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Notes
Al l incidence rates throughout the report ar
population data asf Junel, 204.

Data for counties reporting fewer than five disease aa®esot included to protect confidentiality of
cases.

Data for fewer than 20 reported disease cases are considered statistically unstable.

Reports on HIV/AIDs, sexually transmitted infections, and tuberculosis are published separately.
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TIINEDSS

Indiana National Electronic Disease Surveillance System

Thelndiana National Electronic Disease Surveillance Syste-NEDSS) is a web based application
that promotes the collection, integration and shaofrdpta at federal, state and local levels. The purpose
of I-NEDSS is to electronicallseportinfectious diseases to the state and local health departments.
Benefits of INEDSS include an increase of speed, accuracy, and accountability in our disease
suneillance. This will be accomplished by having all reporting and investigation forms accessed,
completed, and submitted electronically througfEDSS. INEDSS is part of a national electronic
disease reporting system that not only links healthcare prewasher state and local public health agencies
within Indiana, but also provides data to the U.S. Centers for Disease Control and Prevention. This
system is currently in use 199 percentof the local health agencies in the state and nd@dhospitals

to report infectious diseases.
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ANIMAL BITES

Animal bites to humans are reportable in order to assess the transmission risk of rabies virus from animals
to humans and to assess the need for rabiesppsesure prophylaxis. Animal bite reporting also helps

public health prtessionals assess the circumstances of the animal bite, facilitate appropriate management
of the involved animal, and provide information about disease risks and animal bite prevention.

Public Health Significance

While the incidence of rabies diseaserindi anads domestic animals is | ow,
common public health issue as they are a preventable injury that causes pain, trauma and infection, loss of
function, disfigurement, and anxiety.

Once an animal bite is reported to public heaffitials, the involved animal will either be quarantined
for 10 days (to observe for signs of rabies), or the animal will be submitted to the Indiana State
Department of Health Rabies Laboratory for diagnostic testing.-eRpsisure prophylaxis to prevent
rabies may be recommended for the exposed person based on the rabies risk assessment.

While any animal has the potential to bite, most bites come from dogs. According to the Centers for
Disease Control and Prevention (CDC), each year approximatelyilddh iamericans are bitten by

dogs. Of those who are bitten 885,000 will seek medical attention; 386,000 of whom will require
treatment in an emergency department. Half of all animal bites occur in children, the rate of dog bites is
highest for childrermged 59 years. (See the following website for a detailed report:
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5226al.htm

In general, dog bites can be reduced by adhering to the foljoguiidelines:

Do not approach an unfamiliar dog.

Do not scream and/or run from a dog.

Remain motionless (e.g., "be still like a tree") if approached by an unfamiliar dog.
If knocked over by a dog, roll into a ball and lie still (e.g., "be sti# Eklog").

Children should not play with a dog unless supervised by an adult.

Children should report stray dogs or dogs displaying unusual behavior to an adult.
Avoid direct eye contact with a dog.

Do not disturb a dog that is sleeping, eating, oingafor puppies.

Do not pet any dog without allowing the dog to see and sniff you first.

Too Joo Too oo Too Too Too Too Too

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportanimal bites withirRdhoursto thelocalhealthdepartment othe ISDH.

Healthy People 2020 Goal
There is no HealthPeople 2020 goal for animal bites.

Epidemiology and Trends

In the 2013 calendar year, 6758 animal basesvere reported in Indiana. This is similar to previous
years when data was collectédgure 1. Animal bites may occur in any month of thewyas evidenced

by Figure 2. Animal bites are suffered disproportionately by the young. Figure 3 shows the incidence
rate of animal bite victim by age


http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5226a1.htm
http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Reported Cases

Figure 1: Animal Bites

Cases by Year, Indiana, 2009-2013
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Figure 2: Animal Bites

Cases™ Reported by Month, Indiana, 2013
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Figure 3: Animal Bites
Incidence Rates™ by Age Group, Indiana, 2013
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You can learn more aboutanimal bite prevention by visiting the following Web sites:

http://www.cdc.gov/HomeandRecreationalSafety/lBitgs/index.html
https://www.avma.org/public/Health/Documsfitogbite.pdf



http://www.cdc.gov/HomeandRecreationalSafety/Dog-Bites/index.html
https://www.avma.org/public/Health/Documents/dogbite.pdf

ANTHRAX

Anthrax is a bacterial disease of humans and animals caused by the baBtagillus anthracis Anthrax
bacteria form spores, which are extremely stable in the environment. There are three clinical presentations
of the disease

9 Cutaneous infections, the mildest form, occur when bacterial spores become embedded in the
skin.

1 The gastrointestinal form, which is extremely rare, occurs when animals ill with anthrax are
consumed as food.

91 Inhalation anthrax occurs when the sporesizhaled.

Both the inhalation and gastrointestinal forms have high mortality rates. The reservoir of the bacteria is
soil, where the spores can remain viable for years. The spores can be found worldwide and are found
naturally in some western stategtie U.S. and Canada. Animals, including livestock, can acquire the
bacteria from contaminated soil. However, there have been no reported cases of anthrax in Indiana
livestock since before 1960.

Public Health Significance

Symptoms of anthrax can occurthin sevendays of becoming infected except for symptoms of

inhalation anthrax, which can take up to 62 days to appear. The symptoms are different depending on
how the disease is acquired.

CutaneousSkin infection starts with a small sore that resembl® insect bite or blister. The sore
develops into a skin ulcer with a black area in the center (eschar). Most anthrax infections are
cutaneous.

GastrointestinalSymptoms start with nausea, vomiting, fever, and loss of appetite and progress to
more sgere symptoms such as vomiting blood, stomach pain, and severe diarrhea.

Inhalation In the beginning stage of the illness, symptoms are similar to a common cold and include
sore throat, mild fever, and muscle aches. As disease progresses, breatiiergrtiredness, and
chest discomfort occur and become progressively severe.

Antibiotics are used to treat all three types of anthrax. However, treatment success will depend on
the type of anthrax infection and how soon treatment can begin.

An anthra vaccine has been licensed for use in humans. However the vaccine is only recommended
for individuals considered to be at high risk for exposure. The vaccine is recommended for the
following groups:

A Laboratory personnel working directly with the organi

A Persons who handle potentially infected animal products, e.g., imported hides.

A Veterinarians or other animal handlers who work in frigk areas, especially outside the U.S.
A Military personnel.

The vaccine protects against cutaneous anthraxsarelieved to be effective against inhaled spores in a
biowarfare situation.

Anthrax is a Category A bioterrorism agent*. Anthrax spores could be released into the air and used as a
weapon. As an agent of biological warfare, it is expected that a clamdhvax spores would be



released at a strategic location to be inhaled by the individuals under attack. SpBorastiofaciscan
be produced and stored in a dry form and remain viable for decades in storage or after release.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare prosid must
reportsuspect cases afthrax immediately to thiocal healthdepartmenbr the ISDH Laboratories are

also required to report positive resultBalcillus anthracisveekly to the ISDH.

Healthy People 2010 Goal
There is no Healthy People 20Goal foranthrax.

Epidemiology and Trends
There were no reported human or animal cases of anthrax in Indiana3ro2@iring the fiveyear
reporting period 2082013.

You can learn more about anthrax by visiting the following Web sites:
http://emergency.cdc.gov/agent/anthrax/index.asp

*Bioterrorism Agent List:
http://www.bt.cdc.gov/agent/agentlisategory.asp



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://emergency.cdc.gov/agent/anthrax/index.asp
http://www.bt.cdc.gov/agent/agentlist-category.asp

ARBOVIRA L ENCEPHALITIS

Arboviral encephalitis viruses are transmitted by bieeting arthropods, the most common being
mosquitoes and ticks. Indiana residents are at risk for four arboviral encephalitis viruses: 1) eastern
equine encephalitis (EEE), 2) Sbuis encephalitis (SLE), 3) LaCrosse encephalitis (LAC), and 4) West

Nile virus (WNV), all of which are transmitted by mosquitdeAC encephalitis antiVNV are addressed

in separate sections of this report. Most cases of arboviral encephalitisfrmouwulythroughOctober

when arthropods are most active. In warmer climates, cases may occur during the winter months because
arthropods are activier longerperiods of time

EEE is caused by a virus transmitted to humans and equines (horses) by infected mosquitoes and is
maintained in a birgnosquito cycle in fresh water swamps. In Indiana, the ecological system that
supports the transmitting mosqui@yliseta melanuraoccus only in the north central counties. Horse

and human cases occur sporadically. EEE has a high mortality rate and is considered one of the most
serious mosquitborne diseases in the U.S.

Prior to the emergence of West Nile Vir&,E was the most commamosquitetransmitted human
pathogen in the U.SThe SLE virus is maintained in a birthosquito cycle involvingulexspecies of
mosquito.Most SLE infections are asymptomatic; clinical infections may range in severity from mild
nonspecific febrile illnes to meningitis or encephalitis (neuroinvasive disease). In the United States, th
annual number of reported Sldeuroinvasive disease cases reported fluctuates widely as result of
periodic epidemics. From 1964 through 2009, an average of 102 casespated annuallyandthere

have been as many a®@0 caseseportedduring epidemic years.

Public Health Significance

People infected with EEE often have no symptoms or mikikkisymptoms, headache, and fever.
Symptoms can become sevaffectingthe central nervous system and eventually leading to seizures and
coma. Symptoms appeatl® days after the bite from an infected mosquito. People most at risk of
contracting EEE are those who live or visit areas where EEE is common and engage in outdoor
recreational activities or people who work outdoors. While no vaccine or specific treatment exists for
humans infected with EEE, there is a vaccine for horses.

Symptoms of SLE are similar to EEE and range in severity from headache and fever toeroma, tr

and convulsions. Symptoms appedr®days after becoming infected with SLE. People most at risk of
becoming infected with SLE are those who visit or reside in areas where mosquitoes carry the infection
and people who work outdoors or participat@utdoor recreational activities. As with EEE, there is no
humanvaccine for SLE.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportarboviral disease immediately (both neuroinvasive andmeurioinvasive case$) thelocal
healthdepartment othe ISDH. Laboratories are also required to report positive resulisboiviral

testing weekly to the ISDH. Arboviral diseases inclddegue, Eastern equine encephalitis (EEE),
LaCrosse (California) encephalitis (LAC), Saint Louis encephalitis (SLE), Western eqaeghalitis

(WEE), West Nile Virus (WNV), Powassan encephalitis, peltbw fever.

Healthy People 2@0 Goal
There is no Healthy People ZDGod for arboviral disease.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Epidemiology and Trends
No human cases of EEE were reported in Indiana in 2@t3yere any reported during the five year
reporting cyclédrom 20092013

No human casesf SLE were reported during 2013 in Indiana. One human caseepagedduring the
five year reporting period fror2009-2013.

You can learn more about arbovird encephalitis by visiting the following Web sites:
http://www.cdc.gov/ncidod/dvbid/arbor/index.htm
http://www.cdc.gov/EasrnEquineEncephalitis/index.html
http://www.cdc.gov/ncidod/dvbid/sle/Sle FactSheet.html



http://www.cdc.gov/ncidod/dvbid/arbor/index.htm
http://www.cdc.gov/EasternEquineEncephalitis/index.html
http://www.cdc.gov/ncidod/dvbid/sle/Sle_FactSheet.html

BABESIOSIS

Babesiosis is caused by hemoprotozoan parasites of theB@oesia The parase attacks the red

blood cells, causing their destruction and resulting in hemolytic anemia. Individuals with babesiosis
often have enlarged livers and spleens. On the East Coast and in the Midwestern states, the disease is
transmitted by the bite of deticks infected with thdabesigparasite. The deer tickkodes scapularis

lives on deer, meadow voles, apitiersmall rodents such as deer mice. Deer ticks also transmit Lyme
disease and human granulocytic ehrlichiosis in Indiandanféctions of Lymedisease anBabesiahave

been identified in the New England statéess common routes &abesiainfection include transfusion

from an infected blood donor and from infected mother to her unborn child.

Public Health Significance

Symptoms of babesiosisually occur ¥4 weeks after a tickite, but can appear months later. Most

cases have mild symptoms that begin with fatigue and body aches. More severe symptoms may resemble
malaria and include headache, fever, chills, and vomiting. Treatmentlesbéeaind usually includes a
combination of antiparasitic medications.

Although anyone can become infected with babesiosis, elderly people, persons with weakened immune
systems, and people whose spleens have been removed are more at risk.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and hétacare providers must
reportbabesiosis withiry2 hourgo thelocalhealthdepartment otheISDH. Laboratories are also

required to report positive resultsBhbesa speciesveekly to the ISDH.

Healthy People 2@0 Goal
There is no Healthy People ZDGoal for babesiosis.

Epidemiology and Trends
There were n@onfirmedcases of babesiogigportedn Indiana in 203, and no reported cases
during the fiveyear reporting period 2@2013.

You can learn more about babesiosis by visiting the followgWeb site:
http://www.cdc.gov/babesiosis/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/babesiosis/

BOTULISM

Botulism is caused by a nerve toxin (poison) produced bZlbstridium botulinunbacterium, which

lives in the soil and grows best with little oxygenesh bacteria form spores, which allows survival in
harsh environments. The toxin can cause muscle paralysis, which can result in death if the breathing
muscles become paralyzed. Botulism is considered a medical emergency. On average, one case of
botulism & reported in Indiana eveone ontwo years.

Botulism is not spread from person to person. There are three types of botulism:

1 Foodborne botulism results from eating foods, especially improperly-osameed foods that
contain botulism toxin.

91 Intestinal baulism (formerly infant botulism) results from eating certain foods, e.g., honey or
natural syrups that contain spores of botulism bacteria. These spores grow in the intestines and
produce toxin in babies and people with gastrointestinal disorders.

T  Wound lotulism results from wounds becoming contaminated @itgstridium botulinum

Public Health Significance

Symptoms of botulism can include diarrhea, vomiting, constipation, urinary retention, double or blurred

vision, drooping eyelids, difficulty speakimmy swallowing, dry mouth, muscle weakness, and muscle
paralysis that begins in the upper body and progr
paralysis involves both sides of the body at the same time, starting at the head and moving towards the

feet. These symptoms are a result of the bacterial toxin paralyzing the muscles of the body. Botulism
symptoms typically begin within 226 hours (range afix hours to 10 days) after consuming

contaminated food or after a wound has become infected withettteria. Babies with botulism appear

tired, do not eat well, are constipated, and have a weak cry and limp muscles.

If discovered early, botulism caused by contaminated food or an infected wound can be treated with an
antitoxin. While the antitoxin leps the illness from becoming worse, it does not speed recovery. Because
the antitoxin can cause severe allergic reactions in some patients, the health care provider must rule out
other possibilities for the illness before giving antitohiMiant botulismcaused byC. botulinuntype A

or type B can be treated with Botulism Immune Globulin (BabyBIG). BabyBIG may significantly
decrease the days of medical ventilation, intensive care unit stay, and overall hospital stays.

Outbreaks have occurred followinget consumption of uneviscerated fish (guts left inside the fish),
fermented fish, and improperly processed foods (e.g., sautéed onions, chili peppers, and canned chili).

Measures that would decrease the likelihood of transmission of botulism include:
1 Foodiorne:

o Properly process and prepare all hezaaned foods. Instructions for safe home canning
are available from county extension services or from the United States Department of
Agriculture (USDA.

o0 Boil homecanned foods for 10 minutes before eating. B&eterial toxin is destroyed by
heat.

o0 Never eat foods from cans or jars that are bulging, discolored, have a bad taste or smell,
or have swollen lids or caps.

o If stored overnight, remove aluminum foil from leftover potatoes before refrigerating.
Potatoesttat have been baked while wrapped in aluminum foil should be kept hot until
they are eaten or refrigerated.



o Refrigerate oils that contain garlic or herbs.
1 Intestinal (including infants):
0 Honey should not be fed to babies less than 12 months of age. Honegntain spores
of the bacteria, which can easily grow in infants.
1 Wound care;
0 Carefully clean and disinfect all cuts and wounds.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3,http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportbotulism immediately to thevcal health departmeit the ISDH

Healthy Peoge 2020Goal
There is no Healthy People ZDGoal for botulism.

Epidemiology and Trends
Therewere noreported caseof botulism in Indianan 2013andtwo reported during théive-year

reporting period 2082013.

You can learn more about botulism by véiting the following Web sites:
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/botulism/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/botulism/

BRUCELLOSIS

Brucellosis is a systemic bacterial disease of animals caused by smemlBrucellaspeciesdbortus,
melitensis, suis, canishat can be transmitted to humans through one of three methods: 1) consumption
of contaminated milk or meat; 2) handling of infected animal fetuses, vaginal fluid, or products of birth;
or 3) inhalation of the organism in laboratories or slaughterhouses. Rerpenson transmission (from
sexual activity and breafteding mothers) has been documetttetis rare

Public Health Significance

In humans, symptoms of brucellosis usually appethim6-12 weeksafterexposurebut may take as

long as six months. Symptoms may include fever, sweats (often at night), headaches, weakness, chills,
and body aches. Groups at risk for brucellosis include meat inspectors, animal handlers, laboratory
workers, veterinarians, and anyone who consumes unpasteurized milk and dairy pgodaets soft

cheese that wanade with unpasteurized milk. Treatment requires the use of multiple antibiotics for six
weeks or longerand recovery may take a few weeks teesal months

SinceBrucellacan be transmitted by inhalation, it is considered a Category B bioterrorism agent*.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportbrucellosis within72 hourgo thelocalhealthdepartment othe ISDH. Laboratories are also

required to report positive results Bfucellaspeciesveekly to the ISDH.

Healthy People 2@0 Goal
There is no Healthy Pel@2020 Goal for brucellosis.

Epidemiology and Trends

Brucellosiscasesn humans rarely occur in Indiaaad are sporadielsewhee in the U.S. due to the

efforts of the United States Department of Agriculture and state animal health agencies to eliminate
Brucellafrom livestock herds over the last-80 yearsOnecaseof brucellosisvasreported in Indiana in
2013. Sevencases wee reported during the fivgear reporting period 2@R2013. Recent cases in the

United States have been attributed to the consumption of unpasteurized milk products acquired through
foreign travel.

You can learn more about brucellosis by visiting the fébwing Web sites:
http://www.cdc.gov/brucellosis/

*Bioterrorism Agent List:
http://www.bt.cdc.gov/agent/brucellosis/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/brucellosis/
http://www.bt.cdc.gov/agent/brucellosis/

CAMPYLOBACTERIOSIS

Campylobateriosis is a contagious disease cause@Gdypylobactebacteria, which live in the intestines
of many animals, including birds, farm animals, dogs, and cats. There are over 20 typagpylobacter
bacteria. Campylobacteriosis is one of the most comyrreplorted causes of diarrheal illness in humans.

There are many ways a person can become infectedaitipylobacterThe most common exposures
are foodborneg.g.,consuming undercooked poultry, unpasteurized dairy products), waterbagne (
swallowing untreated water from lakes or streams), petegrerson contact, and contact with infected
animals(primarily puppies, kittens, and livestgck

Public Health Significance

Typical symptoms include diarrhea, stomach cramps, fever, nausea, and vomitiptpr8s usually
appear 5 days after exposure, with a range dfQldays. For most peopléampylobactecauses
symptoms that usually last no longer than one week, and they recover witlgays without medical
treatment. Since diarrhea can cause dedtiair, an infected person should drink plenty of fluids. No
specific treatment is generally recommended; however, antibiotics may be used to treat persons with
severe cases.

In general, campylobacteriosis can be prevented by strictly adhering to tharfgliguidelines:
1 Practice good hygiene:

o Thoroughly wash hands with soap and water after using the restroom; after assisting
someone with diarrhea and/or vomiting; after contact with animals and reptiles; after
swimming; before, during, and after food pregieon; and after exposure to raw meat
products.

o Clean food preparation work surfaces, equipment, and utensils with soap and water
before, during, and after food preparation, especially after contamination with raw meat
products.

1 Separate raw and cookedfts:

o0 Avoid crosscontamination by keeping uncooked meat products and marinades separate
from produce, readjo-eat foods, and cooked foods.

0 Use separate equipment and utensils for handling raw foods.

o Clean foodpreparation work surfaces, equipment, anasite with soap and water
before, during, and after food preparation, especially after contact with raw meat
products.

1 Maintain safe temperatures:

0 Maintain proper temperatures during refrigeration (<40°F), freezing (<2°F), holding
(keep food hot or at rootemperature for no longer thamo hours), and chilling (chill
immediately and separate into smaller containers if needed).

0 Thoroughly cook all food items to USDA recommended safe minimum internal
temperatures:

A 145°Fi beef, pork, veal, and lamb (steakBpps, or roasts); ham (fresh or

smoked); fish; and shellfish
160°Fi ground meats and eggs
165°Fi all poultry, leftovers, and casseroles
Reheat cooked hams packaged in USBgpected plants to 140°F and all others
to 165°F.
o If the temperature cannot lbecked, cook poultry until juices run clear and the meat is

no longer pink.

>



1 Eat safe foods:

o Do not eat undercooked meat, poultry, eggs, expired foods, or unpasteurized dairy
products or juice.

o Wash all produce before eating raw or cooking.

0 Use treated water for washing, cooking, and drinking.

o Avoid swallowing untreated water.

1 Exclusions

o Persons with diarrhea and/or vomiting should not prepare food or provide health care
services for others and should limit direct contact with others as much as possible.

o0 Persons with diarrhea and/or vomiting should not attend a daycare facility or school.

o Do not change diapers near recreational water.

o Do not go swimming or use hot tubs if you have diarrhea and for at least two weeks after
diarrhea stops.

1 Handle animals galy:

0 Wash hands after contact with farm animals, petting zoos, pets (including reptiles and
amphibians), especially if they are suffering from diarrhea, and after contact with pet
food/treats (including live or frozen rodents).

o0 Keep pets out of foegrepaation areas.

o Do not clean pet or reptile cages in the kitchen sink or in the bathtub.

1 Travel safely outside of the U.S.:

o Drink bottled beverages and water, even when brushing teeth.

o Do not eat uncooked fruits or vegetables unless you peel them yourself.

o Do not eat foods or beverages from street vendors.

o Do not consume local water or ice.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportcampylobacteriosiwithin 72 hourgo thelocalhealthdepartment othe ISDH. Laboratories are

also required to report posié results oCampylobacteriosiareekly to the ISDH.

Healthy People 2Q0 Goal
The Healthy People 20 Goal forcampylobacteriosis i8.5 cases per 100,000 poptibn per year.
Indiana has not met this goal for the fiyear period, 2002012(Figure J.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Figure 1

Figure 1: Campylobacteriosis
Rates by Year, Indiana, 2009-2013
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Epidemiology and Trends

In 2013, 875cases of campylobacteriosi®re reportedh Indiana, for a rate df3.32cases per 100,000
population Table 3. With 741 reported cass of campylobacteriosis in 2Q%Re number of reptad
casesncreased from 2012 to 201 ales (13.8%were more likely tde reported than females (12.60)
The rate of whites (10.82) was greater than blacks (2.08) or other races (4.74); however, 235 cases

(26.9%) did not report race data.

Table 1:Canpylobacteriosi€ase Rate by Race and Sex, Indiana3201

Cases Rate* | 2009 - 2013 Total
Indiana 875 13.32 3878
Race
Black 13 2.08 94
White 614 10.82 2373
Other 13 4.74 88
Not Reported 235 - 1323
Sex
Female 420 12.60 1873
Male 448 13.84 1984
Unknown 7 - 21

*Rate per 100,000 population based\intage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014.




Figure 2showsreported cases by year for 260913

Figure 2: Campylobacteriosis
Cases by Year, Indiana, 2009-2013
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Incidence of disease was gtest during the summer mihs. Figure 3shows cases per month for 2013.

Figure 3: Campylobacteriosis
Cases by Month, Indiana, 2013
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As shown inFigure 4 age specific ratdas 2013were greatest fdnfants under the age of 1 year (32.6),
followed by people aged 710 years (20.0) and preschoolers agddygars (18.9).

Figure 4: Campylobacteriosis
Incidence Rates by Age Group, Indiana, 2013
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Figure 5shows counties reporting five or moresea of campylobacteriosis in 20I3e incidence rates
were highest among the following counties reportiag &r more cases: Ripley (59.8), Fulton (53.8),
Brown (53.3), Starke (47.4), Daviess (46.3), Pkilé$6.1), Jackson (46.0), Orange (45.5), Decatur
(41.9), Pike (39.4), Owen (37.7), Steuben (34.9), LaPorte (34.1), Dubois (30.7), Harrison (30.6),
Dearborn (30.1), Jasper (29.9).



Figure 5

Campylobacteriosis - Indiana, 2013
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You can learn more about campylobacterisis by visiting the following Web site:
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/campylobacter/



http://www.cdc.gov/nczved/divisions/dfbmd/diseases/campylobacter/

CHOLERA

Cholera is a contagious diarrheal disease caused img fopoduced by ibrio cholerabacteria (O1 and

0139 serogroups). Humans are the primary reservoir, although environmental reservoirs may exist in
brackish water (a mixture of saltwater and fresh water) and estuaries (places where freshwater rivers and
streams flow into the ocean). Shellfish found in the U.S. coastal waters may be contaminatéed with
cholerae Cholera is extremely rare in the U.S. and is usually related to treeldavhere cholera is

common, such as Africa, Asia, and Latin America.

V. choleraes passed in the sto@nd people become infected by ingesting feces from an infected person
(fecaloral route).V. cholerads typically transmitted via the ingestion of food or water contaminated
(directly or indirectly) with feces or vomitus infected persons (e.g., via sewage). Water contaminated
with V. choleraecan thus contaminate shellfish and raw produce.

Although direct persoto-person spread is unlikely, cholera may be transmitted as long as stools test
positive for the bacteriunmost likely until a few days after recovery from symptoms. Shedding of
bacteria may occasionally persist for several months.

Public Health Significance

Symptoms of cholera can include diarrhea, vomiting, and dehydration and usually begin \Bithay <2
(range of a few hours fiive days) after exposure. Fever is usually absent. Infectionvvitholerae
often results in asymptomatic or mild iliness involving only diarrhea.

Approximately 1 out of 20 infected people will develop more severe illnesaathezed by profuse

watery stools, nausea, some vomiting, and leg cramps. Because of rapid loss of body fluids, dehydration
and shock can occur in the most severe cases. Without rehydration therapy, death can result within hours.
The case fatality rate ihigh and iruntreated cases may exceed 50 percent; with prompt rehydration, the
fatality rate is less than 1 percent.

Cholera can be treated by immediate replacement of the fluid and salts lost through diarrhea. Patients can
be treated with oral reldyation solution, a prepackaged mixture of sugar and salts to be mixed with water
and drunk in large amounts. This solution is used throughout the world to treat diarrhea. Severe cases also
require intravenous fluid replacement. Antibiotics shorten thesecand diminish the severity of the

illness, but they are not as important as rehydration.

In general, cholera can be prevented by strictly adhering to the following guidelines:
9 Practice good hygiene:

0 Thoroughly wash hands with soap and water after ubimgestroom; after assisting
someone with diarrhea and/or vomiting; after contact with anjmegsiles and ill
individuals after swimming; before, during, and after food preparation; and after
exposure to rawhellfishproducts.

o Clean food preparatiowork surfaces, equipment, and utensils with soap and water
before, during, and after food preparation, especially after contamination with raw meat
products.

1 Eat safe foods and drink safe water:

0 Use treated water for washing, cooking, and drinking.

0 Washall produce before eating raw or cooking.

o Do not eat uncooked shellfish or fish, including ceviche.

i Protect others:

0 Persons with diarrhea and/or vomiting should not prepare food or provide health care for

others and should limit direct contact with oth@ssmuch as possible.



o Persons with diarrhea and/or vomiting should not attend a daycare facility or school.
o Do not change diapers near recreational water.
o Do not go swimming or use hot tubs if you have diarrhea and for at least 2 weeks after
diarrhea stops.
i Safe travel outside of the U.S.:
o Drink bottled beverages and water, even when brushing teeth.
Do not consume local water or ice.
Do not eat uncooked fruits or vegetables unless you peel them yourself.
Do not eat foods or beverages from street vendors.
Do not bring raw produce or shellfish back into the U.S.

O O O0OOo

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdfospitals and healthcare providers must
reportcholera immediately tthe local health departmentthie Indiana State Department of Health.

Healthy People 2@0 Goal
There is no Healthy People ZDGoal br cholera.

Epidemiology and Trends
In 2013 no cases of cholersere reportedh Indiana and only one case was reported in the five year
period from 20022013.

You can learn more about cholera by visiting the following Web site:
http://www.cdc.gov/cholera/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/cholera/

CRYPTOSPORIDIOSIS

Cryptosporidiosis is a contagious disease causediigrascopicparasite Cryptosporidiunmspp.,which

can live in the intestine of humans, cattle and other mammals, poultry, fistepdites. Healthy people
recoverwithout medical interventigrbut cryptosporidiosis can be very serionsife-threatening to

people with weakened immune systems. Because the parasite is protected by an outer shell (cyst), it can
survive outside the bgdand in the environment for long periods of time. Concentrations of chlorine used

in routine water treatment do not Kkyptosporidiuncysts. On average, 80 cases of cryptosporidiosis

are reported in Indiana each year.

People become infected wi@ryptosporidiumby ingesting feces from an infected animal or person
(fecaloral route). Risk factors associated with cryptosporidiosis include:
1 Eating bod(most commonly produg¢eontaminated with stool from infected animafshumans
1 Swallowing contaminatedater fromnatural bodies of water suelslakes, riversor streams
1 Swallowingtreated but unfiltered contaminated drinking or recreational water (such as pools or
hot tubs).
1 Not washing hands after contact with stool from a contaminated surfacessticiper/linensr
toys.
1 Engaging in sexual activity that involves contact with stool.

The most common sources@©fyptosporidiumoutbreaks are contaminated drinking water, recreational
water parks, pools, lakes, and contaminated beverages.

Public Health Significance

Symptoms of cryptosporidiosis can include watery diarrhea, stomach cramps, upset stomach, slight fever,
weight loss, and vomiting (more common in children). Symptoms usually begin seven days (range of 1

12 days) after a person becomes infeiche healthy people, symptoms usually last about two weeks or

less. However, it is common for symptoms to fade and then return. This relapse of illness can continue for
up to 30 days.

Some people with cryptosporidiosis may not have any symptoms, butahesyill pass the disease to
others. After infection, people can shéd/ptosporidiumn their stool for months. People with weakened
immune systems may not be able to clear the infection. This may lead to prolonged disease and even
deathwithout propemedical interventionRecovering from infection dCryptosporidiundoes not

provide any immunity against-iafection.

Antimicrobial drugs are available for treatme@er-the-counter medications can ease the symptoms.
Since diarrhea can cause dehydmtin infected person should drink plenty of fluids.

In general, cryptosporidiosis can be prevented by strictly adhering to the following guidelines:
9 Practice good hygiene:

o0 Thoroughly wash hands with soap and water after using the restroom; aftergssistin
someone with diarrhea and/or vomiting; after contact with animals and reptiles; after
swimming; before, during, and after food preparation; and after exposure to raw meat
products.

o Clean food preparation work surfaces, equipment, and utensils withredaaser
before, during, and after food preparation, especially after contamination with raw meat
products.



1 Separate raw and cooked foods:

o Avoid crosscontamination by keeping uncooked meat products and marinades separate

from produce, readto-eat foodsand cooked foods.

0 Use separate equipment and utensils to handle raw foods.

9 Eat safe foods and drink safe wa@ntaminated foods may look and smell normal)
o Do not consume unpasteurized dairy products or juices.
Wash all produce before cooking or egtimaw.
Use treated water for washing, cooking, and drinking.
Avoid swallowinguntreated andecreational water.
Test your well if:
A Members of your family or others who use the same water are becoming ill,
A The well is located at the bottom of a hill orsitdonsidered shallow, or
A The well is located in a rural area where animals graze.
i Protect others:

o0 Persons with diarrhea and/or vomiting should not provide health care services for others

and should limit direct contact with others as much as possible.

o Perons with diarrhea and/or vomiting should not attend a daycare facility or school.

o0 Persons with diarrhea and/or vomiting shall be excluded from employment involving

food handling (Indiana Retail Food Establishment Sanitation Requirements, 410 IAC 7
24-122).
o Do not change diapers near recreational water.
o Do not go swimming or use hot tubs if you have diarrhea and for at least two weeks after
diarrhea stops.
1 Handle animals safely:

0 Wash hands after contact with livestock, petting zoos, pets (including repties
amphibians), especially if they are suffering from diarrhea, and after contact with pet
food/treats (including live or frozen rodents).

Keep pets out of foegdreparation areas.

Have pets checked for parasites by your veterinarian, especially ifakieydiarrhea.
Do not clean pet or reptile cages in the kitchen sink or in the bathtub.

Reptiles should not be allowed to roam the house.

Reptiles should not be kept in daycare facilities or classrooms.

Children less than five years of age, pregnant wouesh persons with weakened
immune systems should not handle reptiles.

1 Travel safely outside of the U.S.:

o Drink bottled beverages and water, even when brushing teeth.

o Do not eat uncooked fruits or vegetables unless you peel them yourself.

o Do not eat foods dveverages from street vendors.

o Do not consume local water or ice.

(el elNeolNe]
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Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportcryptosporidiosiwithin 72 hourgo thelocalhealthdepartment othe ISDH. Laboratories are also
required to report positive resultsaf/ptosporidiosisveekly to the ISDH.

Healthy People 202 Goal
There is no Healthy People ZDGoal for cryptosporidiosis.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Epidemiology and Trends

In 2013, 1133cases of cryptosporidiosis were reported in Indiana, for a r&d b€ases per 100,000
populaton (Table 3. Males(2.13 were more likely to be reported thiEamales2.10. The rate for
white race(1.76) was higher than that for black®.96) and other (0.73Ypowever 31 cases 18%) did not
report race data.

Table 1:Cryptosporidiosisase Rte by Race and Sex, Indiana, 201

Cases Rate* 2009- 2013 Total
Indiana 139 2.11 1133
Race
Black 6 0.96 48
White 100 1.76 766
Other 2 0.73 17
Not Reported 31 - 302
Sex
Female 70 2.10 660
Male 69 2.13 469
Unknown - - 4

*Rate per 10,000 population based &fintage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014

Figure 1shows the number of reported cases each year f&-Z0I3.

Figure 1: Cryptosporidiosis
Cases by Year, Indiana, 2009-2013
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Disease incidence was greatiestn July through OctobdFigure 3.

Figure 2: Cryptosporidiosis
Cases by Month, Indiana, 2013
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As shown inFigure 3 age specific rates were greatest for adults over 80 years af.age ddults aged
70-79 years (3.7) anifantsunder the age of 1 year (3.6)

Figure 3: Cryptosporidiosis
Incidence Rates by Age Group, Indiana, 2013
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The incidence rates were highest among the following counties reporting fivecasas:Allen (1.7),
Delaware (5.1), Elkhart (5.0), Johnson (6.2), Lake (2.6), LaPorte (5.4), Marion (0.6), Porter (6.6), St.
Joseph (4.5), and Vanderburgh (3.3).

Figure 4shows counties reporting five or more cases of cryptosporidiosis #1 201

One autbreak of cryptosporidiosisasreported in Indiana in 2013 which involvedvenindividuals and
was potentially transmitted by drinking raw apple cider.



Figure 4

Cryptosporidiosis - Indiana, 2013
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You can learn more about cryptosporidiosis by visiting the following Web site:
http://www.cdc.gov/crypto/



http://www.cdc.gov/crypto/

CYCLOSPORIASIS

Cyclosporiasiss an infection caused by a eoelled parasiteCyclospora cayetanensis

Cyclosporiasiss usually found in developing countries, but in the last several yefastion rates have

increased in the U.Eyclosporiasis e mai ns a common c auws eBeafa ufster avhesl er
parasite is protected by an outer shell (cyst), it can survive outside the body and in the environment for

long periods of time. Conceations of chlorine used in routine water treatment do noCkidllospora

cysts.

People become infected wi@yclosporaby ingesting feces from an infected animal or person (el
route).Cyclosporaneeds time (days or weeks) after being passeddawal movement to become
infectious. Therefore, it is unlikely th&yclosporas passed directly from one person to another. It is not
known if animals can be infected and pass the infection to humans.

There are two main ways to become infected @iyblospora
A Eating contaminated food, such as fresh produce, or drinking water, usually while traveling to
countries where the parasite is common.
A Swallowing contaminated water from lakes, rivers, or streams.

The most common sources@©yclosporaoutbreaks hae been linked to various types of imported fresh
produce and recreational water.

Public Health Significance

Symptoms otyclosporiasisan include watery diarrhea (sometimes explosive), loss of appetite,
increased gas, stomach cramps, nausea, vomisitgr€, and weight loss. Symptoms usually begin one
week after exposure and last from a few days to a month or longer. If not treated wjithrasitics,
symptoms can be prolonged and can fade and then return (relapse). Some people infected with
Cyclospoa may not have any symptoms. Being infected Witltlosporaand recovering from the
infection does not provide any immunity against reinfection.

A health care provider can prescribe medication to tyabsporiasisSince diarrhea can cause
dehydrationan infected person should also drink plenty of fluids.

In generalgcyclosporiasican be prevented by strictly adhering to the following guidelines:
91 Practice good hygiene:

0 Thoroughly wash hands with soap and water after using the restroom; aften@ssisti
someone with diarrhea and/or vomiting; after swimming; before, during, and after food
preparation.

o Clean food preparation work surfaces, equipment, and utensils with soap and water
before, during, and after food preparation.

1 Separate raw and cooked feod
o0 Avoid crosscontamination by separating produce, retmgat foods, and cooked foods.
0 Use separate equipment and utensils to handle raw foods.
i Eat safe foods and drink safe water:
o Do not consume unpasteurized dairy products or juices.
Wash all producéefore cooking or eating raw.
Use treated water for washing, cooking, and drinking.
Avoid swallowing untreated water.
Test your well if:
A Members of your family or others who use the same water are becoming ill,
A The well is located at the bottom of a hitlibis considered shallow, or

O o0oo0oo



A The well is in a rural area where animals graze.
i Protect others:
o Persons with diarrhea and/or vomiting should not prepare food or provide health care for
others and should limit direct contact with others as much as possible.
o Persons with diarrhea and/or vomiting should not attend a daycare facility or school.
o Do not change diapers near recreational water.
o Do not go swimming or use hot tubs if you have diarrhea and for atweasteeks after
diarrhea stops.
1 Travel safely oudide of the U.S.:
o Drink bottled beverages and water, even when brushing teeth.
o Do not eat uncooked fruits or vegetables unless you peel them yourself.
o Do not eat foods or beverages from street vendors.
o Do not consume local water or ice.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdliospitals and healthee providers must
reportcyclosporiasisvithin 72 hourgo thelocal healthdepartment othe ISDH. Laboratories are also

required to report positive results@fclosporiasiaveekly to the ISDH.

Healthy People 202 Goal
There is ndHealthy People 2@2Goal forcyclosporiasis

Epidemiology and Trends
Onereported case afyclosporiasisvas reportedh Indiana in 203 and onlytwo cases reporteduring
the fiveyear reporting period 2@0 2013.

You can learn more aboutcyclosporiasisby visiting the following Web site:
http://www.cdc.gov/parasites/closporiasiSndex.html



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/parasites/cyclosporiasis/index.html

DENGUE FEVER AND DENGUE HEMORRHAGIC FEVER (DHF)

Dengue fever and dengue hemorrhagic fever (DHF), two ahts important mosquitborne viral

diseases of humans, occur in most tropical areas of the world. The disease is caused by one of four virus
serotypes (DEM through DEMN4) of the genu§&lavivirus. The primary vector, thAedes aegypti

mosquito, is rargiseen in Indiana. However, another competent ve&tates albopictyss present in

several of I ndianads counties, mo.DHFiparmerdsewenant | vy
form of dengue and can be fatal if not properly treated.

Public Health Significance

Symptoms of dengue occwld days after the infective bite. Symptoms include fever, headache, muscle
aches, nausea and vomiting, and rash. Symptoms of DHF are similar to dengue but manifest into
hemorrhagic symptoms, bleeding nasegyums, and possibly internal bleeding. There is no vaccine or
specific antiviral medication for dengue. Dengue viruses may be introduced into areas by travelers who
become infected while visiting tropical areas where dengue is endemic.

While dengue hasot been transmitted in Indiana, recent cases have been acquired locally in Florida and
Texas. Starting inSeptember 2009 an outbreak occurred iy Weest, Florida that affected over 65
individualsby the end of 201his represents the first outbrealqaired in the continental United States
outside of Texas since 1945. Since 1980, seven localized outbreaks have occurred along-the Texas
Mexico border. Dengue is the leading cause of acute febrile illnésSitravelers returning from the
Caribbean, Sath America, and Asia.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/commdis_rule(1).pdfhospitals and healthcare providers must
report arboviral disease, includidgngue fever andengue hemorrhagic fever immediatédthelocal
healthdepartment othe ISDH. Laboratories are also required to report positive resuttengfue virus

weekly to the ISDH.

Healthy People 2@0 Goal
There is no Healthy People ZDGoal for dengue or dengue hemorrhagic fever.

Epidemiology and Trends

In 2013, six cases of denguever and no cases of dengue hemorrhagic feeee reported in rédents of
Indiana. For the fivgrear period 2082013, 34 cases of denguever and one case of dengue
hemorrhagic fever wagported in IndianaAll cases were acquired during foreign travel to tropical and
subtropical areas.

You can learn more about deague and dengue hemorrhagic fever by visiting the following
Web sites:

http://www.cdc.gov/dengue/
http://wwwn.cdc.gov/travel/yellowBookChdenguefever.aspx



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/dengue/
http://www.cdc.gov/dengue/
http://www.cdc.gov/dengue/

DIPHTHERIA

Diphtheria is caused by the bacteri@orynebacteriuntdiphtheriae Diphtheria may occur in any mucous
membrane and is classified based on the site of the infeétiarior nasal, pharyngeal, tonsillar, and
laryngeal are &respiratory forms of the disease, while cutangski) infections also may occur.
Humans are the reservoir of the organism. The more severe respiratory forms are caused by toxin
producing strains, while the cutaneous form may be caused by eitheraiormritoxin producing
strains.Cutaneous diphtheria is not a reportable disease.

The respiratory form of diphtheria is characterized by the formation of a membrane in the throat and/or on
the tonsils which can obstruct the respiratory tract and iméeweh respiratory function. Medical

treatment is dependent on the administration of diphtheria antitoxin, available only from the Centers for
Disease Control and Prevention (CDC). Antibiotics are used along with antitoxin to treat diphtheria.

Public Hedth Significance

Symptoms of diphtheria include sore throat, fever, and enlarged lymph nodes located in the neck.
Symptoms usually begin?2 days after infection but may take as long as 10 days to appear. Most
complications, including death, can be atttézlito the toxin being absorbed into organs and tissues of the
body. Myocarditis and neuritis are the most frequent complications from the infection. The overall case
fatality rate is 510 percent.

The typical series of vaccinations (for children 7 yednisand younger) iive doses given at 2, 4, 6, and
1518 months of age, and&lyears of age. Unvaccinatadults and children 7 years of age and older
require threevaccinationsBoth adults and children should receive boosters (Td vaccine) everyrs0 yea
following completion of the primary series. It is recommenitiadone dose of Td be replaced with Tdap
vaccine to protect against pertus§lgor to routine vaccination, as many as 200,000 cases of diphtheria,
responsible for as many as 15,000 deatbsurred each year in the United States.

Due to global travel, exposure to diphtheria is still possibightheria is still endemic in parts of Africa,
South America, the South Pacific, Middle East, Eastern Europe, andAithitiugh rare in the U.Slue

to vaccination, diphtheria can infect unimmunized or partially immunized travelers visiting endemic
countries.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers tnus

report diphtheria immediatety thelocal health department or ti@DH. Laboratories are also required

to report positive results @orynebacteriundiphtheriae weekly to ISDH.

Healthy People 202 Goal
There is no Healthy People 2020 Goal for diphtheria. No cases of diphtheria have been reported in the
United States since 2003.

Epidemiology and Trends
No cases of diphtheria have been reported in Indiana since 1996.

You can learn more about diphtheria by visiting the following Web site:
http://wwwnc.cdc.gov/travel/yellowbook/2014/chap&mfectiousdiseaseselatedto-travel/diphtheria



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://wwwnc.cdc.gov/travel/yellowbook/2014/chapter-3-infectious-diseases-related-to-travel/diphtheria

EHRLICHIOSIS

Ehrlichiosis is a tickborne disease that has been recognized in the U.S. since th880il There are at
least three species Bhrlichiathat can cause human illne&syrlichia chaffeensis, Ehrlichia ewingand

a third species provisionally call&hrlichia murislike (EML). Human monocytic ehrlichiosis (HME) is
caused by the bacteriuhrlichia chaffeensiand is transmitted to huans by the lone star tick,
Amblyomma americanurithe disease occurs mostly in the southeastern and south central parts of the
U.S. Human granulocytic anaplasmosis (H@AAnaplasmosigpreviously known as human

granulocytic ehrlichiosis (HGE)is causedby the bacteriumdnaplasma phagocytophiluamd is

transmitted to humans by the deer tislgdes scapularisAnaplasmosis is currently classified with
ehrlichiosis for reporting purposes.

Public Health Significance

Symptoms of ehrlichiosis are similarRwocky Mountain spotted fever and include sudden high fever,
muscle aches, headache, and tiredrigasie individuals may experience a rash but this is not a common
feature in all casesSymptomscan range from mild to serioasd usually appearB6 daysafter a tick

bite. If patients are not treated promptly and appropriately some individuals mayeatple at highest

risk of getting ehrlichiosis are those who spend time outdoors kinfiekted areas from April until

October when ticks are most active

There is no vaccine for ehrlichiosis, but the disease can be treated with antibiotics.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportehrlichiosis within72 hourgo thelocalhealthdepartment or ISDHLaboratories are also required

to report positive resis of Ehrlichia chaffeensis, Ehrlichia phagocytophila, and Anaplasmesikly to

the ISDH.

Healthy People 2@0 Goal
There is no Healthy People ZDGoal for ehrlichiosis.

Epidemiology and Trends
Twentytwo confirmed casef ehrlichiosis was reported 2013 in Indiana. From 2082013, 54 cases of
ehrlichiosis were reported in Indiana.

You can learn more about ehrlichiosis by visiting the following Web site:
http://www.cdc.gov/ehrlichiosis/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/ehrlichiosis/

ESCHERICHIA COLI, SHIGA TOXIN -PRODUCING

Escherichia colis a bacterium that lives in the intestines of most healthy vidooded animals,

including humans. There are hundreds of strairis. obli, and most are harmless. However, several
types ofE. coli, such a©157 and ther Shiga toxirproducing strains, can cause severe and contagious
illness in humansShiga toxins ar@otent toxins that damage body cells and tissudse most severe
clinical manifestation of Shigaxin-producingkE. coli (STEC) infectioris hemolyticuremic syndrome
(HUS).

People become infected wiBTECby ingesting feces from an infected animal or pefgéecaloral
route). There are many ways to become infected SitGC:
1 Eating contaminated foods:
0 Undercooked beef products, partady ground beef.
0 Unpasteurized milk and fruit juices, including apple cider.
o0 Unwashed raw fruits, vegetables, or herbs that have been contaminated by feces, raw
meats, fertilizers, or untreated water.
0 Untreated water, e.g., from lakes or streams.
9 Having drect contact with the stool of infected cattle, livestock, and animals at petting zoos
f Having contact with an infected personbés stool
o0 Not washing hands after contact with stool from a contaminated surface or diaper/linen
and ingesting the bacteria.
o Engagng in sexual activityhat involves contact with stool.

The most common sources®TECoutbreaks are inadequately cooked hamburgergaminated

produce (such as melons, lettuce, spinach, coleslaw, apple cider, and alfalfa sprouts), and unpasteurized
milk. Persons who work in certain occupations, such as food handlers, daycare providers, and health care
providers, have a greater risk of transmitting infection to others.

Public Health Significance

Symptoms ofSTEC infectioninclude diarrhedbloody or ron-bloody), abdominal cramps, and little to no
fever. Symptoms usually begird3days (range of-20 days) after exposure and last for approximately 5

10 days. Some people may have only mild diarrhea or no symptoms at all. The bacteria can be passed in
thestool for up tahreeweeks after symptoms have stopp&bst people recovdrom infectionwithout

medical treatment. The use of antibiotics or ethercounter antidiarrheal agents is not recommended, as

the use of these can lead to greater likelihofodieveloping HUS.

Approximately6 percent of people infected wiBiTEC (0157 and other Shiga toypnoducing strains)

develop a condition called hemolytic uremic syndrome (HUS). This condition is very serious and can lead
to kidney failure and death. Qtlien less than 5 years of age and the elderly are more likely to develop
HUS. Serious infections that affect the kidneys will require hospitalization and extensive medical care.

In general STECinfection can be prevented by strictly adhering to thiefohg guidelines:
9 Practice good hygiene:

o0 Thoroughly wash hands with soap and water after using the restroom; after assisting
someone with diarrhea and/or vomiting; after contact with animals; after swimming;
before, during, and after food preparation; aftdr exposure to raw meat products.

o Clean food preparation work surfaces, equipment, and utensils with soap and water
before, during, and after food preparation, especially after contamination with raw meat
products.



1 Separate raw and cooked foods:

o0 Avoid crosscontamination by keeping uncooked meat products separate from produce,
readyto-eat foods, and cooked foods.

0 Use separate equipment and utensils for handling raw foods, especially for marinades or
barbeque sauce.

o Clean foodpreparation work surfacesd utensils with soap and water before, during,
and after food preparation, especially after contact with raw meat products.

I Maintain safe food temperatures:

o0 Ensure proper temperatures are maintained during refrigeration (<40°F), freezing
(<2°F), holding(keep food hot or at room temperature for no longer tivarhours), and
chilling (chill immediately and separate into smaller containers if needed).

0 Thoroughly cook all food items to USDecommended safe minimum internal
temperatures:

A 145°Fi beef, porkveal, and lamb (steaks, chops, or roasts); ham (fresh or
smoked); fish; and shellfish
A 160°Fi ground meats and eggs
A 165°Fi all poultry, leftovers, and casseroles
A Reheat cooked hams packaged in USB#pected plants to 140°F and all others
to 165°F.
i Eatsafe foods:

o Do not eat undercooked meat.

o0 Do not eat foods past the expiration date.

o Do not eat unpasteurized dairy products and fruit juices, including appleltideliegal
to sell unpasteurized dairy products in Indiana.

0 Wash all produce before @z raw or cooking.

0 Use treated water for washing, cooking, and drinking.

1 Handle animals safely:

0 Wash hands after contact with livestock, petting zoos, and pets, especially if they are

suffering from diarrhea.
1 Exclusions

o0 Persons with diarrhea and/or vomg should not prepare food or provide health care for
others and should limit direct contact with others as much as possible.

o Persons with diarrhea and/or vomiting should not attend a daycare facility or school.

Reporting Requirements

According to the Cemmunicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.nttp://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportinfections withEscherichia coli0157:H7;Shigatoxin-producing; or sorbitol negative. coli
immediately to théSDH. Laboratories are also required to report positive resuEscfierichia coli
0157:H7;Shigatoxin-producing; or sorbitol negative. coliisolatesveekly to the ISDH. In addition,

for Escherichia coli0157;Shigatoxin-producing; or sorbitol negatie. coliisolates)aboratories are
required to submit isolates received to the ISDH Laboratory for further confirmation and subtyping.

Healthy People 202 Goal

The Healthy People 202Goal forShiga toxinproducingEscherichia coliO157is 0.6 case per 100,000

population per year. Indiaries not met this goal from 20@@13(Figure J. Natiorally, STECcases
decreaseth 2004. Thedecreasei | i kel y due to the USDAOGs Food Safe
implementing new safety recommendations to corgbabli O157 in ground beef. Since 2004, several

national outbreaks @TEChave occurred which validate the need for continuous educatioreativef

control measures and enhanced food safety systems.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
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Epidemiology and Trends
In 2013, 151cases ofhiga toxinproducingE. coliinfection were reportkin Indiana, for a rate of 2.30
cases per 100,0G@pulation(Table 3. Females (2.82vere moe likely to be reported thamales (1.7%
Therate of whites (1.85) was greater than the rate of blacks (1.28) or other races (1.09¢rhdsve

cases (23.2%) did not report race data.

Table 1.Shigatoxin-producingE. coliCase by Race and Sex, India, 2013

Cases Rate* 2009- 2013 Total

Indiana 151 2.30 730
Race

Black 8 1.28 15

White 105 1.85 466

Other 3 1.09 15

Not Reported 35 - 234

Sex

Female 94 2.82 439

Male 57 1.76 290

Unknown - - 1

*Rate per 100,000 population based on Viet@9 B BridgedRace

Postcensal Population Estimates data as of June 13, 2014



Figure 2shows the number of reported cases per ye&(fo82013.

Figure 2: Escherichia coli
Cases by Year, Indiana, 2009-2013
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Incidence of disease was grest during the summenonths with Junehaving the highest number of
repoted cases (23); however, 20 cases were reported in Odtadpere 3shows the number of cases per
month in Indiana f02013.

Figure 3: Eschericia coli
Cases by Month, Indiana, 2013
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As shown inFigure 4 agespecific ratesn 2013were highest amongreschoolers aged4lyears (8.5
followed by people agke7079 years (3.7) and infants less than 1 year (3.6).

Figure 4: Escherichia coli
Incidence Rates by Age Group, Indiana, 2013
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Figure 5 shows counties reporting five or more cases of ShigapmducingE. coliin 2013 The
incidence rates were highest among the following courBi@gholomew (8.8), Hamilton (5.4), deson
(4.8), Hendricks (4.5), Madison (3.8), Monroe (3.5), Allen (2.8), Marion (2.0), and St. Joseph (1.9).



Figure 5

Shiga toxin-producing E. coli (0157 and non-0157) - Indiana, 2013
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Nine cases of HUS were reported in 2013.




You can learn more aboutEscherichia coliby visiting the following Web site
http://www.cdc.gov/ecoli/



http://www.cdc.gov/ecoli/

GIARDIASIS

Giardiasigs a contagious disease caused by acefled parasiteGiardia spp, which is found in the

intestines of many animals. During the past two decdslasjia infection has become recognized as one

of the most common causes of waterborne disease (found in both drinking and recreational water) in the
United States. Because the parasite is protected by an outer shell (cyst), it can survive outside the body
and in the environment for long gieds of time. Concentratiortd chlorine used in routine water

treatment do not kilGiardia cysts.From 20092013, an average @16 cases of giardiasisasreported

in Indiana every year.

Giardia is passed in the stqand people become infected by ingesting feces from an infected animal or
person (fecabral route).
There are several ways to become infected @itirdia:
f Having contact with an infected personbés stool
o Not washing hands after contact with stool frammontaminated surface or diaper/linen
and ingesting the bacteria.
o Having sex that involves contact with stool.
1 Swallowing untreated watdrom lakes or streams.
1 Swallowing treated but unfiltered drinking or recreational water.
1 Direct contact with thetsol of infected cattle, livestock, and animals from petting zoos.

Giardiasis is more common in children than adults. Large community outbreaks have occurred from
drinking treated but unfiltered water. Smaller outbreaks have resulted from contamioatgoefsorto-
person transmission in day care facilities, and contaminated recreational waters.

Public Health Significance

Symptoms of giardiasis can include diarrhea, gas, greasy stools that tend to float, [stoatizach,

cramps nauseaand onstipaton. Symptoms usually begin withinZ0 days (range of-35 days) after

exposure and last@ weeks. These symptoms may lead to weight loss and dehydration, but some persons
infected may have no symptoms. Infected people may Gaanyglia in their bodies foweeks or months

without symptoms and unknowingly infect others.

While medications are available to trg#érdiasis, they are not needed if the person does not have
diarrhea. Ovethe-counter drugs may relieve symptoms but will not get rid of the paras

In general, giardiasis can be prevented by strictly adhering to the following guidelines:
9 Practice good hygiene:

0 Thoroughly wash hands with soap and water after using the restroom; after assisting
someone with diarrhea and/or vomiting; after contatit animals and reptiles; after
swimming; before, during, and after food preparation; and after exposure to raw meat
products.

o Clean food preparation work surfaces, equipment, and utensils with soap and water
before, during, and after food preparatiorpeesally after contamination with raw meat
products.

1 Separate raw and cooked foods:

0 Avoid crosscontamination by keeping uncooked meat products and marinades separate
from produce, readfo-eat foods, and cooked foods.

0 Use separate equipment and utensilsandle raw foods.

1 Eat safe foods and drink safe waf@ntaminated foods may look and smell normal)

o Do not consume unpasteurized dairy products or juices.

0 Wash all produce before cooking or eating raw.



0 Use treated water for washing, cooking, and drigki

o Avoid swallowinguntreated andecreational water.

o0 Test your well if:

A Members of your family or others who use the same water are becoming ill,
A The well is located at the bottom of a hill or it is considered shallow, or
A The well is located in a rurat@a where animals graze.

i Protect others:

o Persons with diarrhea and/or vomiting should not provide health care services for others

and should limit direct contact with others as much as possible.

o Persons with diarrhea and/or vomiting should not attend @adayacility or school.

o Persons with diarrhea and/or vomiting shall be excluded from employment involving

food handling (Indiana Retail Food Establishment Sanitation Requirements, 410 IAC 7
24-122).
o Do not change diapers near recreational water.
o Do not @ swimming or use hot tubs if you have diarrhea and for at least two weeks after
diarrhea stops.
1 Handle animals safely:

0 Wash hands after contact with livestock, petting zoos, pets (including reptiles and
amphibians), especially if they are suffering froiarcthea, and after contact with pet
food/treats (including live or frozen rodents).

Keep pets out of foegdreparation areas.

Have pets checked for parasites by your veterinarian, especially if they have diarrhea.
Do not clean pet or reptile cages in thielkén sink or in the bathtub.

Reptiles should not be allowed to roam the house.

Reptiles should not be kept in daycare facilities or classrooms.

Children less than five years of age, pregnant women, and persons with weakened
immune systems should not hamdéptiles.

1 Travel safely outside of the U.S.:

o Drink bottled beverages and water, even when brushing teeth.

o Do not eat uncooked fruits or vegetables unless you peel them yourself.

o Do not eat foods or beverages from street vendors.

o Do not consume local water ice.

O O0OO0OO0OO0Oo

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(pbdf hospitals and healthcare providers must
reportgiardiasiswithin 72 hourgo local health department or ti&DH. Laboratories are also required to
report positive results @fiardiasisweekly to the ISDH.

Healthy People 2@0 Goal
There is no He#hy People 220 Goal forgiardiasis

Epidemiology and Trends
In 2013, 20X ases opiardiasiswere reported in Indiana, farrate of 3.02ases per 100,000 population
(Table 3.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Table 1:GiardiasisCase Rate by Race and Sex, Indiana3201

Cases Rate* | 2009 - 2013 Total

Indiana 203 3.09 1471
Race

Black 20 3.21 140

White 107 1.89 669

Other 31 11.30 209

Not Reported 45 - 453

Sex

Female 94 2.82 669

Male 109 3.37 794

Unknown - - 8

*Rate per 100,000 population based\intage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014

Males (3.37) werenore likelyto be reported than females (2.8Bhe rate foother races (11.30) was
higher than that for black8.21) or whites (1.89); however, 45 cases (22)2lid not reprt race data.
Giardiasis was newly reportable in 2009.

Figure 1: Giardiasis
Cases by Year, Indiana, 2009-2013
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Disease incidence was greatagting the summer and fall montfisigure?2).

Figure 2: Giardiasis
Cases by Month, Indiana, 2013
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As shown inFigure3, age specific rates were greatestgdfaschoolers aged4l(11.2), and children ag
5-9 (4.7).

Figure 3: Giardiasis
Incidence Rates by Age Group, Indiana, 2013
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The incidence rates were highest among the following counties reporting five or moreAtbse§9.1),
Elkhart (8.0), Hamilton (3.0), Kosciusko (7.7), Lake (1.8), Marion (2.6), Porter (4.8), St. Joseph (3.0),
Tippecanoe (2.8), Vanderigh (2.8), and Warrick (9.8Figure 4shows counties reporting five or more
cases ofgiardiasis in 203.



Figure 4

Giardiasis - Indiana, 2013
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You can learn more about giardiasis byisiting the following Web site
http://www.cdc.gov/parasites/giardia/index.html



http://www.cdc.gov/parasites/giardia/index.html

HAEMOPHILUS INFLUENZAE, INVASIVE

InvasiveHaemophilus influenza@l. influenzagis a disease caused by a bacterium of the same name. It
can be typeable (encapsulated) or nontypeataedncapsula). The encapsulated form has been
classified into serotypes A through F. Humans are the natural host, with up to 80 percent of healthy
individuals colonized with the nontypeable form.

Public Health Significance

H. influenzaecan cause a number of invasiwnfections, including bacteremia/sepsis, meningitis,
pneumonia, epiglottitis, arthritis, and cellulitis. Symptomsioinfluenzaeausually begin suddenly and

can include fever, vomiting, lethargy, and meningeal irritation with bulging fontanelle (stfirsp

infants or stiff neck and back in older children. As the infection progresses, stupor or coma can occur.

Infections caused by the bacterium are commonly treated with antibiotics. Susceptibility tests can assist in
the selection of appropriate tra@nt. Prevention of infection through immunization is the most effective
way to reduce transmission lf influenzaeseroype b(Hib), which prior to routine immunization,

accounted for 9percenof all cases of invasive. influenzaeAll cases of invasie H. influenzae

disease, regardless of age or serotype, are reportable in Indiana. Indiana requires laboratoriedto submit
influenzadsolatesto the state laboratoffgr serotype analysis.

Before the widespread use of vaccindif was the leading c&se of bacterial meningitis in children.

Since the introduction of the conjugate Hib vaccine in 1990, the incidence of Hib disease in children has
decreased dramatically in both the U.S. and Indiana. Since vaccine is available toopip@gainst

Hib, serotyping alH. influenzadsolates from patients (especialipm children less than 5 years of age)
with invasive disease is necessary to monitor the effectivendéiss wccination program and national
progress towards Hib elimination. Serotype infation also is needed to measure the sensitivity of the
surveillance system and to detect the emergence of invasive disease caused byHyipdsierizae

other than type b.

Reporting Requirements

According to the Communicable Disease Reporting Rul@hysicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportinvasiveHaemophilus influenzaefectionimmediatelyto thelocal health department or the

ISDH. Laboratories are also required to report positive resultsrasiveHaemophilus influenzaweekly

to the ISDH. In addition, laboratories are required to submit isolaiesadiveHaemophils influenzae

to the ISDH Laboratory withifive days of isolatiorior further confirmation and setyping.

Healthy People 202 Goal

The HealthyPeople 20@ Goal forHib disease i9.27 cases dfi. influenzagype b diseasper 100,000
children under 5 yarrs of ageln 2013, two cases oflaemophilus influenzatype b disease occurred in
Indiana inchildrenless than 5 years of age for whom isolates were submitted for tdstifana did not
meet the Healthy People 2020 goal, with 0.47 cases of Hib pdlQ0éhildren under 5 years of age in
Indiana.

Epidemiology and Trends

Indiana had 1#reported cases of invasite influenzagall serotypes) disease in Z20FemalesZ.40
per 100,000)Table 1) were more likely than males (1.88r 100,000) to acquitd. influenzaeThe rate
of illness forwhites (1.85 per 100.00@vas higher thafor blacks (176 per 100,000) and other races
(1.46 per 100,000).


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Table 1: Haemophilus influenza@ase Rate by Race and Sex, Indiana3201

200 - 2013
Cases Rate* Total
Indiana 141 2.15 558
Race
Black 11 1.76 44
White 105 1.85 429
Other 4 1.46 7
Not Reported 21 - 78
Sex
Female 80 2.40 302
Male 61 1.88 256
Unknown 0 - 0

*Rate per 100,000 population based\intage 2012 BridgedRace
Postcensal Populatidbstimates data as of June 13, 2014.

Figure 1shows reported casestdf influenzador the fiveyear period 208-2013.

Figure 1: Invasive Haemophilus influenzae
Cases by Year, Indiana, 2009-2013
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H. influenzaeoccurred throughout the year in Z)With the highest number of cases occurriniylay,
June,and Decembe(figure2).

Figure 2: Invasive Haemophilus
influenzae
Cases by Month, Indiana, 2013
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Age-specific rates were greatest for infants less than 1 §d&) @nd adults aged 80 years and older
(15.2).Figure 3showsH. influenzagncidence by age group.

Incidence Rates per 100,000 Population

16.0
14.0
12.0
10.0

8.0
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Although47 counties reported casestéf influenzageonly four counties(Elkhart,Hamilton, Lake and
Marion) had fiveor more cases. Thacidence rate among counties reporting 5 or more case3.5vas
Elkhart County, 2.4 in Hamilton County, 1.4 in Lake County, and 3.0 in Marion County.

Of thel41cases reported in 281134 (949%) were serotyped.able 2provides a breakdown &f.
influenzaecases by serotype.




Table 2: Percent of Reportéthemophilus influenza@ases by Serotype, 2013

Type Number Percent
a 4 2.9%
b 2 1.5%
c 0 -
d 0 -
e 8 5.8%
f 19 13.1%
Nontypeable 101 71.%%
Not Tested/Unknown 7 5.1%
Total 141 100.0%

You can learn more aboutH. influenzaeby visiting the following Web site:
http://www.cdc.gov/hidisease/clinicians.html



http://www.cdc.gov/hi-disease/clinicians.html

HANTAVIRUS

Hantanrus pulmonary syndrome (HPS) is an acute respiratory disease caused by the Sin Nombre virus.
Deer mice are the most common carriers of the virus. Rodents shed the virus in their urine, droppings,
and saliva. The main route of transmission for humanseggiiing air contaminated with the virus. The
disease was first described as a clinical syndrome, and the causative agent was identified as the Sin
Nombre virus in the Four Corners area (Utah, New Mexico, ColoeamtArizona) in 1993. Most cases

have ben reported from states west of the Mississippi River. However, 12 states east of the Mississippi
have reported cases, including Indiana. Since 1993, two hantavirus cases have been reported in Indiana,
resulting in one death.

Public Health Significance

The initial symptoms of hantavirus include fever, tiredness, headache, and fatigue. As the disease
progresses, symptoms may include shortness of breath and coughing due to lungs filling with fluid
(pneumonia). Symptoms occublweeks after exposure teetvirus. There is no vaccine for
hantavirus.

People most at risk for becoming infected with hantavirus include those who visit or reside in closed
spaces where infected rodents live, including campers and hikers and those who work or play outdoors. In
addition, housecleaning activities such as sweeping or vacuuming can release contaminated particles into
the air.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reporthantavirus pulmonary syndronfelPS)immediatelyto thelocalhealthdepartment othe ISDH.
Labordories are also required to report positive resultsaotavirus weekly to the ISDH.

Healthy People 2@0 Goal
There is no Healthy People ZDGoal for hantavirus.

Epidemiology and Trends
No hantavirus cases were reported in Indiana ir820Huring the fiveyear reporting period 2@02013.

You can learn more about hantavirus by visiting the following Web site:
http://www.cdc.gov/hantavirus/index.html



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/hantavirus/index.html

HEPATITIS A

Hepatitis A is a inflammation of the liveicaused by the hepatitis A virus (HA\HAV is notnormally
found in animals. People become infected WitV by coming in contact with the stool of an infected
person (fecabral route). For this reason, the virus is easily spreaccasarhere there are poor sanitary
conditions or whex good personal hygiene is not practidedrsons are at risk for hepatitis A infection if
they have:

1 Exposue to contaminated food or water, such as:
0 Consuming untreated water.
o0 Consuming food prepared lan infected person.
o0 Consuming raw produce or raw shellfish (e.g., oysters).
o Traveling to countries where hepatitis A is common and where theneitedclean
water or proper sewage disposal.
9 Exposure to the stool or blood of an infected person whim)s a
0 Household member or sexual partner (men who have sex with men are at higher risk).
o Child or staff member of a daycare center (including centers for the disabled).
0 Resident or staff member of a health care center.
o0 Injection drug user.

Public Health Significance

An acute hepatitis A case is characterizedifmpmunoglobulin M (IgM) antibody to hepatitis A virus
(antFHAV) positive, an acute illness with a) discrete onset of symptoms (enteric symptoms e.g., hausea,
vomiting, diarrhea) and b) jaundice dewated serum aminotransferase lev&gmptoms of hepatitis A
usually occur suddenly and include diarrheausea, vomiting, tiredness, stomach pain, fever, dark urine,
paleor clay-colored stool, loss of appetite, asmimetimegaundice. People are masintagious from

about two weeks before symptoms begin until two weeks after. Some people, especially children, may
have no symptoms but can still spread the virus to others.

Symptoms usually begin ZB) days (range of 150 days) after exposure and uspédst less thatwo
months. Sometimes a person can recover and become ill again (relapse) for as long as 12 months.
However, people will eventually recover, and there is no-teny carrier state with hepatitis A infection.
Death from hepatitis A is rar 0.20.3 percentandis more common in adults over 50.

There is no specific treatment for hepatitis A other than treating symptoms. People who have had hepatitis
A develop lifelong immunity and cannot get hepatitis A again.

Hepatitis A can be preventdoy a twedose vaccination series. Candidates for vaccination include
persons at increased risk for hepatitis A infection or its consequences including

Persons with chronic liver disease or clotting factor disorders

Men who have sex with men

Injectingdrug users

Persons traveling to or working in countries where hepatitis A infection is endemic
Persons who work with hepatitisvusin a research setting

Children who live in communities with consistently elevated rates of infection

=A =4 =4 -8 -8 =9

Postexposure prapylaxis with hepatitis A vaccine or hepatitis A immune globulin is effective if received
within two weeks of exposure. Indications for prophylaxis may include: people who consumed food or
beverages contaminated with HAV, household or sexual contacsebse infected with HAV,



children and staff members in the same daycare room as an infected case, and residents and staff members
in a health care center who have direct contact with someone infected.

Reporting Requirements

According to the Communicabl@isease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3 http://www.in.gov/isdh/files/comm_dis_rule(1).pthiospitals and tedthcare providers must
report tepatitisA infectionimmediately to théocal health department or thadiana State Department of
Health.Laboratories are also required to report positive resulissefisaveekly to the ISDH.

Healthy People 2@0 Goal
The Healthy People 202Goal for hepatitig\ is 0.3 cases per 100,000 population per year. Indiida
not meet this goal in 2011 or 20f# the fiveyear reporting period 2@2013(Figure ).

Figure 1: Hepatitis A
Rates by Year, Indiana, 2009-2013
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http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Epidemiology and Trends

In 2013, 32Zases of hepatitis A were reported in Indiforaa rate 000.49case per 100,000 population
(Table 3. Males (0.46) and females (0.48) were evenly dispersed. The rate for other ragesg4.09
greater than whites (0.33) or blacks (0.16); however, 9 cases (28.1%) did not report race data.

Table 1:Hepatitis A Case Rate by Race and Sex, Indiane8 201

Cases Rate* | 2009 - 2013 Total

Indiana 32 049 96
Race

Black 1 0.16 4

White 19 0.33 54

Other 3 1.09 9

Not Reported 9 - 29

Sex

Female 16 048 46

Male 15 0.46 49

Unknown 1 - 1

*Rate perl100,000 population based diintage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014

Figure 2shows the number oéported cases per year for 2€0®13.

Figure 2: Hepatitis A
Cases by Year, Indiana, 2009-2013
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Incidence of disase was greatest in September and October of Eaji8¢ 3.

Figure 3: Hepatitis A
Cases by Month, Indiana, 2013
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Figure4 shows agespecific ratesn 2013were greatest faadults aged 80 years and over (1.2) and adults
aged 6669 years (1.0).

Figure 4: Hepatitis A
Incidence Rates™ by Age Group, Indiana, 2013
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* There was 1 case of Hepatitis A with an unreported age. Age Group

You can learn more about hepatitis A by visiting the following Web sites:
http://www.cdc.gov/hepatitis/index.htm



http://www.cdc.gov/hepatitis/index.htm

HEPATITIS B

Hepatitis B is a disease caused by infection with the hepatitis B virus (HBV). This serious viral disease of
the liver is transmitted through parenteral or mucosal exposuredd bt body fluids of an infected

person. Mechanisms for transmission include sexual or household contact with an infected person,
injection drug use (IDU), and perinatal transmission from mother to infant, and nosocomial exposure.
Hepatitis B can be dier acute or chronic. Acute hepatitis B virus infection is a gbart illness that

occurs within the firssix months after someone is exposed to the hepatitis B virus. An acute hepatitis B
illness can range in severity from a very mild illness with ¢&& no symptoms, to a serious condition
requiring hospitalization which igharacterized by multiple symptoms such as nausea, anorexia, fever,
malaise, headache, myalgia, right upper quadrant abdominal pain, dark urine, skin rash and jaundice.

Approximately 50percentof adults with an acute infection are asymptomatic. The incubation period of
HBV ranges fronsix weeks tosix months, with an average of 120 days. The time variation is related to
the amount of virus transmitted, the mode of transmissiot host factors. All persons who are hepatitis
B surface antigen (HBsAQ) positive are potentially infectious. Most adult acute hepatitis B infections
results in complete recovery and immunity from future infection.

An acute infection can but does nbalwaysi lead to a chronic, or lifelong infection. Many individuals
with chronic hepatitis B do not have symptoms and do not know they are infected. However, they are
still capable of transmitting the virus and infecting others. A chronic infectibiBbfis also associated
with an increased risk for chronic liver disease, cirrhosis, liver failure, and liver cancer.

Public Health Significance

The Centers for Disease Control and Prevention (CDC) requires states to provide surveillance and
reporting ofacute hepatitis B cases within their states. Clinical and laboratory definitions must be met to
classify a case of hepatitis B. On an annual basis, the CDC evaluates the case definitions that are used for
this classification of cases. Although there evelnanges made to the definition in 2012, there were no
changesveremade in 2013.

Risk for hepatitis B infection varies with occupation, lifestyle, or environment where there is contact with
blood from infected persons. Populations at high risk foatitigpB infection include: immigrants from

areas with endemic rates, institutionalized developmentally disabled individuals, IDU, men who have sex
with men (MSM), hemodialysis patients, and household contacts of infected persons. Populations at
intermediae risk include: prisoners, health care workers, staff caring for developmentally disabled
individuals, and heterosexuals with multiple partners.

Safe and effective vaccines have been available for hepatitis B since 1981. After three intramuscular
doses ohepatitis B vaccine, more than pércentof healthy adults and more than ®&rceniof infants,
children, and adolescents will develop adequate immunity. The dosage of vaccine varies with the age of
the recipient and type of vaccine.

Since 1991, a comphnensive strategy for the elimination of HBV transmission in the United States has
included: universal vaccination of infants beginning at birth; routine screening of all pregnant women for
hepatitis B infection and immunoprophylaxis to infants born tactef women or women of unknown
status; routine vaccination of previously unvaccinated children and adolescents; and the vaccination of
high risk adults. Hepatitis B vaccination programs addressing each of these priorities will ultimately
eliminate domesti hepatitis B transmission.



Control measures used to prevent exposures to blood and body fluids, another mechanism for the
transmission of hepatitis B, include the use of universal precautions and disinfection of contaminated
equipment. Contacts thatyebeen exposed to blood and body fluids of individuals infected with the
hepatitis B virus should be immunized, and when appropriate, given hepatitis B immune globulin
(HBIG).

Reporting Requirements

As detailed in the Communicable Disease Reporting Rdle JAC 1-2.3,
http://www.in.gov/isdh/files/comm_dis_rule(1).pdhe Indiana State Department of Health (ISDH)
requires hospitals, healthcare providers and laboratories to provide pepoging of positive hepatitis
B serologic results to tHecal health department or tHeDH. Hospitals and healthcare providers must
report their findings within 72 hours. Laboratory reporting enables identification of asymptomatic
persons infected witthe virus, as well as those displaying symptofiitse ISDH uses standardized case
definitions to classify the appropriate diagnosis for each individual.

Healthy People 2020 Goal

The Healthy People 2020 objectives for hepatitis B are to reduce botmdeshranic infections in a

variety of populations. The first goal addressing hepatitis B infections is to reduce new infections in
adults aged 19 and older to 1.5 cases per 100,000. The reduction of new infections inrikk high
population group of iction drug users (IDU) to 215 cases is the next HeRBidople 2020 goal. The

goal to reduce new hepatitis B infections among the-higghpopulation group of MSM to 45 cases is the

final goal related to hepatitis B of Healthy People 2020. MSM andrdds in Indiana can be found in
Table2. Figures hows I ndianadés incidence rates of. hepat
Also included in Figure 1 is the reference level for the Healthy People 2020 goal for reducing new
infections in aduk ages 19 and older. As is evidenced by the table, during 2013, Inub#itieat goal

for the 2029, 6669 and 7679 year age groups. It should be noted that the incidence rate for those in the
20-29 year age group declined in 2013 which contributeéb@success of meeting the goal for this age

group. However, as it is also noted in the table, Indiana did not meet this same Healthy People 2020 goal
in the 3039, 4049, and 5669 year age grogp A significant increase in the incidence rate of infatin

the 3039 year age range, and to a lesser degree the increase noted ib%hge80 age group, are

obvious reasons for this goal not being met in 2013. This increase can possibly be attributed to an
increase in the reporting and surveillance gfdtitis B throughout the state as local health departments

and hospitals began using the Indiana National Electronic Disease Surveillance Sy¢E»$8) more
consistently and accurately in 2013. Ongoing refresher trainings in the use of the elegamicy

system for INEDSS users also contributed to the increased use of the system and accuracy of reporting.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Figure 1: Acute Hepatitis B
Incidence by Age Group, Indiana, 2009-2013
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Epidemiology and Trends

In 2013, there were 101 confirmed cases of acute hepatitis B disease reported in Tradiend. (No
confirmedcases resulted in death. There was an overall increase in reported acute cases of hepatitis B in
2013. However, the most notable increase was seen in the race category of white indiidibés)

This change may also be attributed, as mentiondéreiarthis report, to the expanded and more

proficient use of NEDSS.

It should be noted that the data presented in this report does not include the burden of disease caused by
chronic infection with HBV which certainly remains a substantial pulblealth problem, both nationally
and in Indiana.

Table 1: Hepatitis B Case Rate by Race and Sex, Indiana, 2013

Cases Rate* 20092013 Total
Indiana 101 1.54 410
Race
Black 5 0.80 39
White 71 1.25 282
Other 1 0.36 10
Not Reported | 24 - 79
Sex
Female 36 1.08 145
Male 65 2.01 264
Unknown - 1

*Rate per 100,000 population based on Vintage 2013 Bridged
Race Postcensal Population Estimates data as of June 13, 2014



Figure 2shows reported cases of acute hepatitis B for theyfhae peiod 20092013. In 2013 there was

an increase in the number of reported cases of acute hepatitis B as compared to 2012 (89). Eighty cases
in 2006 remained the highest number of cases of acute hepatitis B reported annually until the year 2012.
The consigent increase in reported cases since 2011 can, as was stated earlier in this report, be attributed
to increased reporting, investigating and treatment that is being provided by local health departments,
laboratories, hospitals and physicians throughausthte. This increase can also be attributed to the rise

in awareness of the public to the need for testing.

Figure 2: Acute Hepatitis B
Cases by Year, Indiana, 2009-2013
120
., 100 /"
b 101
8 80 _—_ 89
E 60 75 75 =0
2 40
&
20
0 T T T T 1
2009 2010 2011 2012 2013
Year

Acute hepatitis B cases occurred and were reported during each month in 2013 without specific
seasonalityKigure 3.

Figure 3: Acute Hepatitis B
Cases by Month, Indiana, 2013
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The number of reportecases of hepatitis B varied with agégure 4shows acute hepatitis B incidence
rates by age group per 100,000 population. In Indiana, as well as nationally, higher rates of hepatitis B



disease continue among adults, particularly male338nd 4049 years of age, and persons with

identified risk factors (ie. IDU, MSM, and persons with multiple sex partii€ed)le 2) This data
emphasizes the need for continued vaccination of adults, and the provision of preventative counseling;
especially for thoserho are at higher risk for acquiring hepatitis B infection.

Figure 4: Hepatitis B
Incidence Rates by Age Group, Indiana, 2013
5.0 4.6

S
34 33
o
S 3.0
8
S 20 1.7
- 1.1
210 - i 0.7 0.8
3 0.1 .
% 00 00 T 00 T — T T T T T i T i T 00
§ <1 5-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80+
% Age Group
£

Table 2highlights the identified risk factors in 2013 for the acute hepatitis B cases in Indiana.
Completeness of the reporting of risk factor information varies. The most common risk fdettified
continue to be individuals with multiple sex partners; those who have contact with a known hepatitis B
case; those who have received a tattoo; IDU; and individuaigiselfified as MSM. No healthcare
associated transmission was associaiegdported cases in 2013.

Table 2. Hepatitis B Risk Factairdndiana, 2013

Risk Factor Number of Cases
(Percent of Cases)
Multiple Sex Partners 17 (16.8%)
Application of a Tattoo 11 (10.9%)
Injection Drug Use 12 (11.9%)
MSM 6 (5.9%)
Medical Employrent 0 (0.0%)
History of Dental Work 12 (11.9%)
History of Surgery 3 (2.9%)
Contact of a Case 7 (6.9%)




In 2013,45 Indiana counties reported at least one case of acute hepatitis B. This represents an increase
from reported acute cases in 2012 ¢84rties). The incidence rates, per 100,000 population, were

highest among the following counties reporting five or more cases: Clark (6.2), and Marior-(@Qusg.

5 shows acute hepatitis B incidence rates by county per 100,000 population.

Individuals wth chronic hepatitis B infection may be asymptomatic and unaware of their infection for
many years before developing clinical evidence of iliness. Serologic testing identifies infected persons,
allowing for treatment and the identification and vaccinatibtiheir contacts. These actions contribute
significantly to the prevention of secondary infections. The CDC recommends HBsAg testing to identify
chronic hepatitis B infection for all foreigmorn persons from countries or regions with an HBV
prevalence ©2.0% or greater. In 2013 the testing and reporting of the hepatitis B status of refugees
residing in Indiana continued, especially in Marion and Allen counties wékrgeecenters are located.

Indiana law requires the reporting of perinatal HBV dtifen. In 2013, two perinatal cases were reported.
This represents an increase from those cases identified in 2012 (0). The goal of the ISDH perinatal
hepatitis B program is to ensure appropriate prophylactic treatment of infants born timtdBi¢d

mothers to prevent future infections. The provision of education and counseling regarding the testing and
vaccination for household contacts is also a part of the perinatal program.



Figure 5

Hepatitis B - Indiana, 2013
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You can learn more about hepatitis B by isiting the following Web sites and links:

ISDH Hepatitis B Quick Fact$ittp://www.in.gov/isdh/files/HBV_QF2010.pdf

CDC Viral Hepatitis Home Pagattp://www.cdc.gov/hepatitis/ChooseB.htm

Hepatitis B Foundatiorhttp://www.hepb.org

Hepatitis Foundation Internationahww.hepfi.org


http://www.in.gov/isdh/files/HBV_QF2010.pdf
http://www.cdc.gov/hepatitis/ChooseB.htm
http://www.hepb.org/
http://www.hepfi.org/

HEPATITIS C

Hepatitis Cis an infectious bloodborne disease caused by the hepatitis C virus (HCV). The virus infects

the liver, causing inflammation. Infections may range from mild illness lasting several weeks to serious,
lifelong iliness. Hepatitis C is the leading chronic bldmine dsease in the United States. The number

of reported cases is determined by the number of positive hepatitis C tests reported for the first time
during a given year. Cases are defined as either acute or chronic and are classified using case definitions
pubishedbytheCe nt er s f or Di sease CoAcutecases wararéporRbleirv ent i on
2013 but data islsocollectedand reporte@n chronic caseis order to assess risk factavhen feasible
Investigation ofchronichepatitis Ccases conthiutes to the reductian the spread oflisease by

increasing the percenta@f persons aware they haveepétitis C infectiorand educang infected

individuals Case definitions for both acute and chronic hepatitis C are available 6D @website at

National Notifiable Diseases Surveillance System (NNDSS) gate/wwwn.cdc.gov/nndss/

Public Health Significance

In 2012, the CDC launchednational campaign in which all Americans born between 1945 a6isl 19

were encouraged to be tested for hepatitis C. While indicators on how effective the campaign was in 2013
are currently unavailable, it is believed that the goal to raise increased awareness about hepatitis C was
realized. Educational information abobietcampaign, including resources and tools, (fact sheets, posters,
multi-media information) is still available and can be seen by going to
http://www.cdc.gov/knowmorehepatitis/AbektMH.htm.

In June 2013, the U.S. Preventive \Begs Task Force (USPSTFleased a recommendation statement
regarding the screening for hepatitis C virus in persons at high risk for infection. The USPSTF
recommendation inclugeffering a ongime screening tegor HCV infection to those born between

1945 and 1965. The new recommendations came after the USPSTF reviewed scientific research on HCV
screening and gave the service a grade B. Any service that is awarded a grade B or higher is a
recommended preventi@ervice health care providers should offer. To view the complete
recommendation statement, gahtép://bit.ly/1FKgtdB

The number of acuteepatitis Ccasesncreasedrom 112 cases in 2@ to 140 cases in 201l&kely due
toincreased reporting throughe Indiana National Electronic Disease Surveillance System (INEDSS),
andalso fromincreased testing effortBetween 15 to 20 percent of thesritecases will spontaneously

clear the virusandindividuals will no longerbe considered infected. The remaining infected individuals

may be asymptomatic for years or even decades, becoming chronic cases. Symptoms that may be present
during infection include abdominal pain, fatigue, fever, joint pain, jaundice, loss oftapgatk urine,

light stool, nausea, and/or vomiting. Populations most at risk include injection drug users and recipients

of blood transfusions and organ transplants prior to 1992.

Twenty percent of cases will develop serious liver damage from hepiatiéind 25 percent of those will

need a liver transplant, develop liver cancer, or die. Antibodies can be found in 7 out of 10 persons when
symptoms begin and in 9 out of 10 people within three months after symptoms begiris Hloevaccine

for hepatits C; reatment for hepatitis C is availalded is becoming increasingly more effectiidew
treatments with higher success rates tihase seen in previous ye&i@ve been developedowever

these treatmentsiten carry adverse side effecistheir ownand can be very costly. New treatment
technologies available and their duratiorusé should be discussed thoroughly with a health care

provider.

Indiana Partnership Efforts
The ISDH continues to partner with behavioral health organizations that ¢autueillance and provide
testing, consultation and recovery services in a variety of locations (e.g., correctional facilities, drug


http://wwwn.cdc.gov/nndss/
http://www.cdc.gov/knowmorehepatitis/About-KMH.htm
http://bit.ly/1FKgtdB

treatment centers, homeless shelters, etc.). These efforts extend throughout various regions of the state. In
2013,thelSDH began participation in a pilot project designed to assess the feasibility of using the rapid
hepatitis C test in an effort to improve testing among a subpopulation in Indiana. These rapid test kits,
approved in 2011, take about twenty minutes to rue.fidpe is thatise ofthis raid test,along withthe
counseling and education of those infected with the disedleeduce the spread of hepatitis Bspire

Indiana, a no#profit comprehensive community mental health cemeaissisting with thesefefts.

ISDH partnerslso include Corizon,the Aliveness Project of Northwest Indiana, Heart)amtl Positive

Link.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians and hospital administrators, 410
IAC 1-2.3-47, hospitals and healthcare providers must reppatitis C (acuteyithin five (5) business

days to the local health department or the ISDH. Laboratory reporting enables identification of
asymptomatic persons infected with the virus as well as thgslayisy symptoms.

Although surveillance infrastructure is in place for reporting of acute infection, reports of chronic
hepatitis C, which account for the greatest burden of disease, are not always submitted for Indiana.
Surveillance capacity to monitboth acute and chronic viral hepatitis is limited at the state and local
levels, resulting in underreporting and incomplete variable quality data that is insufficient for
understanding the magnitudeh#patitis C in this state. The ISDH uses standardiasd definitions

from the Council of State and Territorial Epidemiologists (CSTE), in conjunction with the Centers for
Disease Control and Prevention (CDCase definitions for acute and chronic hepatitis C remained
unchanged in 2013.

To see the most aent national statistical summary of data, which includes Indiana, go to:
http://www.cdc.gov/hepatitis/Statistics/2012Surveillance/index.htm

Epidemiology and Trends

In 2013, 140 cases of acute hepatitis C infection were repdidedn incidence rate &f.13cases per
100,000 population. The incidence rate for acute hepatitis C infection among maleS8cases per
100,000 males while the rate among females2v28per 100,000 females

For chronichepatitis C infection5,486 cases were reporteédring 2013Jor a prevalence rate 813.08

cases per 100,000 populati@rable J; however prevalence may be higher because reporting of chronic
cases is not requireduring 2013, nales had a prevalence ratel®B.55per 100,000 males and females
had a prevalence rate ®8.07per 100,000 femalg§ablel). In 2013, race was not reported for almost

25 percentof hepatitis C cases.


http://www.cdc.gov/hepatitis/Statistics/2012Surveillance/index.htm

Table 1: Hepatitis C Cases by Race 8ed, Indiana 208

Acute Chronic 2009-2013
Cases | Rate* Cases | Rate* Total Cases
Indiana 140 2.13 5,459 | 83.08 26,065
Race
Black 6 0.96 457 73.26 2,468
White 112 1.97 3,349 | 59.04 14,332
Other 1 0.36 96 34.99 477
Unknown 21 - 1,557 - 8,788
Sex
Female 76 2.28 2,103 | 63.07 9,306
Male 64 1.98 3,351 | 103.55 16,365
Unknown 0 - 5 - 394
;Igif perl00,000 population based on Vintage 2013 BriBgee Postcensal Population Estimates data as of June 13,

Table2 highlights themost commonisk factors identified irR013for acute hepatitis C cases in Indiana.
Completeness of reporting risk factor information varies.

Table 2. Acute Hepatitis C Risk Factors Indiana, 2013

Risk Factor Number of Cases (%)
Use street drugs but not inject. 51 (36.40)
Injected drugs not prescribed by doctor 46 (32.9%)

Contact of a person with confirmed or suspected hepatitis C infecj 38(27.1%)




Figurel shows the number of total reportemses of hepatitis C infection for the fiyear period 208
2013.

Figure 1: Hepatitis C
Cases™ by Year, Indiana, 2009-2013
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Figure2 shows agespecificprevalenceates fortotal reportedcases of hepatitis C infectiauring 2013
Rates were highest among adults 2¢29 (169.0 followed by the50-59 (144.9 year age group.

Figure 2: Hepatitis C
Prevalence Rates™ by Age Group Indiana, 2013
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Table3 shows the number dbtal reported caseof hepatitis C infection within the Indiana Department

of Corrections (IDOC)2009 waghe first year that these cases have been differentiated from the general
public. IDOC cases were not separated out in previous years because the data pointapasredt c

prior to the use of INEDSS.he larger number of cases seen for Hendricks and Parke counties is due
mostlyto the locations oRegional Diagnostic Centers for male and female offenders within the Indiana



Department of Corrections (IDO®cilities in thosecounties Offenders are tested for bloodborne
diseasessuch as hepatitis,@t these facilities, but likely reside in other Indiana counties.

Table 3: Total Reported Cases of Hepatitis C Infection in the IDOG Indiana, 2013

County of Facility Cases*
ALLEN 140
CASS 20
CLARK 108
HENDRICKS 748
HENRY 53
JEFFERSON 24
JOHNSON 43
LAPORTE 63
MADISON 70
MARION 505
MIAMI 31
NOBLE 13
PARKE 255
PERRY 14
PUTNAM 24
ST. JOSEPH 102
WABASH 13
Total 2226

*These cases will no longer be includi@ the state map displaying county rates.
**Actual cases in DOC counties totalimgss than 5 will not be listeid an effort to
protect patient confidentiality.

In 2013, at least one case of hepatitis C infection was reported in each of the 92 célgie=3 is a
state map displaying the prevalence of hepatitis C infections by county for individohldjngthe

IDOC.

Treatment Technologies
In 2013 the FDA approvetivo new drug for the treatment of hepatitis C. The first drug approved was

Olysio (simeprevir) whichwas approved in November. This drug was intended to be taken in
combination with other antiviral medicines to treat chronic hepatitis C infection. In December, FDA
approved Sovaldi (sofosbuvir), the first drug that has been shosafely and effectively treat certain
types of hepatitis C infection without a need for interferon.



Figure 3shows prevalence dioth acute and chronfepatitisC cases in Indianeeported durin@013

(includingIDOC sites)

Hepatitis C - Indiana, 2013
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You canlearn more about hepatitis C by visiting the following Web site:
http://www.in.gov/isdh/25474.htm



http://www.in.gov/isdh/25474.htm

HEPATITIS D

Hepatitis D, also known as delta hepatitis, is a liver disease caused by the hepatitis D virus
(HDV). HDV is an incomplete virus that requires the helper function of the hepatitis B virus
(HBV) to replicate. People may become infected with HDV at the same time they acquire HBV
(co-infection), or people may acquire the virus after infection with HBV (sufeation). The

modes of transmission for HDV are similar to those for HBV. HDV is transmitted by
percutaneous or mucosal exposure through contact with infected blood or other body fluids.
Most cases are acquired by exposure to contaminated needlestoi@grmpHDYV infection

resemble those of HBV infection and usually occié\®eeks after exposure.

Public Health Significance

Superinfection with HDV is usually more severe than HBV infection alone, and more likely to
result in severe disease. Since HDVWr@smitted by similar methods as HBV (e.g., exposure to
infected blood and contaminated needles), those most at risk of becoming infected with HDV are
chronic HBV carriers and those who have not been immunized againstAifBvugh there is a
vaccine forHBV, there is no vaccine for HDV. Since HDV is dependent on HBV infection,
preventing HBV infections will prevent HDV infections. There is currently no treatment for

HDV.

Reporting Requirements

According to the Communicable Disease Reporting Rule fgsiBilans, Hospitals and
Laboratories, 410 IAC-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and
healthcare providers must repoepatitis Dwithin 72 hours to théocal health department or the
ISDH. Laboratories are also required to report positive results of hepatitis D weekly to the
Indiana State Department of Health (ISDH). Laboratory reporting enables identification of
asymptomatic persons infected with the viraswell as those displaying symptoms. The ISDH
uses standardized case definitions to classify the appropriate diagnosis for each individual.

Healthy People 2020 Goal
There is no Healthy People 2020 Goal for hepatitis D.

Epidemiology and Trends
Two cass of hepatitis Dwere reportedh Indiana in 2013. Two additional hepatitis D cases were
reported during thewo-year reporting period 2012012.

You can learn more about hepatitis D by visiting the following Web sites:
ISDH Hepatitis D Quick Factsrttp://www.in.gov/isdh/files/HDV_QF2010.pdf
CDC Viral Hepatitishttp://www.cdc.gov/ncidod/diseases/hepatitis/d/index.htm



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.in.gov/isdh/files/HDV_QF2010.pdf
http://www.cdc.gov/ncidod/diseases/hepatitis/d/index.htm

HEPATITIS E

Hepatitis E is an inflammation of the liver caused by the hepatitis E (ikig). HEV rarely causes
long-term liver damage or death but can cause very serious infection in pregnant women, especially
during the last three months of pregnardgpatitis E is rare in the U.S. and is almost always related to
travel to a country where hepatitis E is comnsugh asviexico, Africa, the Middle East, India, and
China.

People become infected wifEV by coming in contact with the stool of an infectedson (fecabral

route). Most outbreaks have been associated with contaminated drinking water. For this reason, the virus
is easily spread in areas where there are poor sanitary conditions or whepeigooal hygiene is not
practiced

Public Health Significance

Symptoms of hepatitis E include diarrhea, nausea, vomiting, tiredness, stomach pain, fever, dark urine,
pale/claycolored stool, loss of appetite, and jaundice. Symptoms usually occur suddenly. Some people,
especially children, may have no gytmms but can still spread the virus to others. Symptoms usually

begin 2642 days (range of 164 days) after exposure. Death from hepatitis E is batenortality may

be as high as 20 percent among pregnant women in their third trimestenature deveries due to

infection have a 33 percent infant mortality rate. People are most contagious from about two weeks before
symptoms begin until two weeks after symptoms begin.

There is no cure for hepatitis E. However, people infected with the virus gdifelong immunity.
Unlike hepatitis A, there is no vaccine or immune globulin (IG) to prevent infection.

Persons are at risk for hepatitis E infection if they have:

1 Exposure to contaminated food or water:
0 Consuming untreated water.
o0 Consuming food prepad by an infected person.
o Consuming raw produce or raw shellfish (e.g., oysters).
0 Traveling to countries where hepatitis E is common and where there is little clean water

or proper sewage disposal.

1 Exposure to the stool or blood of an infected person wlao i
0 Household member or sexual partner (men who have sex with men are at higher risk).
o Child or staff member of a daycare center (including centers for the disabled).
o Resident or staff member of a health care center.

Casual contact, as in the usual wdake or schol setting, does not sprebiEV. However, most cases of
hepaitis E have an unknown exposutee to the length of time from exposure to the time symptoms
begin (range of 1/64 days).

Reporting Requirements

According to the Communicable Dised®eporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdhospitals and healthcare providers must
reporthepatitis Emmedately to thelocal health department or thediana State Department of Health.
Laboratories are also required to regamsitive results ofiepatitis Eweekly to the ISDH.

Healthy People 2@0 Goal
There is no Healthy People ZD&oal for hepatitis E.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Epidemiology and Trends
Four cases of hepatitis E were reported in Indiana in,204B20 cases were reported during the-five

year period, 2002013.

You can learn more about hepatitis E by visiting the following Web sites:
http://www.cdc.gov/hepatitis/index.htm



http://www.cdc.gov/hepatitis/index.htm

HISTOPLASMOSIS

Histoplasmosis is caused blystoplasma capsulatuna saprophytic soil fungus. The primary route of
transmission is inhalation of infectious spores made airborne by thebdiste of contaminated soil. The
presence oflistoplasma capsulatuimas been associated with soil enriched with bird feces, especially
from blackbirds, starlings, chickens, and pigeons. Birds are not carriers of histoplasmosis, but
accumulation of bird fexs provide the organic enrichment neededHistoplasmagrowth. Bat guano

may also contain the organism. Some studies have indicated that different clay minerals in soil may
influence growth and activity of bacteria and fungi.

Public Health Significance

Histoplasmosiss endemic in Indianand nters foDisease Control and Prevention (Creports
between 5(@ercentand 80percenf people who live in areas whetstoplasma capsulatuim

common in the environment will show evidence of having leegused to the fungus at some point in
their lifetime. In these areas, p@rcentto 25percentof HIV-infected people will develop
disseminated histoplasmosfgpproximately 90 percent dfistoplasma capsulatuinfections are
asymptomatic. Clinically rexgnized histoplasmosis can be characterized into one of three forms: 1)
acute, pulmonary histoplasmosis; 2) disseminated histoplasmosis; and 3) chronic, cavitary
histoplasmosis Symptoms of histoplasmosis cases ardikie with nonproductive cough, chestins,
and difficult breathing (acute, pulmonary histoplasmodiddre severe disease may result in fever,
night sweats, weight loss, and bloody sputum. Severe cases may relstibptasmaorganisms

being disseminated to many body organs (dissemitgeablasmosis). Symptoms occur withil 3
days after exposure to the fungus. Antifungal medication is available for histoplasmosis, although
mild infections usually resolve without medication.

People most at risk for developing histoplasmosis irchubltry workers, farmers, landscapers and
gardeners, and those who have contact with bats or bat caves.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reporthistoplasmosis withirr2 hourgo thelocal health department or ti&DH. Laboratories are also
requiredto report poiive results othistoplasmosisveekly to the ISDH

Healthy People 202 Goal
There is no Healthy People 2010 Goal for histoplasmosis.

Epidemiology and Trends

In 2013, 94confirmed cases of histoplasmosis were reported iniadiar an inailence rate of 1.48ases
per 100,000 populatiorm&ble ). Males (1.58 were more likely to be reported with histoplasiso
infection than females (1.29


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Table 1:Histoplasmosi€£ase Rate by Race and Sex, Indiana3201

2009 - 2013
Cases | Rate* Total

Indiana 94 1.43 677
Race

Black 8 1.28 52

White 59 1.04 408

Other 2 0.73 15

Not Reported 25 - 202

Sex

Female 43 1.29 285

Male 51 1.58 391

Unknown - - 1

*Rate per 100,000 population based\intage 2013 BridgedRace
Postcensal Populatidestimates data as of June 13, 2014.

Figure 1lillustrates the number of cases by year for&2R013.

Figure 1: Histoplasmosis
Cases by Year, Indiana, 2009-2013
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Histoplasmosis ocated throughout the year in 2018ith the largest number of cases occurring in the
fall and wintermonths Figure 3.

Figure 2: Histoplasmosis
Cases by Month, Indiana, 2013
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Figure 3shows the distribution of cases by age group. -gyggxific rates were greatest among adults
aged80+years of ag€3.3).

Figure 3: Histoplasmosis

Incidence Rates by Age Group, Indiana, 2013
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In 2013 48 counties reported at least one case of histoplasmosis in Indianidence rates were highest
among the followingounties reporting 5 or more case®ward (7.3, Allen (2.2, Lake(1.4),and
Marion (0.8) shown in Figure 4



Figure 4

Histoplasmosis - Indiana, 2013
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You can learn more about histoplasmaosis by visiting the following Web site
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/histoplasmosis/
http://www.in.gov/isdh/files/2011QuickFact Histoplasmosis.pdf



http://www.cdc.gov/nczved/divisions/dfbmd/diseases/histoplasmosis/
http://www.in.gov/isdh/files/2011QuickFact_Histoplasmosis.pdf

LA CROSSE ENCEPHALITIS

La Crosse encephalitis is a mosqtbtarne viral infection found primarily in the eastern United States
where hardwood forests exist. The disease is maintained in nature in a cycle betweethtie tree
mosquito,Aedes triseriatusand small woodind mammals such as squirrels and chipmunks. Although La
Crosse virus is endemic in Indiana, the disease is relatively rare because humans are not an essential
component of the viral life cycle.

Public Health Significance

Symptoms of La Crosse encephialinclude headache, fever, nausea, vomiting, drowsiness, and
disorientation. Severe cases may result in seizures or coma. Symptoms alfpears after a bite from

an infected mosquito. Cases are rarely fatal but may result in learning disabilidesvared

individuals. For every symptomatic case, there are approximately 1,500 asymptomatic cases. Clinically
recognized infections occur mainly in children under 16 years of age. No specific treatment exists for La
Crosse encephalitis. People mostsi for developing La Crosse encephalitis include children younger
than 16 years of age, those residing in or near woodlands whel®leemosquitoes reside, and those
involved in outdoor water activities.

Reporting Requirements

According to the Commicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportarboviral diseasgincludingLa CrossgCalifornia) encephalitisimmediatelyto thelocalhealth
department otheISDH. Laboratories are also required to report positive resulfalifornia serogroup

(CAL) virus weekly to the ISDH.

Healthy People 2@0 Gaal
There is no Healthy People ZDGoal for La Crosse encephalitis.

Epidemiology and Trends
In 2013, onecase of La Crosse encephalitiasreported in Indiana. During the fiwaear period 209
2013, eightcases of La Crosse encephalitis were repoantdadiana(Table ).

Table 1: La Crosse Encephalitisses, 2082013

Cases
2013 1
2012 3
2011 3
2010 0
2009 1
Five-year total 8

You can learn more about La Crosse encephalitis by visiting the following Web site:
http://www.cdc.gov/lac/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/lac/

LEGIONELLOSIS

Legionellosis is a respiratory infection caused.bgionellabacteria, most commonbegionella

pneumophila These bacteria are transmitted by contaminated water aerosols, which are then inhaled.
Legiorella can be found in any type of water system. They have been found in the environment in creeks and
ponds and potting soil. The bacteria are prevalent in warm stagnant water such as those found in most
plumbing systems, hot water tanks, water in coolimgets and evaporative condensers.

Public Health Significance

Legionnaires' disease a severe infection, most commonly characterized by pneumonia. Other symptoms
includehigh fever coughchills, muscle aches, and headache. Symptoms usually begirPalibdays after
exposure.Chest Xrays are needed tmnfirm the presence pheumoniaand other tests can performed

on sputim (phlegm), as well as blood amdhe to find evidence of the bacteria in the body.

People most at risk of getting siakim the bacteria are:

9 older people (usually 65 years of age or older)
smokers
people withchronic lung disease (like emphysema)
people withwealenedmmune systems from diseases like cancer, diabetes, or kidney failure
people who take drughatsuppresgweaken) the immune systesuth as orgatmansplarg or
chemotherapy)

1
1
1
1

A milder infection caused by the same typé&edionellabacteria is Pontiac Fever. The symptoms of Pontiac

Fever usually last fdmwo to five days and may also include fever, headached muscle aches; however,

there is no pneumonia. Symptorasolveon their own without treatment and without causing further

problems. Neither infection is transmissible pefse(p e r son. Ponti ac Fever and Lecg
bothb e ¢ &ebidnalabison

Outbreaks occur when two or more people become ill in the same place at about the same time. Hospitals or
large buildings have complex water systems, and many people in hospitals already have illnesses that
increase their risk fdregionellainfection. The specific control measures for legionellosis (infectious

agent: Legionella species) are as follows:

(1) An investigation by the local health officer shall be performed within 72 hours in the event that:

(A) a single nosocomial case is ideiattf; or

(B) two (2) or more cases not associated with a health care facility are identified.

A definite nosocomial case is a laboratory confirmed case whspleais 1Gdays or more continuously in

a health care facility. A possible nosocomial case is@ddbry case that occurs two (2) to nine (9) days
after discharge from a health care facility. The investigation shall focus on environmental sources for the
exposure in the health care facility for nosocomial cases or places of common exposure for those
infections not associated with a health care facility. Active surveillance for additional

cases shall be undertakérther outbreaks have been linked to aerosol sources in the community, cruise
ships, and hotels, with the most likely sources being whirlgues, cooling towers (adonditioning units

from large buildings), and water used for drinking and bathing.

Legionnairesd di sease can be treated with antibiot
function. There is no vaccine for legellosis.

Reporting Requirements



According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rulk).pdf, hospitals and healthcare providers must
reportlegionellosisvithin 72 hourdo thelocal health department or th&DH. Laboratories are also

required to report positive resultslefjionellosisveekly to the ISDH.

Healthy People 202@oal
Ther is no Healthy People 2010 Goal for legionellosis.

Surveillance Case Definitions
Confirmed &gionellosis cases must meet clinical definition and one of the following laboratory
requirements:

f Culture: isolation of anj.egionellaorganism from respiratgrsecretions, lung tissue, pleural
fluid, or other normally sterile fluid.

T Urinary antigen: detection of specifiegionella pneumophilaerogroup 1 antigen in urine using
validated reagentsThis is the fastest way to confirm the diagnosis

1 Seroconverisn: fourfold or greater rise in specific serum antibody titdregionella
pneumophilausing validated reagents. This is not recommended due to the time required to
obtain both acute and convalescent sera.

Epidemiology and Trends

In 2013, 91confirmedcases ofegionellosisvere reportedh Indiana Table 1), for acase rat®f 1.38 per
100,000.In 2013, blacks (2.08vereat higher risk for legiori®sis than whites (0.93). Additionally,
males (1.85) werat higher risk than females (0)93

Table 1:Legionellosis Case Rate by Race and Sex, Indian&, 201

200 - 2013
Cases Rate* Total

Indiana 91 1.38 331
Race

Black 13 2.08 48

White 53 0.93 202

Other 2 0.73 2

Not Reported 23 - 79

Sex

Female 31 0.93 116

Male 60 1.85 215

Unknown 0 - 0

*Rate per 100,000 population basedvimtage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Figure 1shows the number of casesymar for 20@-2013.

Figure 1: Legionellosis
Cases by Year, Indiana, 2009-2013
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Incidence of legionellosigsuallyclimbsin the summer Figure 2indicates an increase of inciderine
late summer and fall of 2013

Figure 2: Legionellosis
Cases by Month, Indiana, 2013
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Cases of legionellosis tend to occur more frequently in adi#®-69 years old (2)8 followed by those
80 and over (2)5and 5659 year age groups (1.7) respectively, sedfigare 3



Figure 3: Legionellosis
Incidence Rates by Age Group, Indiana, 2013
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Of the 24counties reporting cases inIA)incidence rates were highest among the following counties
reporting 5 or more casesSt. Joseph (5.63llen (3.6) Lake (1.0pnd Marion(1.0) Figure4).



Figure 4.

Legionellosis - Indiana, 2013
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You canlearn more about legionellosis by visiting the following Web sites:
http://www.in.gov/isdh/files/QuickFact_Legionellosis_2014.pdf
http://www.cdc.gov/legionella/patient facts.htm



http://www.in.gov/isdh/files/QuickFact_Legionellosis_2014.pdf
http://www.cdc.gov/legionella/patient_facts.htm

LEPROSY (HANSENGO6S DI SEASE)

Leprosy,oHansed s di sease, is a c¢hr on iMgcobddtesimndeprgevhicla us ed b
affects the skin, mucous membraa@sl peripheral nerved he World Health Organization (WHO)

classifies the disease based upon the presence of bacteria and the appearance of cells in skin biopsy.

Cases with less than five lesions are typically consideaedibacillaryand cases with more than five

skin lesiors are multibacillary. This classification system is used in the determination of the appropriate
duration and type of antibiotic drug therapy used in treatnf@yinptoms of leprosy include

hypopigmented or reddish skin lesions that may appear as plagouedules that are not painful, as well

as loss of sensation in the extremities and nose from peripheral nerve involvement and nasal congestion.
Symptoms of the disease do not typically appear for several years after contact with an infected person.
Themode of transmission is uncertain, but the bacteria are thought to be spread through the contact with
nasal mucosa of infected persofitsis estimated that 9percenb f t he wor | dbés popul ati
immune to the bacteria, as leprosy is not alliglansmissible disease.

Public Health Significance

Persons at greatest risk for the disease include household contacts of a case. Most cases in the United

States occur in immigrants and refugees who acquired the disease in their native country.id.epros

more common in temperate, tropical and subtropical cim#itesgenet i ¢ st udy at the N
Disease Program reports that armadillos & source of infection in the southern United Stafée.

Program states that the risk of transmisgiom animals to humans is low, larnimalsshould be

handled with proper precautions.

Early diagnosis and treatment of the disease is critical in curing the disease and in preventing permanent
damage to the skin and nerves. A mdttig regimen takenver an extended period is used to treat the
diseaseand it is recommended that direct observation therapy be utilized to ensure compliance with the
medication regimen. While prophylaxis of close contacts is hot recommended, current household
contacts shald be examined immediately by a health care provider and then annually for five years
following last contact with the infectious patient. The average incubation period for the disease is about
three years.

Reporting Requirements

According to the Commicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3 http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportleppsyorHa n s e n 6 s d i7zheuws® thelowdl hedlth department or tieDH.

Healthy People 2@0 Goal
There is no Healthy People ZD&oal for leprosy.

Epidemiology and Trends

Onecase of leprosy asreported in Indiana during 28. Threecases wre reported during éhfive year

reporting period 2008 2013. Nationally, 82 cases were reported in 2Qhdst upto-dateMorbidity and
Mortality Weekly Reportiata available) Approximately 7(gpoercentof those cases were reported from
California, Florda, Hawaii and Texas with 57 cases.

You can learn more about leprosy by visiting the following Web sites:
http://www.cdc.gov/nczved/divisions/dfbmd/diseathansens_disease/technical.html/
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5953al.htm
http://www.hrsa.gov/hansensdisease/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/nczved/divisions/dfbmd/diseases/hansens_disease/technical.html/
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5953a1.htm
http://www.hrsa.gov/hansensdisease/

LEPTOSPIROSIS

Leptospirosis is a bacterial disease of animals and humans causeptaspirabacteria, most commonly
Leptospira interrogans The primary reservoir of the bacteria is rodents. However, infected domestic
animals such as cattle, sheep, goats, mggs, and cats can pose an additional threat to humans. Humans
generally become infected by direct contact with infected animals or from exposure to water
contaminated with urine from infected animals.

Public Health Significance

Symptoms of leptospigis may appear abruptly and include fever, chills, severe headache, body aches,
and vomiting. If leptospirosis is left untreated, kidney damage, liver failure, and respiratory distress can
occur. Symptoms occur28 days after exposure to the bacteriatidiotics are used to treat the

infection.

Leptospirosis can be an occupational disease risk for individuals who work with animals or who have
exposure to contaminated soil or water. Groups at increased risk include farmers, veterinarians, coal
miners,meat handlers, and sewer workers. At least one large leptospirosis outbreak in the U.S. has been
linked to the recreational use of a lake.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals andtduaésrd10
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportleptospirosis withirY2 hourgo thelocalhealthdepartment othe|SDH. Laboratories are also
required to report positive resultslofptospira specieweekly to the ISDH

Healthy People 2Q0 Goal
There is no Healthy Peopk®20 Goal for leptospirosis.

Epidemiology and Trends
No case of leptospirosisverereported inndiana in 2Q3. No cases of leptospirosis were reported
during thefive year reporting period0032013

You can learn more about leptospirosis by visiting the following Web site:
http://www.cdcgov/leptospirosis/index.html



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/leptospirosis/index.html

LISTERIOSIS

Listeriosis is a infectiousdisease caused lhysteria monocytogendsacteria. These bacteria are found in
soil, untreated water, and the intestines of some animals. These animals are not sick but can pass the
bacteria into the soil through manure. Most often, people get listeriosis by eating food contaminated with
Listeria bacteriaListeriais killed by pasteurization and cooking. However, in certain réadat foods,

such aduncheon meats, contaminatiormynoccur after cooking but before packaging. Raw produce may
become contaminated by contact with soil or manure. Unlike other bacteria found ihisbeda can

multiply in food even while refrigerated. Foods at high risk for listeriosis include: ragtalggs,

uncooked meats and seafood, retmgat meats, soft cheeses, and unpasteurized dairy products. The
only way listeriosis can be sprexdm person to person is from mother to baby during pregnancy. It
cannot be spread by other perdoiperson cotact.

Outbreaks of listeriosis have been attributed to unpasteurized dairy products, soft cheeses, raw vegetables,
and readyto-eat meats.

Public Health Significance

Symptoms of listeriosis include fever, headache, muscle aches, nausea, vomiting, albctamiss, and
diarrhea. Symptoms usually begin 21 days (range7df 8ays) after exposure. Duration of symptoms
depends on the health of the infected person; symptoms can last several days or several weeks. Healthy
people usually do not have any sympsomvhile others may have a mild illnef2tegnant women are
about 20 times more likely than other healthy adults to get listeridbigut onethird of listeriosis cases
occurduring pregnancylf infection occurs when a woman is pregnant, antibiotresrgpromptly can

often prevent infection of her bab®therwise, mfected pregnant women may experience only a mild,
flu-like iliness; however, infections during pregnancy can lead to miscarriage or stillbirth, premature
delivery, or infection of the nevorn. lliness can be very serious in pregnant women, newborns, elderly
persons, and persons with weakened immune syskettibiotics are available to treat the infection in all
persons, regardless of age.

Reporting Requirements

According to the Commucable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdhospitals and healthcare providers must
reportlisteriosiswithin 72 hourdo thelocal health department or tH&DH. Laboratories are also

required to report positive resultslidteriosisweekly b the ISDH.In addition, forlisteriosis laboratories

are required to submit isolates received to theH®Rboratory for further confirmation and subtyping.

Healthy People 2@0 Goal

The Healthy People 20 Goal for listeriosis is 0.@ases per 100,000 populatioburing the fiveyear
reporting period, 2062013,Indiana met the Healthy People 20goalevey year except 201(Figure
1). The cause for the elevated rate of cases in ZddGknown.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Figure 1: Listeriosis
Rates by Year, Indiana, 2009-2013
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Epidemiology and Trends
In 2013, elevercases of listeriosis were reported in Indidoaa rate 00.17 casa per 100,000
population Table J.

Table 1: Ligeriosis Case Rate by Race and Sex, Indian& 201

Cases Rate* | 2009 - 2013 Total

Indiana 11 017 57
Race

Black 0 0.00 2

White 10 0.18 40

Other 0 0.00 3

Not Reported 1 - 12

Sex

Female 5 0.15 27

Male 6 0.19 30

Unknown 0 - 0

*Rate per100,00 popul ati on based oulatiodbdah. Census Bureaubds |
as of July 1, 2014



Figure 2shows reported listerigsscases by year for 202D13.

Figure 2: Listeriosis
Cases by Year, Indiana, 2009-2013
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Incidence of disease wagjhest in OctobeR013(Figure 3.

Figure 3: Listeriosis
Cases by Month, Indiana, 2013
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As shown inFigure 4 age specific ratin 2013were greatest fardults aged 80 years and over (1.2).

Figure 4: Listeriosis
Incidence Rates by Age Group, Indiana, 2013
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Tencounties reported having at leasie listeriosis case in 2018utno county reported 5 or more cases.

You can learn more about listeriosis by visiting the following Web sites:
http://www.cdc.gov/listeria/index.html
http://www.fda.gov/Food/FaiSafety/Foodbornelllness/FoodbornelllnessFoodbornePathogensNaturalTo
xins/BadBugBook/ucm070064.htm



http://www.cdc.gov/listeria/index.html
http://www.fda.gov/Food/FoodSafety/FoodborneIllness/FoodborneIllnessFoodbornePathogensNaturalToxins/BadBugBook/ucm070064.htm
http://www.fda.gov/Food/FoodSafety/FoodborneIllness/FoodborneIllnessFoodbornePathogensNaturalToxins/BadBugBook/ucm070064.htm

LYME DISEASE

Lyme disease is caused by the bactefRorrelia burgdorferiand is the most commonly diagnosed tick
borne diseas the United Statedt is transmitted by thelack leggedick (Ixodes scapularjs Small

wild rodentsserve as theeservoirspecies Transmission can occur after the tick has been attached and

feeding for approximately 36 hours.

Public Health Significance
Symptoms ot.yme dsease appear3 days after exposure to the infected tick but generally oetdr 7

days after exposure. Symptoofseninclude afi b u | | skirergske known as erythema migrans. In some

cases, more severe symptoms of joint gaidarthritis can last frormonths to years. Lyme disease can
be successfully treated with antibiotics, especially dtireent is started earlyJntreated infections of
Borrelia burgdorferican lead to various health problems including arthritis, neurologic disease,

meningitis, I s

of

muscle tone (Bell 6s pal sy)

Reporting Requirements
According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must

and/ or

reportLyme disease withii2 hourgo thelocal healthdepartment otheISDH. Laboratories are also
required to report positive results®dreli burgdorferi weekly to the ISDH

Healthy People 2Q0 Goal
There is no Healthy People ZDGoal for Lyme disease.

Epidemiology and Trends
In 2013, 101 cases of.yme disease were reported in Indiana, for a rafeffase per 100,000

population Forthe fiveyear reporting period from 2068013, 372 cases of Lyme disease were reported.

Reported Cases

Figure 1: Lyme Disease
Cases by Year, Indiana, 2009-2013
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You can learn more about Lyme disease by visiting the following Web site:
http://www.cdc.gov/ncidod/dvbid/lyme/index.htm



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

MALARIA

Malaria is a serious, sometimes fatal, blood disease caused by oneRIgodiunparasite species
(falciparum, vivax, ovale, malariaend transmitted by the bite of an infected ferdalepheles

mosquito. In theU.S, cases of malaria arermallyacquired by international travel to malahigh-risk

areas. Malaria risk in specific countries is dependent on various factors that can change rapidly and from
year to year, such as local weathenditions, mosquito vector density, and prevalence of infection,

which can markedly affect local malaria transmission patterns. In general, malaria transmission occurs in
large areas of Central and South America, the island of Hispaniola (the Donfeipahlic and Haiti),

Africa, Asia (including South Asia, Southeast Asia, and the Middle East), Eastern Europe, and the South
Pacific.

Public Health Significance

Malaria symptoms are similar to influenza and may include chills, headache, muscle rahiesgdaess.
The indicative symptoms of malaria are cyclic fevers and chills. Symptoms dev@logag/s after the
infective bite. Antimalarial drugs taken for prophylaxis can delay malaria symptoms. Delays between
exposure and development of symptoras esult in misdiagnosis or delayed diagnosis because of
reduced clinical suspicion by the health care provider.

Prior to traveling to malaria riskreas, travelers should always séealth care providdo obtain anti
malarial medications to prevemalaria infection. Theype of antimalarial medicatiomeededvill vary
depending on travel destinatiorhis isdue toresistance tantimalarial medication in many parts of the
world. No vaccine is currently available.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdfospitals and healthcare providergst
reportmalaria within72 hourgo thelocalhealthdepartment othe ISDH. Laboratories are also required

to report positive results #flasmodium speciaseekly to the ISDH.

Healthy People 2Q0 Goal

The Healthy People 20 Goal for malaria is teeduce the number of cases reported in the United States
to 999 Malaria is one of three diseases that accounts for a large proportion of illness anidydisabil
international travelersin 2012 1,687new cases of malaria were reported in the US.

Epidemiology and Trends

In 2013, 20 cases of malaria were reported in Indiana. A total of 95 cases of malaria were reported during
the fiveyear reporting period 2062013. All were acquired outside of the United Statealakih cases

were reported in iiana following international travelr re-location fromSub-Saharan Africatropical

(northern) South America, Central America, the Caribbean (Haiti and Dominican Republic), and parts of
South and Southea&sia.

You can learn more about malaria by vigting the following Web sites:
http://www.cdc.gov/malaria/



http://www.in.gov/isdh/files/comm_dis_rule(1).pdf
http://www.cdc.gov/malaria/

MEASLES

Measles is a highly contagious viral iliness transmitted through the air when an infected person coughs or
sheezes. It also may spread throaghtact with nose or throat drainage of an infected person or articles
contaminated by an infected person.

Public Health Significance

Symptoms of measles usually begin to appeatZ@ays after exposure to the virus. Symptoms of

measles begin with tireéss, fever, cough, coryza (runny nose), and conjunctivitis. A maculopapular rash
begins 34 days later, typically beginning on the hairline of the forehead and gradually proceeding
downward over the entire body. The rash lasts a minimutreédays, bubn average lasts 74 days.

Persons with measles usually appear to be very ill attleastays before tdwo days after rash onset.
Though historically considered a mild childhood disease, it can lead to serious complications. Measles
infection may causear infections, pneumonia, encephalitis, vision damage, and even death. Fever may
last 24 days and can peak as high as-103°F,

Measles virus is communicatflaur daysprior to the appearance of the classical rash, thus following
infection control gidelines and exclusion rulésimportant when exposed to an infected person.

No medications are currently used to treat measles. Vaccination is the most effective measure to prevent
measles. Measles can spread quickly in unimmunized populations. Tvweoadoseasles, mumps, and

rubella (MMR) vaccine typically prevent infection. Children receive the first dose of MMR at 12 months

of age and the second dose of MMR #t lears of age following the routine schedule. All adults should
receive at least one dosf MMR vaccine, but two doses at least 28 days apart are recommended for
health care workers, international travelers, and adults enrolled in secondary education.

Prior to routine measles vaccination, more than 500,000 measles cases and 500 assaitiate

reported annually in the United States. The actual number of measles cases per year was estimated to be
3-4 million. Measles incidence in the United States decreased more tpanc@8tollowing the
vaccineodos | i cens urtikocdqumwvheh théBeasleduirds is mwotluscedwa ks s
unimmunized pockets of the populatidkccording to the World Health Organization, it is estimated that

in 2011, there were 158,000 measles deaths globally.

Reporting Requirements

According to the Commueable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdifospitals and healthcare providers must
reportmeasks immediatelyo thelocal health department or tH&DH. Laboratories are also required to
report positive results aheasles weekly to the ISDH.

Healthy People 2@0 Goal

The Healthy People 20 Goal for measleis fewer than 30 cases bfS-acquiredneasles cases per year
nationwide (0.0096 cases per 100,000 populatiodjanadid not meethis goalin 2013 since the rate of
U.S-acquired measles in the statas 0015cases per 10000 population. Indiana hamheU.S-acquired
case in P13 (plusonre internationallyacquired case)Achieving and maintaining high levels of
vaccination coverage in Indiana is an effective way to accomplish this goal. The risk of importation of
measles virus through international travel remains, thus prevention thracghation is necessary until
the virus is globally eradicated.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Epidemiology and Trends

Two case®f measles were reported in 2013 in Indiana. These cases were both acquired in persons of no
or unknown vaccination status. One was thought to have logeired during recent travel and the other
was of unknown origin, but likel\.S-acquired. Neither case resulted in further transmission.

In 2012, an Indiana outbreak starting in a family that had just adopted two childrearfreamdemic
countryresuled in 14 of the 15 measles casggortedIn 2011, an Indiana outbreak in an unvaccinated
extended familywith recent overseas travasulted in 14 measles casegure 2 showseported casesf

measledor the fiveyear period 2082013

Figure 2: Measles

Cases by Year, Indiana, 2009-2013
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During 208, a total of 18 easles cases nationwide were reportatié@enters for Disease Control
and Prevention (CDCompared with a median of H@&ange: 37220) cases reported araily during

2002 2012

You can learn more about measles by visiting the faliving Web sites:

http://wwwnc.cdc.gov/travel/yellowbook/2014/chap&infectiousdiseaseselatedto-travel/measles

rubeola
http://www.cdc.gov/vaccines/vpegac/measles/default.ntm



http://wwwnc.cdc.gov/travel/yellowbook/2014/chapter-3-infectious-diseases-related-to-travel/measles-rubeola
http://wwwnc.cdc.gov/travel/yellowbook/2014/chapter-3-infectious-diseases-related-to-travel/measles-rubeola
http://www.cdc.gov/vaccines/vpd-vac/measles/default.htm

MENINGOCOCCAL DISEASE

Meningococcal disease is a Hfiereatening illness which occurs whigrisseria meningitidibacteria
invace a site in the body that is normally sterile, such as the blood or fluid surrounding the brain and
spinal cordThe bacteria are transmitted from persomperson through direct contact with nose and
throat secretions of an infected person. The defintioa confirmed case &f. meningitiss the isolation
of the organism from a sterile body site or from purpuric lesions. It is estimated that at leastelibf
U.S. residents may be colonized with the bacteria in the nasopharynx, but have nonsyaifpidection.
Invasive disease is most commonly manifested as meningitis, bacteremia, meningococcemia
(meningococcal sepsis), or septic arthritis, although the disease can also cause pneumonia in older adults.
Meningococcal infections often begin witlsadden onset of fever, headache, stiff neck, rash,
photophobia, nausea and vomiting. Prompt antibiotic therapy can reduce the riskteftomgfects and
improve survival, although case fatality rates range frorfid@ercent Meningococcemia is theast
severe form of the infection and is fatal in up topé@centof cases.

Public Health Significance
Certain segments of the population are at increased risk for the disease due to risk factors within the host
or in the environment. These groups ingud

College freshmen living in dormitories

Persons working in or attending chidre facilities

Microbiologists

U.S. military recruits

Persons who travel to or reside in countries wikemmeningitidigs epidemic, especially if
there will be prolonged edact with the local population

Persons who have certain immune system disorders

Persons who do not have a functional spleen

=A =4 -8 -8 -9

E

It is recommended thatl @hildren should be vaccinated with meningococcal (MCV4) at entsixth

grade (1112 years of age)The Centers for Disease Control and Prevention (GB&)mmends that all
teens also receive a booster dose of MCV4 at age 16 yearshose who receive the first dose at age 13
through 15 years, a o#igne booster dose should be administered, preferdtdge 16 through 18 years,
before the peak in increased risk. Adolescents who receive their first dose of MCV4 at or after age 16
years do not need a booster dose (http://www.cdc.gov/vaccinesiepdening/default.htjn

Vaccination is also recommerttitor other atrisk populationsaand education on the importance of
receiving the vaccine is a primary strategy for reducing incidence of the distasaccination for
individuals who remain at high risk is recommendédApril 2011, the Food and Drug Adnistration
approved the use of the quadrivalent meningococcal vaccine for children in the 9 through 23 months age
group that are at high risk for disease. Booster guidance was published in 28&d2doy persons aged

2 through 10 years, these updatesavailable ahttp://www.cdc.gov/meningococcall hree vaccines

are currently available to protect against meningococcal disease, with the vaccine Menveo
licensed in 2010. All vaccines protect against fofthe five encapsulated serogroups of the
bacteria which cause invasive disease (A, B, C, Y13%). No vaccine is available in the

United States to protect against serogroup B or serogroup Z disease. However, serogroup B
meningococcal disease vaccihat is licensed in Europe, Canada, and Australia was used to
help control the meningococcal disease outbreak at Princeton University in December 2013.

Increased hospital, provider and laboratory awareness of the condition may improve clinical autcomes
Immediate recognition and treatment of suspected cases is crucial. Suspected cases should be treated


http://www.cdc.gov/meningococcal

prior to lab confirmation. Health care providers and local health departments must immediately report
suspected and confirmed caseshe Indiana Sta Department of Health (ISDH) ensure proper control
measures can be implemented to prevent secondary cases. Individuals with direct exposure to the
respiratory droplets of a case are at greater risk for contracting the disease within the fewadeiysg) foll
symptom onset. Antibiotic prophylaxis is recommended fdnigh-risk close contacts and should be
administered as soon as possible. Due to effective prophylaxis, secondary cases and outbreaks of
meningococcal disease are rare, and as a reswsiiih cases in the U.S. are sporadic.

Reporting Requirements

According to the Communicable Disease Reporting Rule for Physicians, Hospitals and Laboratories, 410
IAC 1-2.3, http://www.in.gov/isdh/files/comm_dis_rule(1).pdfospitals and healthcare providers must
report meningococcal disease immediately tddbel health department or tieDH. Laboratories are

also required to report positive resultdNgisseria meningitidiszeekly tothe ISDH. In addition,

laboratories are required to submit isolates received to the ISDH Laboratory for further evaluation.

Healthy People 2@0 Goal
The Healthy People 20 Goal for meningococcal disease is an incidené@3xase per 100,000
populatbn per year. Indianaetthe Healthy People 20 Goal for2013(seeFigure ).

Figure 1: Meningococcal Invasive Disease
Rates by Year, Indiana, 2009-2013
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Epidemiology and Trends
In 2013, 15 confirmed and probable cases of invasive meningococcal disghalsel( were reported,
with one eported deatm Indiana.


http://www.in.gov/isdh/files/comm_dis_rule(1).pdf

Table 1:Meningococcal Cases Rate by Race and Sex, Indiang, 201

200 - 2013
Cases | Rate* Total

Indiana 15 0.23 119
Race

Black 0 - 10

White 13 0.26 90

Other 0 - 2

Not Reported 1 - 17

Sex

Female 6 0.18 61

Male 9 0.28 58

Unknown 0 - -

*Rate per 100,000 population based\tintage 2013 BridgedRace
Postcensal Population Estimates data as of June 13, 2014

Nationally cases of meningococcal disease increased slightly from the previous year, 551 cases in 2012 to
564 in 2013.Indiana experiered an increase in diseasgghtcases in 2012 to I&ases in 2013Figure
2 displays the number of confirmed cases by year for the prefii@ugears.

Figure 2: Meningococcal Invasive Disease
Cases by Year, Indiana, 2009-2013
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There is some seasonality to meningococcal disease. Case rates in the U.S. are highdst thieng t
winter and early springFigure 3demonstrates the Indiana trend with the number of cases by month.
The highest number of cases occurred in March and May 2013.

The highest incidence of meningococcal disease occurs in infants, young adutie alderly. During
2013, incidence rates were the highest among infasgsghan a year ol@.4) followed by children 5 9
years of age (0.5) and adults betweeri 69 years old0.4). Figure 4shows meningococcal incidence
rates for all age grqas in the state of Indiana.





























































































































































































