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1996 State # Cases Case Rate
Louisiana reported 420 cases of tuberculosis in 1996, | Arkansas 225 9.0
an 11.6% decrease from the 1995 total of 475. With a 1996 | Texas 2,103 11.0
case rate of 9.6 per 100,000 Louisiana exceeds the 8.0 per | Louisiana 420 9.6
100,000 national rate. The Centers for Disease Control and | Mississippi 251 9.2

Prevention (CDC) ranks Louisiana 10th in the nation ac-
cording to tuberculosis case rate, and a comparison of tu- Fgue 1 Tubetuoss cases n Lousaa by egon,  199%.

berculosis cases and case rates for bordering states is shown Total =420
in Table 1. New Orleans
The regional distribution of cases within Louisiana is 40.5%

illustrated in Figure 1, and metropolitan New Orleans con
tinues to lead the state in morbidity. The majority of pediat
ric cases were also reported in this region as the inciden Baton Rouge
of tuberculosis in children <15 increased each of the pa 8.1%
three years from 4 (29%) in 1994 to 19 (59.4%) in 1996.

Persons of color continue to suffer a disproportionatt Houma/Thib.
impact of tuberculosis. Of the 420 cases reported in 199 5.5%
57% were found in blacks (a case rate of 18.5 per 100,00
and 8% were reported in the Asian/Pacific Islander popule Lafayette
tion (case rate of 80.3), compared to 34% in whites (cas 8.1%
rate of 5.1). Lake Charles

Distribution by gender shows that males outnumber fe 8.6%  Alex Shreveport
males by more than a 2 - 1 margin, with 283 (67%) of th 21%  11.7%
total cases in 1996. Fifty-four percent of all persons with
tuberculosis in 1996 were unemployed. Although the total Foue 2 Tibemuoss cases in Lousana by number
number of cases declined in 1996, the decrease occurred in and age goups, 19941996
the ages of 45 and greater, while the number of new tL J00 Number of Cases
culosis cases in children and young adults increased Ti994

ure 2)(Continued on next page) :1332 o7 172
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Tuberculosis in Louisiana - 1996 (Cont.)

The number of tuberculosis cases with HIV infectionents.
continued to rise despite the overall decrease in cases in Traditionally, immunization programs have focused on
1996. A total of 47 (11.2%) HIV infected patients with tuinfants and children. These programs have successfully
berculosis were identified this year as opposed to 43 (9&ecreased the occurrence of many vaccine preventable dis-
in 1995. The majority (66%) of HIV infected cases wereases nationally; however, many adolescents continue to be
reported in the New Orleans region. susceptible to diseases that can be prevented through im-

The incidence of drug-resistant tuberculosis declin@edunization.
slightly in 1996 with an initial INH resistance rate of 3.5%  This policy emphasizes vaccination of adolescents 11
statewide. Nearly 86% of all culture positive tuberculostarough 12 years of age and is retroactive to May 1, 1996.
cases in Louisiana had initial drug susceptibility tests p&pecifically, this policy recommends vaccination of un-im-
formed. These susceptibility studies provide meaningfudunized adolescents with varicella virus vaccine, hepatitis
surveillance regarding the incidence of drug resistant dis- and/or the second dose of the measles, mumps and ru-
ease and provide guidance in the establishment and maiella (MMR) vaccine in addition to providing a booster dose
tenance of appropriate tuberculosis treatment regimens. Dfi¢etanus and diphtheria toxoid (if at lease five years have
CDC defines multi-drug resistant (MDR) tuberculosis dapsed since the last vaccine booster).
those cases which exhibit resistance to at least Isoniazid Children who received a second dose of MMR at school
and Rifampin. Although Louisiana reported no cases eiitry or who received two doses of MMR after one year of
MDR tuberculosis in 1996, a total of 14 cases were iderdige donot need to be re-vaccinated with MMR vaccine at
fied with resistance to at least one anti-tuberculosis drdd. - 12 years of age. Varicella vaccine should be given to 11
Of those resistant cases, 6 (43%) were identified in the Ned?2 year-old adolescents if they have no history of chicken
Orleans region. pox. Hepatitis B should be given to 11 - 12 year-old adoles-

Louisiana Office of Public Health, Tuberculosis Coneents if they have not previously completed a 3-dose series.
trol Program, provides diagnostic, treatment, and prevdhthey had a partial series, the series should be completed.
tion services through regional chest clinics and parish health This new policy also emphasizes the vaccination of all
units. Services include provision of case management satilidren up to 19 years of age at high risk of HBV infec-
as directly observed therapy for persons with disease, déiod. This includes children or adolescents who are devel-
epidemiologic investigations to determine the potential fopmentally disabled, on hemodialysis, sexually active, us-
(or extent of) transmission of tuberculosis in the commaears of illicit injectable drugs, or those who have sexual or
nity. household contact with a person who is hepatitis B surface

Recommendations, based on current epidemiologic datatigen positive. In addition, children born since October
include continuation of an initial four-drug regimen state-
wide in the treatment of tuberculosis, and application g
directly observed therapy where resources allow. Lousara Morbidly  Report

Louisiana’s Tuberculosis Control Program, following Volume 8 Number 5 September-October 1997
consultation with the Governor’s Task Force on Tuberculp- . . . .
sis, has secured time-limited funds from CDC to addre m md mmmm dmiym:%ﬂg
the immediate need for assistance in high incidence arpagm physidans, i
of the state. Near term goals for these areas include a
emphasis on contact investigation to identify children
risk, and the application of “targeted” directly observefiaye
therapy to achieve the maximum public health impact f
our limited resources. Mid-to-long term goals for high incp Asssat ~ Segqey, OPH Jimmy Guidry, ~ MD

Louise McFarland, DrPH

the loss of skilled tuberculosis control staff. Expansion Bfrbs Thomas Farley, MDMPH
public, private, and academic partnerships in high preJ Karen Kelso, RNQVS
lence communities may also serve to multiply “points {

oo e Barbara Trahan, MPH
access,” and enhance continuity of care for the individ

tuberculosis patient. K Bhel DaMs CST
Adolescent  Immunization St Jones, FHA
On May 10, 1997, the Office of Public Health - Imm Ruben Tapia, MPH
nization Program joined the US Public Health Servic@s Mohele  Karadk  MPH
Advisory Committee on Immunization Practices (ACIP Sha Seme MA

and the American Academy of Pediatrics (AAP) to implg Stephane  Posner, MPH
ment a policy on the provision of immunizations to adole

2
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1983 to women from areas of high hepatitis B endemicity Child protection services were called to investigate 3.2%
are also eligible. of the cases. Thirteen percent of families cited a recent fam-
Presently, the Office of Public Health - Immunizatiofly change including: divorce, death of mother, a recent
Program is working with some school systems, school-bagé@nge of address, or new baby. The most frequently ob-
programs, juvenile detention centers, Vaccine For Childré@rved chronic disease in this group was respiratory disease
providers and special projects with local health units af@2.9), predominantly asthma and allergies (75%). The most
others in attempting to get these catchment groups imnfiigguently reported acute ilinesses were ear infections and

nized. colds.
Inquiries may be directed to the Immunization Program  Surprisingly, the SPUN group was comprised of only
at (504) 483-1900. 21% low birth weight (<2500 g) infants and only 1 1/2%

were born with extremely low birth weights (<1500 g). Nine

%ﬂe m infants were born prematurely and 4 SPUN cases were twins.

Over half of the entire group was stunted (<5th percentile

umm height/age). Of this group, 11.1% were extremely stunted

. . . . (<3rd percent wt/ht). Nineteen percent of the stunted grou
In Louisiana, in accordance with the State Sanit P ) P group

; Figure 2). Twenty-six percent of the thin

. . . . dren were also anemic.
criteria: 1.) weight for height percentile <5th, or 2.) hemo-

lobin <8a/dl or h tocrit <25% without h lobi The Centers for Disease Control and Prevention initi-
globin =ogrd’ or hematocr o WIthout hemoglobiNOPayq y 4y Enhanced Pediatric Nutrition Surveillance System
thy or acute blood loss, or 3.) unintentional absolute wei

| >10% 6 h 4) di d vitamin/mi edNSS) which tracks children <5 years of age who are
0SS © over b months, or -) diagnosed vitamin/mine IC participants in Louisiana. However, passive reporting
or other deficiency. o

A total of 316 f diatri d it f SPUN has continued and the type of information col-
otal of 315 cases of severe pediatric undernutntioRye through the investigative form is currently only avail-
were reported in 5 regions in Louisiana in 1996. The Ne

i o ) le th h thi thod. Though this latter dat t
Orleans region was not required in 1996 to submit SP © mnroug 'S Metho oud IS atier data system

. s limitations, it is clear that severe pediatric undernutri-
reports. Of the 314 cases documented on reportable dis ase P

" . : §idtrexists in Louisiana despite participation in federal pro-
Icardsé_ 15,[4 WI(;:‘re fo“%‘./vid. u‘l) gde(;Jtmlon Ep;:_dem_mlog| rams. The Nutrition Section recommends that SPUN re-
nvestigative Form which Included demographics, incom orting become an active reporting system for accurate
use of federal programs, anthropometric and dietary inf

r- .
. . . .counts and for patient follow up.
mation. The following statistics refer to the group of chil- P P

dren followed with this form. Foue 1 Cesssof saee peddtic  undemuiion by age and race
Forty percent (62 SPUN cases) were reported from 1 5, Number of cases

Lake Charles Region, 36% (56 cases) were reported fr _Ag_;‘;" Months

the Shreveport Region, 21% (33 cases) were reported fr 0 | [~~~ 2435 '

the Lafayette region, 8 cases from the Alexandria Regi ,, | J36-47
and 1 case in the Monroe Region. Of 154 SPUN cases,
majority were black (65.8%), 33.6% were white and 0.7' 20 |-
were Asian (Figure 1). Boys made up 50.6% of the tot 1
The average age of a SPUN case was 1 year, 5 months-
the eldest case being 5 1/2 years of age and the youn o
being 1 year old.

The risk factors that have been suggested for SPUN are
antenatal factors, chronic disease, social factors, lack of food.
abuse/neglect, and non participation in federal program g, Number of cases

Mothers of SPUN cases had a mean age of 26 and , || Percentilg
average size of a family was 4 members. The family incor .,
ranged from 0 to $2600/month with the average incor
being $777.75/month. Over 99% of the families fell beIO'4
a cutoff 185% of the federal standard poverty line. Thir
percent of the parents were unemployed. 30

Lack of food and participation in federal programs wei ?°
investigated as risk factors for SPUN. Participation in ti1°
programs was as follows: 31.8% AFDC, 5.2% Commodi ©

Black White
Race

Foue 2 Casesdf svere peckic  uweruion by
e K e

Ht/Age Wt/Age Wit/Ht
Supplemental Foods, 42.2% Food Stamps, 96.1% WIC, ¢ Nutritional Risk
7.1% received income from “Other™ sources. Indicator
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Lousana SchoolBased Fose 2 Resors gen fr shoobosed ook Vs by cago
Juy 1- December 31, 1996
25

The State Legislature passed the Adolescent Sch 2
Health Initiative Act in 1991 to address the escalating raf
of morbidity and mortality among youth in public middle
and high schools. Since that time 23 school health cent *°
have become operational. Agencies are funded to estah
school health centers based on documented need and 10
of access to health care in both inner-city urban and ru
locations. 5

Between July 1 and December 31, 1996, 12,170 s
dents made 42,630 visits to these school-based health
ters in Louisiana, an average of 3.5 visits per student. Fol
three percent of these visits were to the following schor
based clinics: West Feliciana (15%) followed by Cecili »
(12%), St. Martinville (9%), and Northwood (7%; Figure %
1). Utilization data indicate that the majority (39%) of vis )
its occurred among students in grades 7, 8 and 9. There School-based health centers provide much needed pre-

were no significant differences in the number of visits mad&ntive, physical and mental health care for the working
by males and females. poor and Medicaid-eligible families. While there is no data

to estimate the cost-effectiveness of school health centers in
Foe 1 Sd?ﬂmledoece?m ?1“199"? by s, relation to the reduction in emergency room visits, the Ba-
5o Pereent Wy ' ton Rouge School Health Centers has estimated a decrease
of 6,200 days of lost productivity by parents who would have
had to take off of work to seek medical care for their sick

children.

Reasons for Health Visits

25

20

~ o Rabies Proofvsd

Recommendations

In the past, the Epidemiology Section has not recom-
mended the testing of bats or the administration of rabies
vaccine prophylaxis unless there was a history of human
exposure through a bite or scratch. There have been a total
of 21 cases of human rabies in the U. S. involving bat rabies
School-Based Health Centers virus since 1980. Of these cases, eight reported physical

- contact with a bat without an evident bite or other potential
Twenty-three percent of the visits were for health su- : A hi f Id b b
ervision, which includes routine health checks, physi %>|<posmg event. Istory o c_or_1tact could not be estab-
b ' ' cl|ahed or excluded for the remaining 13 bat-related cases.

exams, immunizations, laboratory tests and follow-up, an The inability of health-care providers to elicit informa-

dietary surveillance and counseling. The second most com- . : .
%n surrounding potential exposures may be influenced by

mon reason for visits (19%) was symptoms (headache, C?Lé limited injury inflicted by a bat bite (in comparison with

.f‘?"er' abdominal pain, thrp at bain, backac_he,.nausea, V38&ions inflicted by terrestrial carnivores) or by circumstances
iting); followed by administration of medications (12%)th

mental health (7.4%) and injuries/poisons (7.1%; Fig. 2). . . :
: : ure prophylaxis is also appropriate even in the absence of a
Evidence shows that most children served were former . . . . . .
monstrable bite or scratch, in situations in which there is

doing without primary and preventive care and going Basonable probability that such contact occurred (e.g., a

emergency rooms for acute care. Approximately 259 of S{Lféeping person awakes to find a bat in the room or an adult
dents registered at these health centers are on Medic\?v'ﬁjnesses a bat in the room with a previously unattended
65% are uninsured, and 10% are privately insured. In cas . . .

. T - . cﬁﬁd, mentally disabled person, or intoxicated person). In
where a child has a private physician, the primary care p

S o : tHese instances, the bat should be sent in for rabies testing,
sician is notified when the student is seen at the scho?- . . L .
If possible, prior to the initiation of prophylaxis.

based clinic.

at hinder accurate recall of events. Therefore, post-expo-

4
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AIDS UPDATE
Pole o the Epdemic, 199

Recently, the Centers for Disease Control reported that

among African-Americans has far exceeded the peak reached
by cases in whites in the early 90s, and does not appear to
be slowing down (Figure 4). There appears to be a genuine
decline in the incidence of AIDS in caucasians.

As new antiviral medications are used earlier in the

for the first time their national data showed a decline inthe | - o¢ HIv disease. the incidence of AIDS and AIDS-

number of cases of AIDS with opportunistic infection
(AIDS-0Ols). In contrast, Louisiana data still show an i
creasing trend in AIDS-Ols, although there are import

Dls may decrease regardless of the direction of the trend in

"5V transmission. Surveillance for the HIV epidemic may
3hve to shift more toward following trends in HIV infection

differences in different population subgroups.
Trends in AIDS-Ols are followed because the AID
case definition was changed in 1993, including persons Witltigre 2 Raes of kadng cases of deaths amongmenage 2544,
CD4 cell counts below 200 who had not experienced an Rate per 100,000 men Lousar,  198419%
opportunistic infection. This change in the case definitiomo :
caused misleading case trends, which can be corrected by
adjusting the data using estimates (based on national styd
ies) of the proportion of cases which would be expected to
have experienced opportunistic infections by certain time
periods. Because estimates of new AIDS-Ols do not refleét
the impact of protease inhibitors on persons with a previou
AIDS diagnosis, the number of AIDS-Ols may be slightlyzo**
overestimated for Louisiana as well as the nation during
the recent time periods.
After adJUSUng LOL_"SIana data In thlS Way’ the numberagsﬂ» 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995
of AIDS-Ols have continued to increase in recent years, al- EAccidem,A,DS 7 Cancery Heart Dﬁ'
though the increase may be leveling somewhat (Figure 1). WHomicid Suicide
Consistent with the national trends, the number of deaths
attributable to AIDS may be declining for the first time in Foue 3 Esimaied number of cases of ADSwih oppornisic
Louisiana (Figure 1). However, deaths related to AIDS stfif] mﬁm m&ﬁ?’ml%ﬁgf mmwha;w
remains one of the most frequent causes of death in men
ages 25-44 (Figure 2). —

Fgue 1 Cases of ADs, ADSwih opportunisic infection, and 600 ;:-?elfero
ADStedied  deahs, Lousane, 19871996

§1an trends in AIDS cases.

Cases (estimate)

Number of Cases
1,500 400

mAIDS
==AIDS-Ols
@DEATHS

200
1,000

87 88 89 90 91 92 93 94 95 96
Year of AIDS-OI Diagnosis

Fogue 4 Esimated number of cases of ADSwih opportunisic
nedon  byrce, Lousae,  1987-19%6

Cases (estimate)

500

96 700
Year = White
600 | |m Afr-Am

The AIDS epidemic continues to affect certain populaz,
tions disproportionately. Although the estimated number
of new AIDS-Ols in men who have sex with men (MSM) is*°
declining, this subpopulation still remains the largest of anyoo
exposure group. The number of AIDS-Ols related to dru
use or high risk heterosexual transmission continues to rise’
(Figure 3). 100

A very clear and alarming trend is the continuously
increasing incidence of AIDS-Ols among African-Ameri- 87 8 89 90 91 92 93 94 95 96
cans. The number of new AIDS-Ols estimated for 1996 Year of AIDS-OI Diagnosis

87 88 89 90 91 92 93 94 95
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LOUISIANA COMMUNICABLE DISEASE SURVEILLANCE
Sept-Oct , 1997
PROVISIONAL DATA
Table 1. Disease Incidence by Region and Time Period
HEALTH REGION TIME PERIOD
[ 7 B 9 %cpl E;pl C C %
E g ct ‘um ‘um
DISEASE ! : ! N 1997 1996 1997 1996 Che
Vaccine-preventakl
Measles 0 0 0 0 0 ] ] ] ] 1] 0 0 0 .
Mumps ] 0 Qi ] 1 0 1 ] | 3 1 15 17 .12
Rubella 0 0 0 0 1] 1] 1] 0 0 0 1] 0 1 <100
Pertussis | [i] I 0 i] 0 0 0 1] 2 1 20 9 +122
Sexually-trapsmitted
AE;S Cases | 137 47 4 13 10 3 13 13 13 283 188 find 1333 35
Rate' 14.5 8.3 1.1 2.6 38 0.9 4.5 3.7 3.6 (] 4.4 200 309
il
: 569 166 03 240 95 83 378 233 ] 1956 1701 8530 7907 +8
fonorrhes %:5;5' 52.3 292 273 465 354 272 747 664 230 464 403 2023 187.4
SyphilisiP&S)  C 24 10 9 1 0 0 4 4 2 54 67 306 475 -35
yphils : Ra:?' 23 1.8 24 0.19 0 ] 79 11 A1 1.3 16 73 113
Cam B, 7 4 3 4 0 0 0 2 :0n n 141 134 +5
i ; 5 8 14 7 I 43 43 219 183 +20
Hepatiis A Cuses | 3, 02 03 L o 28 20 03 LI 10 s 43
v : 2 25 1] 29 5 9 o 13 12 140 130 308 -6
Sumonclla  Coses [ F5 Tw 21 S fe 30 18 31 31 33 30 K 18
i 9 0 1 il 1 23 4] 1135 11 =78
Swigeila vl R &5 t1 I 0.2 03 05 09 27 118
Vibrio cholera 0 0 1] 0 0 0 0 0 1] 0 1 0 1 10K
Vibrio,other 2 | 1 1 0 1 0 0 0 6 10 29 37 =22
Ot
ahet 5 3 3 5 4 4 7 3 3 37 42 154 142 +9
et e los ds o8 10 15 i3 14 0% 68 0o 1o 6 33
Manisginis Bacioema
H. influescae 0 0 0 0 0 0 0 0 1 1 1 13 5 160
N mienimginidic I 0 0 1] ] Q 0 Ll 0 | ] 47 58 -19
Tubere 39 J 2 2 4 8 0 0 7 4 183 184 0.5
Tuberculosis - Cases | 00 WM A A NA NA 0 NA NA NA NA NIA 43 42

1 = Cases per 100,000

Table 2. Discases of Low Frequency

Taotal to Date

Species
Skunk

Disease
Blastomycosis 4
E.coli 0157:H7 3]
Histoplasmosis 3
Lead Toxicity 76
Varicella 63
Rocky Mountain Spotied Fever 2
Legionellosis 6
Lyme Disease 3
Malaria 14
Tetanus 0
Table 3. Animal Rahies (Sept-Chet | 1997)
Parish No. Cases
Lafayette 1
Bienville 1

E. Baton Rouge 1

Dog
Bat

|||||ﬁ|
ﬂ““ﬂlﬂm,
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Annual Summary Fgre 2 Camsof merigooosl e by e gup amlom 1905
- . ) 1(2) ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 2:\:/';':;% B
1996

In 1996, sixty-six cases of meningococcal disease we
reported. The overall state case rate was 1.5 per 100,0
Cases of meningococcal disease increased by 6% from 1¢ 4
and by 40% from 1994 (Figure 1). Sex-specific rates wel
higher for males than females (1.8 vs 1.3 per 100,000) whi
race-specific rates were twice as high for African-Ameri
cans than for whites (2.5 vs 1.0 per 100,000). Fifty perce g o R, b, o, %,
of the reported cases were less than 15 years of age (Fig " Agegioup
2). A seasonal trend is evident with 53% of the cases t<-
ported in the early months of the year (Figure 3). SixteenFgue 3. Ceses of meningococcal  dsease by month , 19941996
(27%) cases with reported outcome were fatal. Forty-thr 20
isolates (66%) were serotyped and identified in which Gro
C (20) was most frequently reported followed by Group
(14) and Group B (9). Nearly 81% of the cases were is
lated from blood vs cerebrospinal fluid. No clustering ¢
outbreaks were identified. Parishes reporting the larg 14
number of cases include: Orleans (23), Jefferson (6) ¢
Calcasieu (5, Figure 4).

Comment: 5

Meningococcal disease is an infection of normally steri
sites by the bacterideisseria meningitidjsresulting pri-
marily in sepsis and meningitis. Transmission is by Pe JFMAMJ JASONDJ EMAMJ JASOND J FMAMJ JASOND
son-to-person through respiratory droplets from the nc 1994 1995 1996
and throat of infected persons. The currently licensed men-
ingococcal vaccine is not effective among children in  Figwe 4 Casesof meningoooocal  disesse by parsh, 1996
the high risk groups, those less than two years of age. Rou
tine immunization of the public is not generally recom-
mended. Serotyping of meningococcal isolates would be
most beneficial in establishing clustering of cases or identi-
fying outbreaks.

8

1 Cases of meningoocoocal  disease,  1987-199%6
0 No. of cases

87 88 89 90 91 92 93 94 95 96
Year

Louisiana Fact

Some of the earliest modern day concerns and regulations on environmental pollution in the U. S. oc
early as 1840. In Louisiana, efforts were initiated in 1872 by the President, New Orleans Board of Health,
ordinances to remedy the “smoke nuisance” by manufacturing pursuits. It should be noted that “no notice W
by the Administrators of the City. Certain citizens, however, took the matter of the nuisance caused by on
establishments into the courts, and in this instance secured its abatement.” (Reports, Louisiana Board of He
- 1875, Vol. 1, pages 32 - 37).

curred as
to enact
as taken
e of these
alth, 1872

7
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LIST OFREPORTABLBDISEASES/CONDITIONS

REPORTABLE DISEASES OTHER REPORTABLE
CONDITIONS

Acquired Immune Deficiency Hepatitis, Acute Rubella (German measles) Canoer

Syndrome (AIDS) (A, B, C, Other) Rubella (congenital syndrome) Conpicaios of abarion
Amebiasis Hepatitis B carriage in pregnancy Salmonellosis Congenid  hypathyrodsm*
Arthropod-borne encephalitis Herpes (neonatal) Shigellosis Galecosame®

(Specify type) Human Immunodeficiency Virus Staphylococcus aureus Hemophiia®
Blastomycosis (HIV) infectior? (infection; resistant to methicillin/  Lead Posoning
Botulismt Legionellosis oxacillin or vancomycin) Prenjketoruig®
Campylobacteriosis Lyme Disease Streptococcus pneumoniae Reye' Syndrome
Chancroid Lymphogranulomaveneredm (infection; resistant to penicillin) ~ Severe taumetic  head nuy™
Chlamydial infectioh Malaria Syphilig Sevee uder nuiion (e
Cholera Measles (rubeold) Tetanus aemg, Ge D hie)
Cryptosporidiosis Meningitis, other bacterial or fungal ~ Tuberculosié Sde o deeme  (Pewbomsf
Diphtheria Mumps Typhoid fever Sord cod inuy™
Enterococcus (infection; Mycobacteriosis, atypical Varicella (chickenpox) Sudden it death

resistant to vancomycin) Neisseria meningitidis infectién Vibrio infections syndrome (SIDS)
Escherichia coli0157:H7 infection  Pertussis (excluding cholera)
Gonorrhea Rabies (animal & man)
Haemophilus influenzae infectibn Rocky Mountain Spotted
Hemolytic-Uremic Syndrome Fever (RMSF)

'Repot suspeded  cases immedaiy  bytEephore h addion, A casss of me o edc communcabe deseses add aubeds sl berepoted
2Repot onSTD43fom. Repot cases of syphis wih adive  lesons by telephone.
SRepot onEPK2430 card. Nameand street  address are oponal  but cy and ZIP code must be recorded.

“Repot onCDC(725 (. 52431) cad .
*Repot o the Lousana  Genefic Diseases Program Office by telephone (B04) 5685070 or FAX(B04) 5687722
* Repot © Iy Reseach &Prevenion  Sedion  (504-568-2509).

Numbers for reporting  communicable diseases

1-800-256-2748 Local # 568-5005 FAX# 504-568-5006
ihis public health document was published at a total cost of . Seven thousand copies of this public doetpubliskhed in this first printing at/a
cost of . The total cost of all printings of this document, including reprints is .climsmtovas published by

to inform physicians, hospitals, and the public of current Louisiana morbiditydeatasthority of R.S. 40:36. This material was
printed in accordance with the standards for printing for state agencies established pursuantto R.S. 43:31. Primtixtgridithias purchased in accordance
with the provisions of Title 43 of Louisiana Revised Statutes.
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