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The Institute of Medicine's report on errors in medicine has
focused attention on the quality of medical careinthe United States.
A consistent feature of many studiesthat evaluate quality of health
careisthat agap exists between accepted evidence-based practice
guidelinesand the actual carethat isdelivered. 1n 2000, Jenckset al.
first reported upon the quality of health care received by Medicare
beneficiariesacrossthe U.S. by monitoring twenty-four clinical qual-
ity indicatorsthat highlighted acute myocardial infarction, heart fail-
ure, stroke, pneumonia, breast cancer and diabetes mellitus. The
overall rank of Louisianain this profile of quality indicators was
forty-nine. When these quality indicators were re-evaluated and
reported upon in apublicationin 2003, Louisianahad dlipped further
to fifty-one (including Puerto Rico and the District of Columbia).

Sreptococcus pneumoniae is the most common cause of com-
munity-acquired pneumoniaregquiring hospitalization and isrespon-
(Continued on page 2)
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Misapplication of
Organophosphate Insecticide
to Public School Results in
Health Effects — LA, 2002

Shannon Soileau, MS, Michelle Lackovic, MPH

The Louisiana Department of Health and Hospitals (LDHH)
conducts surveillance of health-related pesticide exposures. The
statewide surveillance program obtains acute pesticide exposure
datafrom two sources: the L ouisiana Department of Agricultureand
Forestry (LDAF) and the Louisiana Poison Control Center (PCC).
LDAF complaintsdate back to 1991 and referral of PCC casesbegan
in2002. All LDAF-referred complaintsand some PCC complaints,
depending on location of exposure and severity, areinvestigated by
LDAF and LDHH. Jointinvestigation of these complaintsinvolves
complainant interviewsand collection of environmental and health
data

InMarch 2002, L DHH received notification of apesticide com-
plaint at a public elementary school resulting in reported adverse
health effects for twenty-one school employees. The incident in-
volved an application of an organophosphate insecticide treating
for swarming termites and ants. The investigation revealed that

-school employees’ health effects were associated with insecticide
exposure.

Undiluted Dichloron® 2000, an insecticide, wasapplied tothe
exterior of temporary buildings with aLysol® kitchen cleaner spray
bottle. Dichloron® 2000 contains 4.3% chlorpyrifos (0,0-diethyl O-
3,5,6-trichloro-2-pyridyl phosphorothioate), acholinesteraseinhib-
iting organophosphate insecticide. Dichloron® 2000 also contains
the inert ingredients aromatic naptha, nonylphenol polyethylene
glycal ether, 1, 2, 4-trimethylbenzene, naphthal ene and aromatic pe-
troleum distillate. According to the product label, dilution with wa-
ter isrequired for each of its designated uses. Dichloron® 2000is
not labeled for termite control and haslimited usesfor ant control on
lawns. The product wastransferred fromitsoriginal container to the
spray bottle and then approximately three and one-half pints of
undiluted product were applied around the foundation and door-
ways of the temporary buildings. Laboratory analysis of the spray
bottle's contentsindicated a 5% chlorpyrifos solution.

Immediately following the application, twenty-one peoplework-
ing in and around the temporary buildings noticed an odor and
began to experience symptoms. All twenty-one individuals were
(Continued on page 3)
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Increasing Pneumococcal Polysaccharide... (Cont)

siblefor approximately one-third of all such admissions. Pneumo-
coccal -associated infecti ons cause approximately 40,000 deaths an-
nually inthe U.S. and invasive pneumococcal disease (i.e., bacter-
emia and meningitis) has been reported to have case fatality rates
that approach 40% in the elderly. Increasing rates of antibiotic re-
sistancefor S. pneumoniae have al so created therapeutic challenges
for health care providers.

The pneumococcal polysaccharide vaccine (PPV) contains
twenty-three polysaccharide antigensthat represent almost 90% of
the serotypes that cause invasive pneumococcal disease, includ-
ing the six most commonly associated with antibiotic resistance.
This vaccine has been shown to be up to 70% effective in prevent-
inginvasiveinfections. In additiontoitsclinical effectiveness, (PPV)
is cost-effective in indicated patient populations and also appears
to be cost saving.

Although the pneumococcal vaccine is recommended by nu-
merous U.S. specialty societies for patientswho are older than 65
years or who are at increased risk for morbidity or mortality from
pneumococcal infection, it has been underutilized. The Advisory
Committee on Immuni zation Practices (A CI P) recommendsthat PPV
be provided to:
¢ All individuals 65 years of ageor older

Individuals 2 to 64 years of age with chronic illnesses such as
congestive heart failure, cardiomyopathies, chronic obstruc-
tive pulmonary disease, diabetes mellitus, al coholism, chronic
liver disease, or cerebrospinal fluid leaks

Individuals 2 to 64 years of agewith asplenia

Individuals 2 to 64 years of agein special settingswhererisk
for invasive disease or itsmorbid sequelaeisincreased (i.e.,
Alaskan Natives, certain Native American Indian groups, long-
term carefacility denizens)

Individuals 2 years of age or older who areimmunocompro-
mised by virtue of HIV infection, lymphoproliferative malig-
nancy, multiple myeloma, other generalized malignancies,
chronic renal failure, nephrotic disease, post-transplantation,
or immunosuppressive chemotherapies

The ACIP also recommends that the PPV be administered to
eligible patients in the hospital in order to improve immunization
rates. In one large survey study, almost two-thirds of patients ad-
mitted with pneumoniahad been hospitalized within the previous
four years, yet few were given the pneumococcal vaccine. Jencks et
al. reported that the performance rate in the median state for inpa-
tientswith pneumoniawho were screened or immunized for pneu-
mococcal vaccination prior to dischargewasonly 11% from 1998-
1999 and 24% from 2000-2001. In L ouisiana, the ratewas only 4%
from 1998-1999 and 7% from 2000-2001, the lowest percentagein
theU.S. including the District of Columbiaand Puerto Rico.

Several studies have shown that pneumococcal vaccination of
hospitalized patientsis a safe and effective method for increasing
vaccination ratesamong at-risk patients. InJuly, 2001, theinpatient
Louisiana State University (L SU) Internal Medicine service at the
Medical Center of Louisianain New Orleansinitiated a project to
increase inpatient pneumococcal vaccination screening and admin-
istrationratesby itsproviders. Initially, the L SU-New OrleansInter-

nal Medicine Department and its house staff embarked upon aretro-
spective study to determineits baseline pneumococcal vaccination
or screening rates for all patients with pneumonia on its inpatient

services (at the The Medical Center of Louisianain New Orleans)

from July, 2000 through June, 2001.

From July, 2001 through June, 2002 an intensive educational
intervention concentrating on the indications and benefits of pneu-
mococcal vaccination was directed towardsthe LSU Internal Medi-
cine house staff assigned to the inpatient service. Retrospective
analysisfor pneumococcal vaccine screening and administration of
chartsof al patientswith pneumoniaon the L SU Medicineinpatient
service during thistime period was performed in order to determine
the effects of the intervention. Data from the pre-educational inter-
vention period reveal ed abaseline pneumococcal vaccine screening
or administration rate of 11% for all patientswith pneumoniaon the
L SU Internal Medicineinpatient service. During the one-year inter-
vention period, the pneumococcal vaccine screening or administra-
tion rate increased to 71%, aclinically and statistically significant
increase (p-value< 0.0001). Datatargeting patients sixty-fiveyears
of age and older reveal ed a baseline pneumococcal vaccine screen-
ing or administration rate of 10% for patientswith pneumoniaon the
LSU Internal Medicine inpatient service which increased to 82%
during the oneyear educationd intervention (p-value< 0.0001). House
officer scores (possible range 0-100) on a questionnaire ng
their understanding of the indications and benefits of pneumococ-
cal vaccination were significantly higher after the educational inter-
vention compared to before the intervention (means + standard de-
viations, 68 + 9vs. 59 + 10, p<0.0001).

Thefindingsfrom this study highlight theimportance of educa-
tion in increasing compliance with widely-accepted practice guide-
lines such as pneumococcal vaccine screening or administrationin
patients hospitalized with pneumonia. Consequently, other proven
methods for increasing immunization rates including standing or-
derswill also be assessed.

For more information or references, please contact Dr. Fred A.
L opez at the Department of M edicine and Section of Infectious Dis-
eases, L SU Health Sciences Center by email, alopezl @Il suhsc.edu,
telephone: 504-568-4676; 504-568-5031 or FAX #: 504-568-2127.
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Misapplication of Organophosphate Insecticide... (Cont)

sent off sitefor theremainder of theday. At thetime of the applica-
tion, children were not present and student appoi ntments were can-
celled for the remainder of theweek. Upon returning to school the
following day, several persons complained that their symptoms had
returned and they were again sent away from school for theremain-
der of the day.

Complainantsincluded 19 (90%) females and 2 (10%) males;
the median age was 43 years (range: 23-59 years). There was an
average of 4.8 reported symptoms per complainant (range: 2-8 symp-
toms). Reported symptoms included neurological (31%), respira-
tory (29%), skin/eye (21%), gastrointestinal (10%), general (8%)
andrenal (1%) (Figurel).

dents, 3) employ acertified commercial applicator for all pesticide
applications, 4) submit annually an integrated pest management
plantothe LDAF and 5) maintain ahypersensitive student registry.
Schools are also encouraged to use the least toxic method of pest
control.

Since 1991, the LDHH has documented nine pesticide exposure
incidents occurring on school property. These incidents have re-
sulted in pesticide exposure and subsequent health effects for ap-
proximately 185 children or school employees. Two incidentsin-
volved misapplications on school grounds necessitating closure
and remediation of affected buildings. In one of these incidents,
classrooms were treated with lindane causing adverse health ef-

Figure 1: Symptoms reported by 21 public school employees, Louisiana, March 2002
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Two days after the incident, eleven of the twenty-one com-
plainants (52%) sought medical care at alocal hospital’s occupa
tiona medicineclinic. Mogt patients complained of headache (36%),
sorethroat (36%) and allergy-like symptoms (45%). Physical exami-
nations did not detect any abnormal findingsrelated to chlorpyrifos
exposure. Laboratory work included a complete blood count and
metabolic panel for each patient. Blood cholinesterase tests were
not performed. There were no documented signs of pesticide expo-
sure. Five days after the incident, symptoms had resolved and ev-
eryonereturned to work.

The Federal Insecticide, Fungicideand RodenticideAct (FIFRA),
the principal federal statute regulating the sale and distribution of
pesticidesin the United States, is often supplemented by more strin-
gent state or local pesticidelaws. In order to protect children from
pesticides during school hours, thirty-one states, including Louisi-
ana, have adopted rules or regul ationsthat specifically speak to the
application of pesticides on or near school property. The law stipu-
lates that schools must 1) maintain a record of pesticide use, 2)
apply pesticides at least eight hours preceding presence of stu-

fects for more than ninety people. The school was closed for one
year. Aerial drift of three herbicides onto a school affected the

health of sixty-oneindividuals. Three incidents involved a pesti-
cide misapplication during school hours resulting in limited expo-
sure. Lastly, twoincidentsinvolved student exposure to pesticides
due to inappropriate storage and accessibility of pesticides on

school grounds.

Tofileapesticide exposure complaint, contact the LDAF' s Pes-
ticide Hotline at (225) 925-3763. For more information about the
L DHH’s pesticide surveillance program or referencesfor thisarticle,
contact the Section of Environmental Epidemiology and Toxicology
at (504) 568-8027, or toll-freeat 1-888-293-7020.

Resourcesare al so availablefrom the Environmental Protection
Agency (EPA) Websiteat www.epa.gov. Throughtheprogram Tools
for Schools, the EPA assists schoolswith effortsto improve indoor
air quality, including providing guidance on pesticide safety. Infor-
mation is also available on how to author and implement an inte-
grated pest management plan.
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Shigellain Central Louisiana

Theresa Sokol, MPH; Ronald Goudeau, BS,
Susanne Sraif-Bourgeois, PhD MPH; Kerri Gerage, BS

There are between 200 to 400 cases of Shigellareported every
year in Louisiana. The highest incidence occursamong infants (49/
100,000 ininfants) followed by young children less than four (15/
100,000).

On August 21, 2003 a case of Shigellawas reported in afour
year old elementary school girl, which was not unusual. However,
thisinitial report wasfollowed by areport of another four year old
girl from the same school the next day. Between August 27 and 28
there were an additional five cases among school children aged
four to eight, all attending the same primary school. A full scale
investigation was started. The Regional Disease Surveillance Spe-
cialist, Ronald B. Goudeau, Regional Epidemiologist, Shirley Bur-
ton, Regional Infectious Disease Rapid Response Team (Pam Hoover,
Cindy Griffin, Randall Ducote, Melissa Bordelon, Jeremy Dugas,
Dani Marsh, Allan Thompson, Rachagel Bruce, Gary Laborde) and
the Regional Medical Director, Dr. John Naponick in collaboration
with central office Infectious Disease Epidemiology staff werein-
volved.

Casss

Theoutbreak lasted atotal of ten weeksfrom August 28, 2003
to October 18, 2003. There were fifty-seven cases, comprised of
twenty-two in school A, twelve among family membersand twenty-
three in other schools. During the first six weeks, the majority of
cases occurred among children attending school A and afew family
members. Starting at week three, cases began occurring in other
schools which peaked at week five and then slowly declined (Fig-
urel).

Figure 1: Shigellain Central Louisiana, August 28-October 18, 2003
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The majority of caseswere children (Table 1). All adult cases
occurred among family members. Therewere twenty-seven females
and thirty males.

Table 1: Age group distribution of cases, Central Louisiana
August 28-October 18, 2003

AgeGroups  School Other
Years A Schoal Home Total

03 0 8 3 1
4 7 7 1 15
58 1 7 0 18
1014 4 1 0 5
14+ 0 0 8 8
Totd 2 23 12 57

All Shigellaisolates from cases tested by pulse field gel electro-
phoresis (PFGE), had the exact same pattern.

Etiologic I nvestigation

The etiologic investigation did not reveal a single source for
this outbreak. The outbreak started in school A among girlsin pre-
Kindergarten and First to Third grades then spreading to both gen-
dersin other classes. The slow build up and spread of cases pointed
toward a person to person spread by direct contact. Some transmis-
sion through contaminated environment may have happened but
therewere no common links established between cases. Cases|ater
appeared among adult family membersand siblings. Another eleven
schools were affected, six of which had more than one case
demonstrating some transmission in these schools.

PreventiveM easures
As soon as it appeared that this was not a sporadic event, the
following preventive measureswereinstituted:

1 The Infectious Disease Rapid Response Team was activated
to provide sufficient resources for the investigation.

2 Casefinding: Infection control practitioners, pediatricians
offices, day care centers and schoolswereinformed and asked
toreport cases of diarrhea. Medical providerswere encour-
aged to obtain stool samplesfor bacteriol ogic confirmation.

3 Caseinvestigation: Each case was investigated collecting
basi c demographic information, date of onset, signs and
symptoms, stool culture results, school or day care attendance
and other risk factors.

4. Exclusion: Casesof diarrheawere excluded while symptom-
atic. In schoolswith at least one confirmed case of shigella
infection, caseswere excluded and the children allowed
readmittance after anegative culture was received.

5 Treatment: Antibiotic sensitivity datawas obtained for
L ouisianafrom these cases. Contrary to the national data,
Shigdllafrom Louisianaare usually sensitiveto trimethoprim-
sulfamethoxazole.

6 Environment: Environmental inspectionswere carried outin
the affected schools. Food service, restrooms, school buses,
gymnasiums and other areas where the environment may have
arole, wereinspected and advice provided on the disinfection
of environmental surfaces.

7. PublicInformation: Information wasdistributed to interested
groups on the outbreak and preventive measures to be taken.
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Laboratory Announces
RiboPrinter

Sanhita Gupta, PhD

The State of Louisiana’s Central Lab recently validated
Ribotyping using the “RiboPrinter™ Microbial Characterization
System.” The Dupont Qualicon RiboPrinter™ Systemwill be used
for molecular subtyping of bacterial isolates and may also be uti-
lized for identification of bacterial isolates.

Ribotyping generates a highly reproducible and precise fin-
gerprint that can be used to identify and classify bacteria at the
genus, species and sub-species levels. It is a method that can dif-
ferentiate bacteria based upon their rRNA genotype and can pro-
vide an additional method of identifying bacterial pathogens, both
for routine laboratory surveillance and for use in outbreak investi-
gations.

The Ribotyping system isamost completely automated. One
set of samples requires approximately eight hours to run and can
hold eight specimens. For each strain analyzed, afresh colony from
pure cultureis resuspended in sample buffer, added to the sample
carrier and heat treated in a separate module provided. This step
involves heating the culture to atemperature of 80° C to denature
any endogenous DNAse. Thetemperatureisthen reduced and two
lytic enzymes are added (lysostaphin and N-acetyl muramidase).
The sample carrier isthen placed in the riboprinter with the subse-
quent completely automated steps:lysis, restriction digestion of
the genomic DNA, gel electrophoresis, denaturation and transfer
of the nucleic acid from the gel to nylon membrane and Southern
hybridization* with sulfonated DNA probe harboring the genesfor
small and large rRNA subunits of E.coli. The hybridized probeis
detected with alkaline phosphatase |abeled antibody to sulfonated
DNA. Bound antibodies are detected by capturing light emission
from a chemiluminiscent substrate with a charge-coupled device
camera. The output is a densitometric scan of the restriction frag-
ments and their molecular weightswhich issaved in the riboprinter
database. Thisrestriction patterniscompared to the patternsin the
existing database automatically and areport containing the riboprint
pattern and an assigned ID is printed at the end of the analysis. In
addition, alibrary of the patterns generated from the samplesrunis
stored as a separate database for future use.

P ease contact Wayne Dupree at 504-568-3453 or Sanhita Gupta
at 504-568-2480for moreinformation.

* A technique used for searching for aspecific DNA fragment.
Synonyms: Southern blot, Southern blotting

Your Tax Dollars At Work...

In 2003, members of the Department of Infectious Disease Epi-
demiology in New Orleansdelivered an average of one presentation
every other working day.

Year 2000 2001 2002 2003
Number of
Presentations 31 71 155 139
Number of
Attendees 902 3867 6245 6271
Antibiotic
Resistance 0 90 130 458
Bioterrorism 20 2391 3255 1907
Encephalitis-
related (WNV) 0 340 1977 1352
SARS 0 0 0 290

The numbers of attendees per topic shows the change of infor-
mation delivered. 1n 2000, both Bioterrorism (BT) and Encephalitis-
related presentations were less demanded then more general topics
such as Epidemiology methods. However in 2001, increased fund-
ing permitted the filling of requests for BT and West Nile Virus
(WNV) trainings. 1n 2003, requests for both Antibiotic Resistance
and SARS lecturesincreased.

Attendees are comprised of physicians, nurses, coroners, vet-
erinarians, law enforcement, state government, laboratory techni-
cians, hospital workers, teachers, the public and members of the
Office of Public Health such as sanitariansand social workers. Loui-
sianahad approximately 76,000 L ouisiana-empl oyed registered doc-
torsand nursesin 2003 (11,000 physicians, 45,000 registered nurses
and20,000LPN’s).

Natural Teeth Retention
Among Older Adults in
Louisiana

The Centersof Disease Control and Prevention (CDC) analyzed
datafor 2002 from the Behavioral Risk Factor Surveillance System
(BRFSS) concerning prevalence of tooth retention and | oss.

A summary hastwenty-six stateswith greater than 50% of adults
> sixty-fiveyears of agereporting having most of their teeth (witha
lossof fiveteeth or fewer.) Louisianaat 46.3% (+ 3.5,95%C.I.), was
in the lower third of the states and territories (Guam, Puerto Rico,
U.S. VirginIslands) surveyed with thirty-six states/territories above
and seventeen stateg/territories below that value. The highest rates
of retention werein Californiaand Colorado, each with 60.5 % and
thelowest, in West Virginiaat 26.6%.

For states/territories surveyed on loss of all natural teeth, Loui-
sianawashear thetop of thescalewith 33.8% (+ 3.5, 95% C.I.) with
only four states higher. The highest rated state for loss was Ken-
tucky at 41.9 % and the lowest rated state was Hawaii at 13.1%.

Many older adultsin Louisianamay not benefit fully fromim-
provementsin the prevention and control of oral diseases possibly
dueto differencein health literacy and behaviors, attitudes toward
ora health and dental care and access to and the use of dental
services and types of treatment received.
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To Close or Not to Close?

Rosemarie Robertson, BS

There are many economic implicationsfor Louisianawith the
closing of an oyster bed. It is estimated that the dockside oyster
production industry generates thirty million dollars in this state.
Approximately sixty percent of Louisiana soystersfindtheir way to
out-of-state and worl dwide markets.

Since 2002, there have been only four closures of Louisiana’s
oyster beds, three in 2002 and one in 2003. Three of these were
precautionary closures due to hurricane/tropical storm induced
flooding conditions. Hurricanes can cause natural contaminates to
be washed into rivers, bayous and streams where they can then
flow into the oyster (Crassostrea virginica) growing areas.

Although Mibrio vulnificus and Vibrio parahaemolyticus are
the two main organismsthat aretested for in the case of gastrointes-
tinal complaints, viral gastroenteritis outbreaks caused by
caliciviruses (for example, Noroviruses) have also been associated
with eating contaminated shellfish, particularly oysters.

Symptomstypically associated with Norovirusor Vibrioinfec-
tioninclude vomiting, diarrheaand stomach crampslasting for more
than a24-hour period. If thereare two human cases of sicknessthat
can betraced back to the same oyster bed, the bed can be closed to
harvest. The closure of oyster beds is a precautionary measure to
prevent further illness.

The Louisiana Department of Health and Hospitals (LDHH),
Officeof Public Health (OPH) tracesoysterseaten by ill personsto
retailers, wholesalers and harvesters. Stool samples are collected
from theill by epidemiologists from OPH who also conduct inter-
views and administer questionnaires sometimeswith the assistance
of other agencies. (Trace-back investigations of oysters in out-
breaks may be difficult because of the inability to collect stool
samplesfrom sick individuals.) Stool samplesarelab-tested for or-
ganisms. Sequence analysis of nucleic acid from stool specimens
may also be used to demonstrate that a problem organism does
correspond with oysters harvested from the same harvest site. Res-
taurants and seafood markets associated with the outbreak are in-
spected by sanitarians to observe handling and storage of shell-
fish. Tags that identify the date and site of harvesting and the
harvester’sidentification number are obtained from purchasersand
retailersof sacksthat were definitely or possibly implicated. Retail er
records are cross-referenced with records from wholesalers and
harvestersto establish the accuracy of information about harvester
and site of harvest.

If oyster beds were closed, LDHH would increase environ-
mental monitoring of the closed oyster waters and re-open them as
soon asthey meet the National Shellfish Sanitation Program (NSSP)
standards. The LDHH Molluscan Shellfish Program staff makesthis
determination.(LDHH has the authority to close oyster waters un-
der LSA-R.S. 40:5,3.) Oyster waters are cleansed by the natural
cycle of tides. It could take anywhere from several daysto several
weeks for the harvesting areas to be considered safe.

The seafood industry and regulators have made great strides
inimproving and regulating the disposal of human sewerage from
shellfish harvest vessels. Water standardsfor oyster harvesting are
set by the NSSP and can be found at www.issc.org.

OPH Training Offerings

Videoconference Cour ses

These course offerings listed are free of charge but attendees
must be registered as seating is limited. For site information, a
registration form and agenda please email Louise Bellazer at
Ibellaz@dhh.la.gov or cal (504) 568-5005x102.

Foodbor ne Disease Epidemiology —Changeof Date
The OPH Infectious Disease Epidemiology Sectionisofferinga

videoconference focusing on Foodborne Diseases. Topicsinclude
Campylobacter, the Milk and Dairy Program, NARMS, Norovirus,
Salmonella/Shigella, and Vibrio. This videoconferenceistargeted
towards public health nurses, infection control professionals, dis-
ease surveillance specialists, epidemiologists, sanitarians, health
care providers and other public health staff. It will be accessible at
nine sites throughout L ouisiana on May 19, 2004 from 9:00AM —
Noon. Registration Deadlineis May 3rd!

Vector bor ne Disease Epidemiology
The OPH Infectious Disease Epidemiology Sectionisofferinga

videoconference focusing on Vectorborne Diseases. This

videoconferenceistargeted towards public health nurses, infection
control professionals, disease surveillance speciaists, epidemiolo-
gists, sanitarians, health care providersand other public health staff.
It will be accessible at nine sites throughout L ouisiana on June 24,

2004 from 9:00AM — Noon. Registration Deadlineis June 8th!

ARE WE MAKING A DIFFERENCE? An Epidemiological Ap-

proach to Program Evaluation - SusanHassig, PhD
The OPH Infectious Disease Epidemiology Sectionisofferinga

series of videoconferences focusing on program evaluation prin-
ciples. Dr. Hassig, Clinical Associate Professor of Epidemiology at
Tulane School of Public Health and Tropical Medicine, will bethe
main presenter. Four unitswill beoffered: April 14,21 and May 5, 11,
2004 from 9:00AM — Noon. Thevideoconferencesaretargetedto
OPH nurses and other public health nurses, infection control per-
sonnel, epidemiologists, health care professionals and administra-
tors. Thevideoconferencesare offered free of chargewith Nursing
and Medical Continuing Education Units applied for. The
videoconferences will be accessible at nine sites throughout L oui-
sana

In-House Training - Lake CharlesRegion

Antibiotic Resistancefor Phar macists

A presentation has been planned for April 13, 2004 from 6:30
PM.-8:00 PM. Speakersinclude Ken Boudreaux, RpH, Dr. BJFoch
and Dr. Catrin Jones-Nazar. An application has been submitted for
Pharmacy Continuing Education Units. For more information on
location and to reserve a place, please contact Stephani A. Adams
email, sssdams@dhh.la.gov, phone (337) 475-3236.
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LOUISIANA COMMUNICABLE DISEASE SURVEILLANCE
Jan-Feb 2004
PROVISIONAL DATA
Table 1. Disease Incidence by Region and Time Period
HEALTH REGION TIME PERIOD
Jan-Feb Jan-Feb
DISEASE 1 2 3 4 5 6 7 8 9 Jan-Feb Jan-Feb Cum Cum %
2003 2002 2003 2002 Chg
Vaccine-preventable
H. influenzae (type B) 0 0 0 0 0 0 0 0 0 0 1 0 1 -100.0
Hepatitis B Cases 1 1 3 0 0 0 2 0 0 7 24 7 24 -70.8
Rate'] 0.1 0.2 0.8 0.0 0.0 0.0 0.4 0.0 0.0 0.2 0.5 0.2 0.5 na
Measles 0 0 0 0 0 0 0 0 0 0 0 0 0 0.0
Mumps 0 0 0 0 0 0 0 1 0 1 0 1 0 0.0
Rubella 0 0 0 0 0 0 0 0 0 0 0 0 0 +100.0]
Pertussis 0 1 0 0 0 0 0 1 0 2 1 2 1 +100.1]
Sexually-transmitted
HIV/AIDS Cases? 23 18 2 11 0 7 9 4 3 7 177 77 177 -55.0
Rate'] 2.3 3.1 0.5 2.0 0.0 2.3 1.8 1.1 0.7 1.8 4.0 1.8 4.0 na
Gonorrhea Cases 21 299 97 197 49 86 414 136 86 1394 1563 1385 1563 -11.4
Rate'] 20 495 253 359 173 286 792 384 196 31.2 35.0 31.2 35.0 na
Syphilis (P&S) Cases 5 9 0 8 0 1 1 1 4 29 20 29 20 +45.0
Rate’ 0.5 1.5 0.0 1.5 0.0 0.3 0.2 0.3 0.9 0.6 0.4 0.6 0.4 na
Enteric .
Campylobacter 1 0 0 1 1 0 0 0 4 7 14 7 14 -50.0
Hepatitis A Cases 0 0 0 0 0 0 0 0 0 0 12 0 12 -100.0
Rate'] 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.3 na
Salmonella Cases 1 6 0 6 2 1 3 4 0 23 46 23 46 -50.0
Rate'| 0.1 1.0 0.0 1.1 0.7 0.3 0.6 11 0.0 0.5 1.0 0.5 1.0 na
Shigella Cases 3 1 1 5 1 3 2 1 1 18 62 18 62 -71.0
Rate'] 0.3 0.2 0.3 0.9 0.4 1.0 0.4 0.3 0.2 0.4 1.4 0.4 1.4 na
Vibrio cholera 0 0 0 0 0 0 0 0 0 0 0 0 0 0.0
Vibrio, other 0 0 0 0 0 0 0 0 0 0 1 0 1 -100.0
Other
H. influenzae (other) 0 0 0 0 1 0 0 0 0 1 3 1 3 -66.7
N. Meningitidis 6 2 0 0 0 0 0 1 0 9 14 9 14 -35.7

1 = Cases Per 100,000

Table 2. Diseases of Low Frequency

Disease
Legionellosis
Lyme Disease
Malaria
Rabies, animal
Varicella

Table 3. Animal rabies (Jan-Feb)
Parish No. Cases

na

Total to Date

0

0

2
na

should be considered provisional.

Species
na

AIDS when HIV was first detected. Due to delays in reporting of HIV/AIDS cases, the number of persons reported is a minimal estimate. Data

2=Totals reflect persons with HIV infection whose status was first detected during the specified time period, including persons diagnosed with




Sanitary Code- State of Louisiana
Chapter |1 - The Control of Disease

2:003 The following diseases/conditions are hereby declared reportable with reporting requirements by Class:
Class A Diseases/Conditions - Reporting Required Within 24 Hours

Diseasesof major publichealth concern because of the severity of disease and potential for epidemic spread-report by telephoneimmediately upon recognition that a case, a suspected case, or a positive laboratory
result isknown; [in addition, all cases of rare or exotic communicable diseases, unexplained death, unusual cluster of disease and all outbreaks shall be reported.]

Anthrax Neisseria meningitidis (invasive disease) Smallpox

Botulism Plague Staphylococcus Aureus,
Brucellosis Poliomyelitis, paralytic Vancomycin Resistant
Cholera Q Fever Tularemia

Diphtheria Rabies (anima & man) Viral Hemorrhagic Fever
Haemophilus influenzae (invasive disease) Rubella (German measles) Yellow Fever

Class B Diseases/Conditions - Reporting Required Within 1 Business Day
Diseases of public health concern needing timely response because of potential of epidemic spread-report by the end of the next business day after the existence of a case, a suspected case, or a positive laboratory

resultisknown.
Aseptic meningitis
Chancroidt
E. Coli 0157:H7
E. Coli Enterohemorrhagic (other)
Encephalitis, Arthropod borne
Hantavirus Pulmonary Syndrome
Hemolytic-Uremic Syndrome
Hepatitis A (acute disease)

Hepatitis B (carriage)
Hepatitis B (perinatal infection)
HepatitisE

Herpes (neonatal)
Legionellosis (acute disease)
Malaria

Mumps

Pertussis

Class C Diseases/Conditions - Reporting Required Within 5 Business Days

Salmonellosis
Shigellosis
Syphilist
Tetanus
Tuberculosis®
Typhoid Fever

Diseases of significant public health concern-report by the end of the workweek after the existence of a case, suspected case, or a positive laboratory result is known.

Acquired Immune Deficiency
Syndrome (AIDS)
Blastomycosis
Campylobacteriosis
Chlamydial infection?
Coccidioidomycosis
Cryptosporidiosis
Cyclosporiasis

Dengue

Ehrlichiosis Hansen's Disease (leprosy)

Enterococcus, Vancomycin Resistant
(VRE) (invasive disease)

Giardia

Gonorrheat

Hansen's Disease (leprosy)

Hepatitis B (acute)

Cancer

Complications of Abortion
Congenital Hypothyroidism*
Galactosemia*

Hemophilia*

L ead Poisoning

Hepatitis C (acute and infection)

Human Immunodeficiency Virus (HIV
infection)

Listeria

Lyme Disease

Lymphogranuloma Venereumt

Psittacosis

Rocky Mountain Spotted Fever (RM SF)

Staphylococcus Aureus, Methicillin/
Oxacillin Resistant (MRSA) (invasive
disease)

Staphylococcal Toxic Shock Syndrome

Streptococcal disease, Group A
disease)

Streptococcal disease, Group B (invasive
disease)

Other Reportable Conditions
Phenylketonuria®
Reye's Syndrome
Severe Traumatic Head Injury**
Severe Undernutrition (severe anemia,
failureto thrive)
Sickle Cell Disease (newborns)*

Streptococcal Toxic Shock
Syndrome
Streptococcus Pneumoniae
(invasiveinfection, penicillin
resistant (DRSP))
Streptococcus Pneumoniae
(invasive infection in children
< 5years of age)
Trichinosis
Varicella (chickenpox)
Vibrio Infections
(other than cholera
West Nile Fever
West Nile Infection (past or
present)

Spinal Cord Injury**
Sudden Infant Death
Syndrome (SIDS)

Case reports not requiring special reporting instructions (see below) can be reported by Confidential Disease Case Report forms (2430), facsimile, phone reports, O web base at https://

ophrdd.dhh.state.la.us.

1Report on STD-43 form. Report cases of syphilis with active lesions by telephone.

2Report on CDC72.5 (f.5.2431) card.

*Report to the Louisiana Genetic Diseases Program Office by telephone (504) 568-5070 or FAX (504) 568-7722.
**Report on DDP-3 form; preliminary phone report from ER encouraged (504) 568-2509. Information contained in reports required under this section shall remain confidential in accordance with the law.
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