosed as HUS or TTP that both meets the
laboratory criteria and began within three weeks of onset of an acute or bloody diarrhea.

C. LABORATORY CRITERIA FOR CONFIRMATION: The following are both present at some

time during the illness:

« Anemia (acute onset) with microangiopathic changes (e.g., schistocytes, burr cells, or helmet
cells) on peripheral blood smears AND

« Renal injury (acute onset), evidenced by either:
o Hematuria OR
o Protenuria OR
o Elevated creatinine level (e.g., 3 1.0 mg/dl in a child <13 years of age or 3 1.5 mg/dl in an

adult, or 3 50% increase over baseline).

NOTE: A low platelet count can usually, but not always, be detected early in the illness,
however, it may then become normal or even high as the disease progresses. If a platelet
count obtained within 7 days after onset of the acute gastrointestinal illness is not
<150,000/mm 3, other diagnoses should be considered.

D. WISCONSIN CASE DEFINITION: A case that is laboratory confirmed.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:
Report to the patient’s local health department either electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and
Communicable Disease Case Report (F-44151), or by other means within 72 hours upon
recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
C. Paper Copy — Acute and Communicable Diseases Case Report (F-44151)

D. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
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Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: 608-267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY': 608-263-3421

IV. RELATED REFERENCES
e Heymann DL, ed. Hemolytic Uremic Syndrome. In: Control of Communicable Diseases
Manual. 19th ed. Washington, DC: American Public Health Association, 2008: 182.

e Pickering LK, ed. Hemolytic Uremic Syndrome. In: Red Book: 2009 Report of the Committee
on Infectious Diseases. 28th ed, Elk Grove Village, IL: American Academy of Pediatrics, 2009:

295, 297, 863.
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HAEMOPHILUS INFLUENZAE, INVASIVE DISEASE
Last revised May 11, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION:
An invasive disease due to Haemophilus influenzae that may produce any of several clinical
syndromes: meningitis, bacteremia, epiglottitis, and/or pneumonia.

B. REPORTING CRITERIA: Clinical diagnosis or laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Isolation of Haemophilus influenzae from a normally sterile site (e.g., cerebrospinal fluid
[CSF], blood, joint, pleural, pericardial fluid or another normally sterile site).
e [solation from urine, sputum, abscesses or pharyngeal swabs does not meet the case
definition.

D. WISCONSIN CASE DEFINITION: A clinically compatible illness that is laboratory
confirmed.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24 hours, submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) along with:
0 Vaccine History and Serogroup Worksheet

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

Protocol for Disease Management and Investigation of Contacts
For further details regarding control measures, refer to the Invasive Haemophilus influenzae
Management Protocol.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm




http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm
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B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / BACTERIOLOGY:: (608) 263-3421

IV. RELATED REFERENCES

Heymann DL, ed. Haemophilus meningitis. In: Control of Communicable Diseases Manual.
19th ed. Washington, DC: American Public Health Association, 2008:421-423.

Pickering LK, ed. Haemophilus influenzae infections. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. ElIk Grove Village, IL: American Academy of
Pediatrics, 2009:314-321.

Centers for Disease Control and Prevention. Haemophilus influenzae type b. In: Atkinson W,
Wolfe S, Hamborsky J, Mclintyre L, eds. Epidemiology and Prevention of Vaccine-Preventable
Diseases. 11th ed. Washington, DC: Public Health Foundation, 2009:71-83.

Centers for Disease Control and Prevention. Recommendations and guidelines: 2011
Childhood immunization schedules for persons aged 0-6 years and “catch-up schedule.”
Available at: http://www.cdc.gov/vaccines/recs/schedules/default.ntm#child.




http://www.cdc.gov/vaccines/recs/schedules/default.htm#child
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HANTAVIRUS INFECTION
Last revised August 5, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:
Multiple strains of hantavirus are pathogenic for humans. There are two general types of clinical
syndromes caused by hantavirus infection depending on the infecting strain — hantavirus
pulmonary syndrome (HPS) and hemorrhagic fever with renal syndrome (HFRS). Virtually all
hantavirus-related illness acquired indigenously in the USA involve HPS.

e Hantavirus pulmonary syndrome (HPS) is a febrile illness characterized by bilateral
interstitial pulmonary infiltrates and respiratory compromise usually requiring supplemental
oxygen and clinically resembling acute respiratory disease syndrome (ARDS). The typical
prodrome consists of fever, chills, myalgia, headache, and gastrointestinal symptoms. Typical
clinical laboratory findings include hemoconcentration, left shift in the white blood cell count,
neutrophilic leukocytosis, thrombocytopenia, and circulating immunoblasts.

e Hemorrhagic fever with renal syndrome (HFRS) is characterized by acute onset of fever,
malaise, back and abdominal pain, often with accompanying nausea, vomiting, and petechiae.
Deverfescence may be accompanied by severe hypotension, oliguria, and renal failure.

B. REPORTING CRITERIA:

1. HPS: A febrileillness (i.e., temperature greater than 101.0° F [greater than 38.3° C])
corroborated by bilateral diffuse interstitial edema or a clinical diagnosis of acute
respiratory distress syndrome (ARDS) or radiographic evidence of noncardiogenic
pulmonary edema, or unexplained respiratory illness resulting in death, and occurring in a
previously healthy person OR
An unexplained respiratory illness resulting in death, with an autopsy examination
demonstrating noncardiogenic pulmonary edema without an identifiable cause

2. HFRS: An acute febrile illness with sudden onset of abdominal or lower back pain and
hypotension with proteinuria, thrombocytopenia, leukocytosis, hemoconcentration, oliguria,
and elevated BUN in the absence of an alternate diagnosis. The presence of petechiae and a
history of travel to Europe or Asia within six weeks of onset should heighten the index of
suspicion for HRFS.

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Detection of hantavirus-specific immunoglobulin M or rising titers of hantavirus-specific
immunoglobulin G, or
e Detection of hantavirus-specific ribonucleic acid sequence by polymerase chain reaction in
clinical specimens, or
e Detection of hantavirus antigen by immunohistochemistry

D. WISCONSIN CASE DEFINITION: A clinically compatible case that is laboratory confirmed

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
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electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151) AND
Hantavirus Pulmonary Syndrome Case Report Form

PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

In brief, contact and work with DPH staff. Ascertain all contact with rodents or rodent-
contaminated areas during the six weeks preceding onset. Obtain detailed travel history.
Environmental assessment may be indicated.

I11. CONTACTS FOR CONSULTATION

A

B.

C.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

WISCONSIN STATE LABORATORY OF HYGIENE / VIROLOGY (608) 262-3185

IV. RELATED REFERENCES

Heymann DL, ed. Hantaviral Diseases. In: Control of Communicable Diseases Manual. 19th
ed. Washington, DC: American Public Health Association, 2008: 269-274

Pickering LK, ed. Hantavirus Pulmonary Syndrome. In: Red Book: 2009 Report of the
Committee on Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of
Pediatrics, 2009:321-323



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm
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Hepatitis C Virus Infection
(Last revised August 18, 2011)

[. Identification

A. Clinical Description
Hepatitis C virus (HCV) infection is the most common chronic bloodborne infection in the
United States. Symptoms of HCV infection may include anorexia, fatigue, abdominal pain,
nausea, dark urine and jaundice. However, 80% persons who acquire HCV infection have
no signs or symptoms. Among persons who acquire HCV infection, 15-45% resolve the
infection and 55-85% remain chronically infected.

B. Reporting Criteria
Report all cases of HCV infection, as defined below in I.D. Wisconsin Case Definition
section and 11.B.3. Hepatitis C Reporting Algorithm.

C. Laboratory Criteria for Confirmation

Anti-HCV positive (repeat reactive) by enzyme immunoassay (EIA) with a high signal
to cut off (s/co) ratio or by chemiluminescence immunoassay (CIA) with a high s/co
ratio (see CDC reference for signal to cut of ration
http://www.cdc.gov/hepatitis/hcv/LabTesting.htm; OR

Anti-HCV positive by recombinant immunoblot assay (RIBA); OR

HCV RNA positive by reverse transcriptase (RT) polymerase chain reaction (PCR); OR
Detectable viral load (e.g. HCV bDNA); OR

Identified HCV genotype.

CDC HCV Test Interpretation Chart:
http://www.cdc.gov/hepatitis/hcv/PDFs/hcv_graph.pdf

DPH HCV Laboratory Assays & Interpretation of HCV Test Results:
http://www.dhs.wisconsin.gov/communicable/hepatitis/PDFs/DPHInterpHCVTestResult
sRev082011.pdf

D. Wisconsin Case Definition
Acute Hepatitis C

Acute iliness with discrete onset of symptoms; or a documented anti-HCV
seroconversion (from negative to positive); AND

Serum alanine aminotransferase levels (ALT) >7 times the upper limit of normal; AND
IgM anti-HAV negative; AND

IgM anti-HBc negative (if done) or HBsAg negative; AND

A positive anti-HCV EIA with high s/co ratio or by chemiluminescence immunoassay
(CIA) with a high s/co ratio; or a positive supplemental antibody assay, e.g. RIBA or a
positive confirmatory test that detects HCV RNA, e.g., PCR.

Confirmed Hepatitis C

Anti-HCV positive (repeat reactive) by EIA test result with a high s/co ratio or by
chemiluminescence immunoassay (CIA) with a high s/co ratio; OR

Anti-HCV positive by RIBA; OR

HCV RNA positive by PCR; OR

Detectable viral load (e.g. HCV bDNA); OR

Identified HCV genotype.



http://www.cdc.gov/hepatitis/hcv/LabTesting.htm

http://www.cdc.gov/hepatitis/hcv/PDFs/hcv_graph.pdf

http://www.dhs.wisconsin.gov/communicable/hepatitis/PDFs/DPHInterpHCVTestResultsRev082011.pdf

http://www.dhs.wisconsin.gov/communicable/hepatitis/PDFs/DPHInterpHCVTestResultsRev082011.pdf
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Probable Hepatitis C

e Anti-HCV positive (repeat reactive) by EIA without verification by a more specific assay
(e.g. RIBA for anti-HCV or RT-PCR for HCV RNA).

II. Actions Required/Prevention Measures

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II:

REPORT TO THE LOCAL HEALTH DEPARTMENT within 72 hours of the identification of
a case or suspected case. Public health intervention is expected.

B. Epidemiology Reports Requested:
Submit Acute and Communicable Disease Report (F44151) or enter the report into the
Wisconsin Electronic Disease Surveillance System (WEDSS).
Submit CDC —Viral Hepatitis Case Report (www.cdc.gov/hepatitis/PDFs/vhsp02.pdf) for

acute cases only. It is only necessary to complete the demographic section and the
section on acute hepatitis C.

Hepatitis C Testing Algorithm

I Hepatitis C Virus (HCV) Infection Testing for Diagnosis I

Anti-HCV NESALIYE »@
L 4

*

POSITIVE
Confirmed Unconfirmed Unconfirmed
High s/co ratio® and and
or RIBA positive no other HCV RNA
or HCV RNA positive test done negative
* *
H v
h 4

NAT for HCV RNA ” RIBA for anti-HCV
: : > i
@ ................. o @ @ : Indeterminate

H
v

Repeat anti-HCV
NAT for HCV RNA # in> 1 month

T Samples with high signal-to-cut-off ratios usually
(=85%) confirm positive, but supplemental serclogic
testing was not performed. Less than 5 of every 100
might represent false-positives; more specific testing
should be requested, if indicated.

Medical evaluation for _ :
active infection and liver disease AntHEV: Antibocyto HEV

NAT: Nucleic acid testing

RIBA: Recombinant immunoblot assay
RNA: Ribonucleic acid

Source: Centers for Disease Control and Prevention (Available at
http://www.cdc.gov/hepatitis/HCV/PDFEs/hcv_flow.pdf




http://www.dhs.wisconsin.gov/forms/F4/F44151.doc

http://www.cdc.gov/hepatitis/PDFs/vhsp02.pdf

http://www.cdc.gov/hepatitis/HCV/PDFs/hcv_flow.pdf
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Note:

1. The RIBA assay is not used routinely nor widely available in Wisconsin.

2. A single negative HCV RNA result cannot determine infection status, as persons may have
intermittent viremia. Consider follow-up HCV RNA testing in 6 months.

C. Public Health Interventions
e Advise client on measures to protect the liver from further harm, e.g. by avoiding the
use of alcohol, not sharing injection drug equipment, and obtaining hepatitis A and
hepatitis B vaccine.
o Educate the client on how to protect others from exposure to HCV:
o Not donating blood, body organs, tissues, or sperm.
o Not letting anyone else use the client’s razor, toothbrush, or other personal care
items.
o Covering open cuts or sores with a bandage until they have healed.
o If currently injecting drugs, seeking help in trying to stop. If not stopping use, not
ever share needles or works with anyone else.
o If notin a long-term monogamous sexual relationship, practice safer sex -- use a
latex barrier, such as a condom (or rubber) every time you have sex.

« Client referral (self-referral) is used for contacts of HCV cases. Encourage clients to
recommend HCV counseling and testing to their needle sharing and sexual partners.
HCV counseling and testing services may be accessed through primary health care
providers, local health departments, AIDS Service Organizations, or STD clinics that
offer HCV testing. The Wisconsin HIV/STD/Hepatitis Information and Referral Center
(IRC) can provide information and assistance in locating HCV testing resources.
Contact the IRC toll-free at 800-334-2437 or through the IRC website at www.irc-
wisconsin.org

« Testing household contacts is not necessary unless they have had an identified blood
exposure to the HCV infected person.

« An infant whose mother has HCV infection should be tested for anti-HCV no sooner
than 18 months of age. If earlier diagnosis is desired, the infant may be tested for HCV
RNA (PCR) at 1-2 months for age. An infected mother may breastfeed unless her
nipples are cracked or bleeding.

« Refer the client to a medical provider for medical evaluation to assess liver function
and need for treatment.

lll. Contacts for Consultation
1. DPH Regional Staff: http://www.dhs.wisconsin.gov/localhealth/index.htm
2. BCD/AIDS/HIV Program/Hepatitis Program: 608-266-5819
3. WSLH/Hepatitis Serology: 608-262-2302

IV. Related References

e Centers for Disease Control and Prevention. Recommendations for prevention and
control of hepatitis C virus (HCV) infection and HCV-related chronic disease. MMWR
1998; 47(No. RR. 19):1-39

e Centers for Disease Control and Prevention. Guidelines for laboratory testing and
result reporting of antibody to hepatitis C virus. MMWR 2003;52(No. RR-3):1-15

e Centers for Disease Control and Prevention Viral Hepatitis website
http://www.cdc.gov/hepatitis

e Wisconsin Hepatitis C Program Web site




http://www.irc-wisconsin.org/

http://www.irc-wisconsin.org/

http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.cdc.gov/mmwr/pdf/rr/rr4719.pdf

http://www.cdc.gov/mmwr/pdf/rr/rr4719.pdf

http://www.cdc.gov/mmwr/pdf/rr/rr4719.pdf

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5203a1.htm

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5203a1.htm

http://www.cdc.gov/hepatitis
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V. Disease Trends
Summary Wisconsin HCV statistics are located on the DHS website
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HEPATITIS D
(Delta Hepatitis)
Last revised August, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: Hepatitis D virus (HDV) causes infection only in people with
acute (coinfection) or chronic (superinfection) hepatitis B virus (HBV) infection. Acute
hepatitis B virus infection is characterized by insidious onset of anorexia, vague abdominal
discomfort, nausea, vomiting, sometimes arthralgias and rash, often progressing to jaundice.
Acute coinfection with HBV and HDV usually causes an acute illness indistinguishable from
acute HBV infection alone, except that the likelihood of fulminant hepatitis can be as high as
5%.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
Enzyme immunoassay for antibody to HDV (anti-HDV), although anti-HDV may not be
present until several weeks after onset of illness, and acute and convalescent sera may be
required to confirm the diagnosis.

D. WISCONSIN CASE DEFINITION: Laboratory Confirmation.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient’s local
health department either electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F-
44151), or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically---Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy---Acute and Communicable Disease Case Report (F-44151) AND
The Viral Hepatitis Case Record (CDC 53.1) for acute disease only (anti-HBc IgM+ test
result or HBsAg+ test result with symptoms of hepatitis). The information collected on this
form is also in WEDSS; therefore, it may serve as a helpful worksheet.

C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should

follow the methods of control recommended in the current edition of Control of Communicable

Diseases Manual, edited by David L. Heymann, published by the American Public Health

Association.

e Inaccordance with Wisconsin Admin Rule DHS 145.05, local public health should follow
the control methods as set forth in the current edition of Control of Communicable Diseases
Manual, an APHA publication.

e Determine pregnancy status if the patient is a woman of child-bearing age (approximately
15-44 years). Refer pregnant patient to the Perinatal Hepatitis B Prevention Program
through their local public health department. See Perinatal Hepatitis B Prevention Program
Manual for detailed follow-up recommendations.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2

http://www.cdc.gov/hepatitis/PDFs/vhsp02.pdf
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Refer the patient to a medical provider to monitor outcome or progress of infection.
Exclude patient from school, daycare or work until acute illness has resolved.

Educate patient on how to protect others from exposure to HDV and HBV.

Persons who are not immune to hepatitis A virus (HAV) and who have liver disease should
be vaccinated against HAV.

For further detailed information regarding control measures, please see the additional
references cited at the end of this document. The Wisconsin Division of Public Health,
Immunization Program should be consulted regarding state-specific guidelines.

D. PREVENTION MEASURES: Because HDV cannot be transmitted in the absence of HBV
infection, hepatitis B immunization protects against HDV infection.

Hepatitis B vaccine is universally recommended for all infants at 0, 1-2 and 6-18 months of
age.

Hepatitis B vaccine is recommended for all children and adolescents aged < 19 years.
Vaccination of previously unvaccinated adults at risk of HBV infection. Risk groups may
include: Persons with occupational risk, clients and staff of institutions for the
developmentally disabled; hemodialysis patients; recipients of certain blood products;
household and sexual partners of HBSAg carriers; certain international travelers; injecting
drug users; sexually active persons with multiple partners; and persons who are
incarcerated.

I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

C. BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

D. WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division
Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

e Heymann DL, ed. HEPATITIS VIRAL. In: Control of Communicable Diseases Manual. 19 th
ed. Washington , DC : American Public Health Association, 2008:295-297

e Pickering LK, ed. Hepatitis D. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28 th ed. Elk Grove Village , IL : American Academy of Pediatrics, 2009:361

e A Comprehensive Immunization Strategy to Eliminating Transmission of Hepatitis B Virus
Infection in the United States: Recommendations of the Advisory Committee on Immunization
Practices (ACIP) Part I: Immunization of infants, children and adolescents. MMWR 2005; 54
(No. RR-16)

e A Comprehensive Immunization Strategy to Eliminating Transmission of Hepatitis B Virus
Infection in the United States: Recommendations of the Advisory Committee on Immunization
Practices (ACIP) Part Il: Immunization of Adults. MMWR 2006; 55 (No. RR-16)



http://www.dhs.wisconsin.gov/localhealth/index.htm

http://www.dhs.wisconsin.gov/immunization/regiondepts.htm
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HEPATITIS A
Last revised August 5, 2011

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness caused by the hepatitis A virus (HAV) typically
characterized by abrupt onset of fever, malaise, nausea, abdominal discomfort, fatigue, and
elevated serum aminotransferase levels; often followed within a few days by jaundice. Severity
of illness is highly variable and is typically milder or asymptomatic in young children.

B. REPORTING CRITERIA: Clinical diagnosis initially; laboratory confirmation required to
meet case definition.

C. LABORATORY CRITERIA FOR CONFIRMATION: Positive anti-HAV IgM serology

D. WISCONSIN CASE DEFINITION: A person with a clinically compatible illness that is
laboratory confirmed OR an asymptomatic person who is IgM anti-HAV positive and is linked
epidemiologically to a confirmed case of hepatitis A

I1. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I: Report IMMEDIATELY BY
TELEPHONE to the patient's local health department upon identification of a confirmed or
suspected case. The local health department shall then notify the state epidemiologist
immediately of any confirmed or suspected cases. Within 24, hours submit a case report
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other
means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Diseases Case Report (F-44151)
Viral Hepatitis case report form

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

For further details regarding disease investigation, prophylaxis, and control measures, refer to
the DPH publication Hepatitis A: A Handbook for Public Health Personnel

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/localhealth/index.htm



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

C. WISCONSIN STATE LABORATORY OF HYGIENE / VIROLOGY (608) 262-3185

IV. RELATED REFERENCES

Heymann DL, ed. Viral Hepatitis A . In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:278-284

Pickering LK, ed. Hepatitis A. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:329-337

Wisconsin Division of Public Health. Hepatitis A: A Handbook for Public Health Personnel
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HEPATITIS B
Last revised January 2013

I. IDENTIFICATION
A. CLINICAL DESCRIPTION: An illness with insidious onset of symptoms including anorexia, vague
abdominal discomfort, nausea, vomiting, sometimes arthralgias and rash, often progressing to jaundice.
Only a small portion of infections is clinically recognized: less than 10% of children and 30-50% of
adults with acute infection will have icteric disease.

B. REPORTING CRITERIA: Laboratory confirmation

C. LABORATORY CRITERIA FOR CONFIRMATION:
e Acute: IgM anti-HBc positive or HBsAg positive

e Chronic: IgM anti-hepatitis B core antigen (HBcAQ) negative and a positive result on one of the
following tests: hepatitis B surface antigen (HBsAQ), hepatitis B e antigen (HBeAQ), or hepatitis B
virus (HBV) DNA, OR HBsAg positive or HBV DNA or HBeAg positive two times at least 6
months apart (any combination of these tests performed six months apart is acceptable).

e Perinatal: HBsAg positive.

D. WISCONSIN CASE DEFINITION;
e Acute:

o Confirmed: Laboratory Confirmation AND discrete onset of symptoms™ (e.g., fever,
headache, malaise, anorexia, nausea, vomiting, diarrhea, abdominal pain, dark urine) AND
jaundice (or elevated serum aminotransferase levels [ALT] >100 IU/L).

*Note: A documented negative HBsAg result within 6 months prior to a positive HBsAg,
HBeAg, or HBV DNA test result does not require an acute clinical presentation to meet the
surveillance case definition.

e Chronic:
o0 Confirmed: Laboratory Confirmation
o0 Probable: Single HBsAg positive or HBV DNA positive or HBeAg positive lab result, and
does not meet the case definition for acute hepatitis B.

e Perinatal:
o Confirmed: Laboratory confirmation in any infant greater than 1 month and up to 24 months
old who was born in the United States or in U.S. territories to an HBsAg-positive mother

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY IlI: Report to the patient’s local health
department either electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS),
by mail or fax using an Acute and Communicable Disease Case Report (F-44151), or by other means within
72 hours upon recognition of a case or suspected case.
B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically---Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy---Acute and Communicable Disease Case Report (F-44151) along with:
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The Viral Hepatitis Case Record (CDC 53.1) for acute disease only (anti-HBc IgM+ test result or
HBsAQg+ test result with symptoms of hepatitis).

The information collected on this form is also in WEDSS; therefore, it may serve as a helpful
worksheet.

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow the
methods of control recommended in the current edition of Control of Communicable Diseases Manual,
edited by David L. Heymann, published by the American Public Health Association.

In accordance with Wisconsin Admin Rule DHS 145.05, local public health should follow the
control methods as set forth in the current edition of Control of Communicable Diseases Manual, an
APHA publication.
Determine pregnancy status if the patient is a woman of child-bearing age (approximately 15-44
years). Refer pregnant patient to the Perinatal Hepatitis B Prevention Program through their local
public health department. See Perinatal Hepatitis B Prevention Program Manual for detailed follow-
up recommendations.
Refer the patient to a medical provider to monitor outcome or progress of infection.
Exclude patient from school, daycare or work until acute illness has resolved.
Educate patient on how to protect others from exposure to HBV.
Persons who are not immune to hepatitis A virus (HAV) and who have liver disease should be
vaccinated against HAV.
Post-exposure prophylaxis* with HBIG and/or hepatitis B vaccine (where appropriate) for:

= All infants born to mothers who are HBsAg-positive.

= Unvaccinated infants whose mothers or primary care givers have acute hepatitis B.

= Sexual contacts of persons with acute hepatitis B.

= Healthcare workers after occupational exposure depending on vaccination status and immune

response.
= Household contacts and sexual contacts of persons with chronic HBV infection do not need
prophylaxis with HBIG but should be vaccinated.

For further detailed information regarding control measures, please see the additional references
cited at the end of this document. The Wisconsin Division of Public Health, Immunization Program
should be consulted regarding state-specific guidelines.

*Ideally, prophylaxis should be given within 14 days of exposure.

D. PREVENTION MEASURES:

Hepatitis B vaccine is universally recommended for all infants at 0, 1-2 and 6-18 months of age.
Perinatal HBV infection can be prevented through:
= Routine screening of all pregnant women for HBsAg, and
= Immunoprophylaxis of infants born to HBsAg-positive women (hepatitis B immune globulin
[HBIG] + hepatitis B vaccine within 12 hours) or to women with unknown HBsAg status
(hepatitis B vaccine within 12 hours + STAT testing of the mother to guide HBIG decisions).
Hepatitis B vaccine is recommended for all children and adolescents aged < 19 years.
Vaccination of previously unvaccinated adults at risk of HBV infection.
Risk groups may include: Persons with occupational risk, clients and staff of institutions for the
developmentally disabled; hemodialysis patients; recipients of certain blood products; household and
sexual partners of HBsA(g carriers; certain international travelers; injecting drug users; sexually
active persons with multiple partners; and persons who are incarcerated.
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111. CONTACTS FOR CONSULTATION

A

C.

D.

LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/regiondepts.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division

Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966

IV. RELATED REFERENCES

"Hepatitis B (serum hepatitis)" Fact Sheet: http://www.dhs.wisconsin.gov/publications/P4/P42055.pdf

Heymann DL, ed. HEPATITIS VIRAL. In: Control of Communicable Diseases Manual. 19th ed.
Washington, DC: American Public Health Association, 2008:253-261.

Pickering LK, ed. Hepatitis B. In: Red Book: 2009 Report of the Committee on Infectious Diseases. 28th
ed. EIk Grove Village, IL: American Academy of Pediatrics, 2009:337-356.

Centers for Disease Control and Prevention. Manual for the surveillance of vaccine-preventable disease.
Centers for Disease Control and Prevention, Atlanta, GA, 2008.
http://www.cdc.gov/vaccines/pubs/surv-manual/

A Comprehensive Immunization Strategy to Eliminating Transmission of Hepatitis B Virus Infection in
the United States: Recommendations of the Advisory Committee on Immunization Practices (ACIP)
Part I: Immunization of infants, children and adolescents. MMWR 2005; 54 (No. RR-16).

A Comprehensive Immunization Strategy to Eliminating Transmission of Hepatitis B Virus Infection in
the United States: Recommendations of the Advisory Committee on Immunization Practices (ACIP)
Part Il: Immunization of Adults. MMWR 2006; 55 (No. RR-16).
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HEPATITIS E
Last revised August 15, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION: An illness caused by the hepatitis E virus (HEV) typically
characterized by onset of fever, malaise, nausea, abdominal discomfort, fatigue, and elevated
serum aminotransferase levels; often followed within a few days by jaundice. Severity of
illness is variable and similar to hepatitis A except that hepatitis E acquired during pregnancy
can have a 10-20% case-fatality rate.

B. REPORTING CRITERIA: Clinical diagnosis and laboratory confirmation.
C. LABORATORY CRITERIA FOR CONFIRMATION: Positive anti-HEV I1gM serology

D. WISCONSIN CASE DEFINITION: A person who is laboratory confirmed and meets all of the
following three criteria:
1. Discrete onset of signs and symptoms consistent with acute hepatitis
2. Elevated ALT (SGPT) levels greater than 5 times the upper limit of normal
3. Negative serologic test for IgM antibody to hepatitis A virus (IgM anti-HAV) and negative
test for IgM antibody to hepatitis B virus core antigen (IgM anti-HBc), and negative test for
hepatitis C antibody.

Il. ACTIONS REQUIRED / PREVENTION MEASURES

A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the patient’s local
health department either electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (E-
44151), or by other means within 72 hours upon recognition of a case or suspected case.

B. EPIDEMIOLOGY REPORTS REQUIRED:

e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Acute and Communicable Diseases Case Report (F-44151

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
Briefly, obtain detailed travel history and history of animal contact for 60 days prior to illness
onset.

I11. CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003

C. WISCONSIN STATE LABORATORY OF HYGIENE / VIROLOGY (608) 262-3185



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2
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IV. RELATED REFERENCES

Heymann DL, ed. Viral Hepatitis E . In: Control of Communicable Diseases Manual 19th ed.
Washington, DC: American Public Health Association, 2008:298-300.

Pickering LK, ed. Hepatitis E. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics, 2009:362.
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HISTOPLASMOSIS
Last revised May 20, 2011

l. IDENTIFICATION
A. CLINICAL DESCRIPTION: A systemic fungal infection of varying severity caused by
Histoplasma capsulatum. Infection may be asymptomatic or take one of four clinical forms:

e Acute benign respiratory - mild respiratory illness with general malaise, fever, chills,
headache, myalgia, chest pains, nonproductive cough and scattered small calcifications
of the lung.

e Acute disseminated - debilitating fever, GI symptoms, bone marrow suppression,
lymphadenopathy. Most frequent in children and immunosuppressed; fatal if not
treated.

e Chronic pulmonary - clinically and radiologically resembles chronic pulmonary
tuberculosis with cavitations, usually in middle-aged and elderly persons with
underlying emphysema.

e Chronic disseminated - low-grade fever, weight loss, weakness, liver and spleen
enlargement, mucosal ulcers, subacute course with slow progression; fatal if not treated.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
« Isolation of H. capsulatum from culture of bone marrow, sputum, or lesions, OR
« Histologic demonstration of intracellular yeast cells from bone marrow or tissue biopsy,
OR
o Detection of H. capsulatum polysaccharide antigen in urine or serum, OR
e Rise in CF titers to either histoplasmin or yeast-phase antigen.
e Positive serology test for anti-H band antibody

D. WISCONSIN CASE DEFINITION: Clinically compatible illness with laboratory
confirmation.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: A. WISCONSIN DISEASE
SURVEILLANCE CATEGORY II: Report to the Local Health Department either
electronically through the Wisconsin Electronic Disease Surveillance System (WEDSS), by
mail or fax using an Acute and Communicable Disease Case Report (F44151), or by other
means within 72 hours upon recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS, along with appropriate disease specific tabs
OR
Paper Copy -Acute and Communicable Diseases Case Report (F44151)

C. PUBLIC HEALTH INTERVENTION:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should
follow the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.
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e Minimize exposure to dust in areas contaminated by bird droppings such as chicken or
pigeon coops, bird or bat roosts and surrounding soil.

e Surfaces can be sprayed with water to reduce dust, protective masks should be worn during
cleaning. Areas may be chemically decontaminated.

e ldentify and decontaminate infectious foci (e.g., attics, bird roosts, barns, etc.).

e No public health intervention for sporadic cases.

I1l. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / MYCOLOGY: (608) 224-6261

IV. RELATED REFERENCES
e Heymann DL, ed. HISTOPLASMOSIS. In: Control of Communicable Diseases Manual.
19th ed. Washington, DC: American Public Health Association, 2008:305-308.

e Pickering LK, ed. Histoplasmosis. In: Red Book: 2009 Report of the Committee on
Infectious Diseases. 28th ed. Elk Grove Village, IL: American Academy of Pediatrics,
2009:373-375.
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Influenza—associated Pediatric Death
Last revised in May 20, 2011

I. IDENTIFICATION

A. CLINICAL DESCRIPTION:

An influenza-associated death is defined for surveillance purposes as a death resulting from a
clinically compatible illness that was confirmed to be influenza by an appropriate laboratory or
rapid diagnostic test. There should be no period of complete recovery between the illness and
death. Influenza-associated deaths in all persons aged <18 years should be reported.

B. REPORTING CRITERIA: Laboratory confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION: Laboratory testing for influenza virus
infection may be done on pre- or post-mortem clinical specimens, and include identification of
influenza A or B virus infections by a positive result by at least one of the following:

Influenza virus isolation in tissue cell culture from respiratory specimens;
Reverse-transcriptase polymerase chain reaction (RT-PCR) testing of respiratory
specimens;

Immunofluorescent antibody staining (direct or indirect) of respiratory specimens;

Rapid influenza diagnostic testing of respiratory specimens;

Immunohistochemical (IHC) staining for influenza viral antigens in respiratory tract tissue
from autopsy specimens;

Four-fold rise in influenza hemagglutination inhibition (HI) antibody titer in paired acute
and convalescent sera*.

*Serologic testing for influenza is available in a limited number of laboratories, and should only be
considered as evidence of recent infection if a four-fold rise in influenza (HI) antibody titer is
demonstrated in paired sera. Single serum samples are not interpretable.

D. WISCONSIN CASE DEFINITION:
A death in a person <18 years old meeting the clinical case definition that is laboratory confirmed.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the Local Health
Department electronically, through the Wisconsin Electronic Disease Surveillance System
(WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F44151), or
by other means within 72 hours upon recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS

or

Paper Copy Acute and Communicable Diseases Case Report (F-44151) along with
Pediatric Death Data Collection Form (CDC)

C. PUBLIC HEALTH INTERVENTIONS:
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http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category2�



Wisconsin Division of Public Health Communicable Disease Surveillance Guideline

Source investigation by LHD to include history of influenza vaccination, co-infection with
other viruses or bacteria

I11. CONTACTS FOR CONSULTATION

A

A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
WISCONSIN STATE LABORATORY OF HYGIENE / Virus Isolation: (608) 262-3185.

RELATED REFERENCES

Heymann DL, ed. Influenza. In: Control of Communicable Diseases Manual. 189" ed.
Washington, DC: American Public Health Association, 2008:315-331

Pickering LK, ed. Influenza. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28" ed. Elk Grove Village, IL: American Academy of Pediatrics, 2096:400-412.
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Influenza-associated Hospitalizations
Last revised May 20, 2011
IDENTIFICATION
A. CLINICAL DESCRIPTION:
An influenza-associated hospitalization is defined for surveillance purposes as an inpatient
hospitalization resulting from a clinically compatible illness that was diagnosed as influenza by an
appropriate laboratory test. There should be no period of complete recovery between the illness
and hospitalization.

B. REPORTING CRITERIA: Laboratory evidence (probable or confirmed) with a compatible
clinical illness.

C. WISCONSIN CASE DEFINITION:
Confirmed:
A patient who is hospitalized (>24 hours) AND has confirmed influenza A or B with one of the
following laboratory tests: RT-PCR, DFA, or culture.

Probable:
A patient who is hospitalized (>24 hours) AND has a rapid influenza test that is positive for
type A, type B, or undifferentiated influenza.

NOTE: Single serology, influenza IGM positive test results are not diagnostic and do not
meet the criteria for laboratory confirmation

ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the Local Health
Department either electronically through the Wisconsin Electronic Disease Surveillance
System (WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F-
44151), or by other means within 72 hours upon recognition of a confirmed or probable case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
Electronically Report through WEDSS along with appropriate disease specific tabs
or
Paper copy -Acute and Communicable Diseases Case Report (F-44151) along with
Influenza hospitalizations case report

C. PUBLIC HEALTH INTERVENTIONS:
Public health intervention is not required.

I11. CONTACTS FOR CONSULTATION

A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES — TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / Virus Isolation: (608) 262-3185
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RELATED REFERENCES
Heymann DL, ed. Influenza. In: Control of Communicable Diseases Manual. 189" ed.
Washington, DC: American Public Health Association, 2008:315-331

Pickering LK, ed. Influenza. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28" ed. Elk Grove Village, IL: American Academy of Pediatrics, 2096:400-412.
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Influenza A Virus Infection, Novel Subtypes
Last revised May 20, 2011

IDENTIFICATION

A. CLINICAL DESCRIPTION:
An illness compatible with influenza virus infection including abrupt onset of fever, cough,
body aches and fatigue.

D. REPORTING CRITERIA: Clinical diagnosis of influenza infection and laboratory
confirmation.

C. LABORATORY CRITERIA FOR CONFIRMATION:
A human case of infection with an influenza A virus subtype that is different from currently
circulating human influenza H1 and H3 viruses. Novel subtypes will be detected with methods
available for detection of currently circulating human influenza viruses at state public health
laboratories (e.g., real-time reverse transcriptase polymerase chain reaction [RT-PCR] or
through virus isolation). Confirmation that an influenza A virus represents a novel virus will be
performed by CDC’s influenza laboratory. Novel subtypes include, but are not limited to:
e H2, H5, H7, and H9 subtypes.
e Influenza H1 and H3 subtypes originating from a non-human species or from genetic

reassortment between animal and human viruses are also novel subtypes.

D. WISCONSIN CASE DEFINITION:

e Confirmed: A case of human infection with a novel influenza A virus confirmed by CDC’s
influenza laboratory.

e Probable: A case meeting the clinical criteria and epidemiologically linked to a confirmed
case, but for which no laboratory testing for influenza virus infection has been performed.

e Suspected: A case meeting the clinical criteria, pending laboratory confirmation. Any case
of human infection with an influenza A virus that is different from currently circulating
human influenza H1 and H3 viruses is classified as a suspected case until the confirmation
process is complete.

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY II: Report to the Local Health
Department electronically, through the Wisconsin Electronic Disease Surveillance System
(WEDSS), by mail or fax using an Acute and Communicable Disease Case Report (F44151), or
by other means within 72 hours upon recognition of a case.

B. EPIDEMIOLOGY REPORTS REQUESTED:
e Electronically Report through WEDSS, including appropriate disease specific tab
or
e Paper Copy - Acute and Communicable Diseases Case Report (F44151) along with Novel
Human Influenza A Case Report Form
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C. PUBLIC HEALTH INTERVENTIONS:

In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow
the methods of control recommended in the current edition of Control of Communicable
Diseases Manual, edited by David L. Heymann, published by the American Public Health
Association.

e Case investigation by LHD to include history of travel, dates, mode of transportation, and
case management
e Determine if case is outbreak-related and notify DPH Regional Office or CDES.

D. PREVENTION MEASURES:
Promotion handwashing and cough etiquette. Consult with the BCDER for use of antiviral
medication for treatment or prophylaxis

E. PUBLIC HEALTH INTERVENTIONS:
Source investigation by LHD and BCDER/CDES .Search for history of exposure to infected
humans or animals and trace to place of origin.

I11. CONTACTS FOR CONSULTATION

A. A. LOCAL HEALTH DEPARTMENTS — REGIONAL OFFICES - TRIBAL AGENCIES:
http://www.dhs.wisconsin.gov/localhealth/index.htm

B. BCDER / COMMUNICABLE DISEASE EPIDEMIOLOGY SECTION: (608) 267-9003
C. WISCONSIN STATE LABORATORY OF HYGIENE / VIROLOGY: (608) 267-3185

IV. RELATED REFERENCES

1. Heymann DL, ed. Influenza. In: Control of Communicable Diseases Manual. 189" ed.
Washington, DC: American Public Health Association, 2008:315-331

2. Pickering LK, ed. Influenza. In: Red Book: 2009 Report of the Committee on Infectious
Diseases. 28" ed. Elk Grove Village, IL: American Academy of Pediatrics, 2096:400-412.V.
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Communicable Disease Surveillance Guidance
PERTUSSIS

I. IDENTIFICATION

CLINICAL DESCRIPTION: In the absence of a more likely diagnosis, a cough illness lasting >2 weeks with one
of the following symptoms: paroxysms of coughing OR inspiratory “whoop” OR posttussive vomiting OR

[for infants aged <1 year only] apnea (with or without cyanosis).

A.

. REPORTING CRITERIA: Clinical diagnosis

LABORATORY CRITERIA FOR CONFIRMATION:
e Isolation of Bordetella pertussis from clinical specimen (culture), OR
e Positive polymerase chain reaction (PCR) assay for B. pertussis DNA

WISCONSIN CASE DEFINITION:
e Confirmed:
0 A case of acute cough illness of any duration with a positive culture for B. pertussis; OR
O A case that meets the clinical description and is confirmed by PCR; OR
O A case that meets the clinical description AND has a direct epidemiologic link to a patient with an illness

that has been laboratory-confirmed as pertussis using either culture or PCR

e Probable:

(o}

An illness that meets the clinical description, is not laboratory-confirmed (either not tested or tested with

a negative result), and is not epidemiologically linked to a laboratory-confirmed case;

OR

[For infants aged <1 year ONLY] Acute cough illness of any duration:

=  With at least one of the following signs or symptoms: paroxysms of coughing, OR inspiratory
“whoop,” OR posttussive vomiting, OR apnea (with or without cyanosis);
AND

= Polymerase chain reaction (PCR) positive for pertussis;

OR

[For infants aged <1 year ONLY] Acute cough illness of any duration:

=  With at least one of the following signs or symptoms: paroxysms of coughing, OR inspiratory
“whoop,” OR posttussive vomiting, OR apnea (with or without cyanosis);
AND

= Contact with a laboratory-confirmed case of pertussis

e Suspect: A clinical syndrome or illness consistent or compatible with pertussis and without other apparent
cause, such as:

(o}

©0 0o

Any acute cough illness with paroxysmal cough or inspiratory “whoop”

Any acute cough illness in a person who is a close contact to a patient with a confirmed or probable case
Any acute cough illness lasting >7 days when there is a reported outbreak of pertussis in the community
Any acute cough illness with positive PCR results for B. pertussis that does not meet the definition of
probable or confirmed pertussis
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Communicable Disease Surveillance Guidance
PERTUSSIS

I1. ACTIONS REQUIRED / PREVENTION MEASURES
A. WISCONSIN DISEASE SURVEILLANCE CATEGORY I
Report IMMEDIATELY BY TELEPHONE to the patient's local health department upon identification of a
confirmed or suspected case. The local health department shall then notify the state epidemiologist immediately
of any confirmed or suspected cases. Within 24 hours, submit a case report electronically through the Wisconsin
Electronic Disease Surveillance System (WEDSS), by mail or fax using an Acute and Communicable Disease
Case Report (F-44151), or by other means.

B. EPIDEMIOLOGY REPORTS REQUIRED:
e Electronically — Report through WEDSS, including appropriate disease-specific tabs
OR
e Paper Copy — Acute and Communicable Disease Case Report (F-44151) along with:
Pertussis Case Report (F-44236)

C. PUBLIC HEALTH INTERVENTIONS:
In accordance with Wisconsin Administrative rule DHS 145.05, local public health should follow the methods of
control recommended in the current edition of Control of Communicable Diseases Manual, edited by David L.
Heymann, published by the American Public Health Association.

For further detailed information regarding control measures, please see the additional references cited at the end
of this document. The Wisconsin Division of Public Health Immunization Program should also be consulted
regarding state-specific guidelines. See the Wisconsin Pertussis Surveillance and Control Guidelines located on
the Immunization Program website at: http://www.dhs.wisconsin.gov/immunization/pertussis.htm

D. PREVENTION MEASURES:
Vaccination with pertussis vaccine:
e For children aged 6 weeks through 6 years, routinely administer pertussis vaccine as DTaP (diphtheria toxoid,
tetanus toxoid, and acellular pertussis vaccine). The primary series of 3 doses should be received at 2, 4 and 6
months of age. Booster doses should be received at 15-18 months of age and school entry (4-6 years of age).

e  Children aged 7 through 10 years not fully vaccinated against pertussis (defined as 5 doses of DTaP or 4
doses of DTaP if the fourth dose was administered on or after the fourth birthday) should receive a single
dose of Tdap (tetanus toxoid, diphtheria toxoid, acellular pertussis vaccine).

e Routinely administer a booster dose of Tdap vaccine at 11-12 years of age. Except among pregnant women,
Tdap vaccine is administered as a one-time booster dose.

e Pregnant women should receive Tdap vaccine during each pregnancy. Optimal timing for Tdap administration
is between 27 and 36 weeks of gestation, although Tdap may be given at any time during pregnancy. For
women not previously vaccinated with Tdap, if Tdap is not administered during pregnancy, Tdap should be
administered immediately postpartum.

e  Adults who have not already received Tdap (especially those who have or anticipate having contact with an
infant aged less than 12 months) should be administered Tdap in place of their next Td (tetanus toxoid,
diphtheria toxoid vaccine) booster or whenever vaccination with Tdap is indicated.



http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/communicable/diseasereporting/index.htm#category1

http://www.dhs.wisconsin.gov/forms/F4/F44236.pdf

http://www.dhs.wisconsin.gov/immunization/pertussis.htm
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I11. CONTACTS FOR CONSULTATION
A. LOCAL HEALTH DEPARTMENT — REGIONAL OFFICES — TRIBAL AGENCIES:

B.

http://www.dhs.wisconsin.gov/localhealth/counties/regional.htm

REGIONAL IMMUNIZATION PROGRAM REPRESENTATIVES:
http://www.dhs.wisconsin.gov/immunization/Central Staff.htm

BCDER/ IMMUNIZATION PROGRAM: (608) 267-9959

WISCONSIN STATE LABORATORY OF HYGIENE
Communicable Disease Division

Customer Service: (800) 862-1013 or (608) 262-6386
Clinical Supplies: (800) 862-1088 or (608) 265-2966
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