Infectious Disease Reporting in Ohio—
by Forrest W. Smith, MD, Senior State Epidemiologist and Socrates
Tuch, Assistant Counsel/HIPAA Privacy Officer

Ohio’s current infectious disease reporting is based upon expectations
first expressed in the 1919-1920 General Assembly. Responding to
the 1918 influenza pandemic, the Ohio General Assembly significantly
altered the structure of public health. In doing so, the General
Assembly put significant emphasis on establishing more uniformity and
coordination within and among public health’s authority and duties.

Generally speaking, “The [Department of Health] shall have
supervision of all matters relating to the preservation of the life and
health of the people....” R.C. 3701.13. To this end, “The [Director of
Health] shall investigate or make inquiry as to the cause of disease or
illness, including contagious, infectious, epidemic, pandemic or
endemic conditions, and take prompt action to control and suppress it.
R.C. 3701.14(A). Similarly, “Each board of health of a city or general
health district shall study and record the prevalence of disease within
its district and provide for the prompt diagnosis and control of
communicable diseases.” R.C. 3709.22. To accomplish these goals,
the revised code mandates the reporting of cases and suspected cases
of the diseases specified by law and the Public Health Council (PHC) at
the Ohio Department of Health (ODH). R.C. 3701.23 and 3701.34(A)
(1); see R.C. 3707.06.

Consisting of nine individuals appointed by the governor who serve in
staggered terms, the PHC meets at ODH on a near monthly interval.
Recently, the PHC adopted certain amendments to Chapter 3701-3 of
the Ohio Administrative Code with the intent to update infectious
disease reporting. The balance of this article provides a synopsis of
the infectious disease reporting rule revisions that became effective
January 1, 2009.
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From a national perspective, the Centers for Disease Control and
Prevention (CDC) publishes the list of National Notifiable Diseases
annually. This list can be found at:
www.cdc.gov/epo/dphsi/phs/infdis2008.htm. This listing is based
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Infectious Disease Reporting in Ohio—continued

upon recommendations from the Council of State and Territorial Epidemiologists (CSTE). Each state
and territory designates a “state epidemiologist” from the state health or territorial health department
who attends the annual national CSTE meeting in June. As part of the meeting, CSTE deliberates and
votes on “position statements” which contain recommendations for diseases to be reported and/or
changes in case definitions. These position statements must be unanimously adopted by roll-call vote
to become recommendations for CDC to consider in developing the National Notifiable Disease list. (A
listing of past adopted CSTE position statements and those pending for the coming year can be found

at www.cste.org.)

Following CDC'’s publication of the National Notifiable Diseases, each state then develops their own
reporting requirements based upon each state’s laws and processes. The incorporation of the newest
CDC revisions is not mandated to the States. Each State decides whether to include the new changes
in the National Notifiable Diseases list and any changes the State’s particular public health challenges
require.

Because of the dynamic challenges associated with “emerging infections,” ODH established an ODH
Ohio Administrative Code Infectious Disease Reporting Committee (OAC ID Committee) in early 2005
to review issues and offer recommendations. The reporting rules are dynamic and reflect on-going
changes related to electronic reporting initiatives and planning challenges inherent to infectious
diseases. Once proposed revisions are introduced, the PHC infectious disease reporting revision
process follows a six to nine month time frame. However, the total time frame for changes including
comment periods is highly variable. The general process is as follows:

Initially, OAC ID Committee recommendations are developed by consulting the current Nationally
Notifiable Diseases list and ODH infectious disease personnel.

OAC ID Committee recommendations are then discussed on the Wednesday 11 a.m. local health
department conference call in the late spring.

0 This discussion occurs prior to formally forwarding the recommendations to local health
jurisdictions for a thirty day review and comment period.

0 Comments and discussions are considered and addressed prior to further review.

When the public health discussions are completed, ODH’s Office of the General Counsel (OGC) then
posts the draft rules changes on the ODH website for an additional thirty day review and comment
period. The comments from these thirty days are then compiled and considered.

Once all the comments are considered and addressed, ODH then, with the Director of Health’s
approval, formally requests PHC propose to revise the rules.

At the first PHC meeting, ODH staff presents the proposed revisions to the members of PHC.

If PHC agrees to propose the revised rules, OGC files proposed rules on the Registry of Ohio
and forwards a public hearing notice to those on the official ODH mailing list.

ODH staff attends the PHC’s public hearing on the proposed revisions (the second PHC
meeting).

If there are no comments expressed or the comments are not significantly detrimental to
the revisions, the proposed rules are forwarded to the General Assembly’s Joint Committee
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on Agency Rule Review (JCARR) for its consideration.

ODH staff attends the JCARR hearing regarding the proposed rule change. If JCARR does not take
action against the rule revisions prior to the end of its jurisdictional time frame, the rules are
returned to ODH for any final action.

ODH staff attends the third PHC meeting at which time PHC votes on whether to adopt the pending
rules

o If PHC votes to adopt the proposed revisions, then OGC files the “final rules” and assigns the
effective date.

0 The effective date is usually a minimum of ten days after filing. ODH works to have OAC
infectious disease rule revisions effective on January 1 of the year subsequent to the final
adoption by PHC.

As the rule revisions are progressing, ODH staff works on changes to the Infectious Disease Control
Manual (IDCM), the Ohio Disease Reporting System (ODRS), and the “Know Your ABCs” document
to reflect the proposed changes.

Once the PHC process is completed, ODH staff works with local partners to disseminate awareness of
the revisions. ODH encourages local health jurisdictions to similarly work with their local constituents
to promote this awareness.

Decisions on which diseases are included in Ohio Administrative Code 3701-3-02 were based on the
following criteria: First, is the disease on the National Notifiable Diseases list and is the reporting of the
disease needed from a programmatic standpoint?

Much effort was exerted to refine the listing of reportable diseases. Following some initial concerns
related to the scope of “next business day reporting” and the reporting of “influenza-associated
hospitalization” voiced during the comment period, ODH sought additional responses through
development of a survey to local health and hospital-based colleagues during fall 2007. The January
2009 rule revisions incorporate suggestions noted during the survey process. These revisions include
maintaining the current disease reporting time frames: Class B.1. diseases are to be reported by the
“end of the next business day” and Class B.2. diseases “by the end of the work week.” Significant revi-
sions include the addition of “Influenza A-novel virus” to Class A and “influenza-associated hospitaliza-
tion” to Class B.2. diseases. There was a deletion of former “Class B” listing relating to the reporting of
aggregate influenza cases. Other recently enacted changes include:

Reorganization of the named reportable infectious diseases.
Accommodations for the increased use of electronic reporting.
Modifications in the isolation requirements.

Establish the Infectious Disease Control Manual (IDCM) as a standard.

Revisions from the previous 2006 listing include:

e Delete Class (A)(1).
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Add “Class (A)”.

Add “Influenza A — novel virus”.

Delete “Class (A)(2)” and “(A)(3)".
Add “(B)(1)” — former “(A)(2)".
Add “(B)(2)” — former “(A)(3)".

In new “Class (B)(1)”:
0 Delete “Foodborne disease outbreaks” (moved to “Class C”);
0 Delete “Lymphogranuloma venereum”;

0 Delete “Waterborne disease outbreaks” (moved to “Class C”).

In new “Class (B)(2)”:
o0 Delete “Ehrlichiosis”;
0 Delete “Encephalititis, other viral”;
0 Delete “Encephalitis, post-infection”;
Delete “Kawasaki disease (mucocutaneous lymph node syndrome)”;
Delete “Reye Syndrome”;
Delete “Rheumatic fever”;
Delete “Toxoplasmosis (congenital)”;
0 Add “Ehrlichiosis/Anaplasmosis”;
0 Add “Influenza-associated hospitalization”;
e Add “Lymphogranuloma venereum” under “Chlamydia infections”.
e Delete current Class B.

e Revision and redefinition “Class C” as the outbreak section.

The current Ohio Adm. Code Chapter 3701-3 rules can be found at the following Web address:
http://www.odh.ohio.gov/rules/final/f3701-3.aspx

The “Know Your ABC’s” document has been updated to reflect these changes. Please see attachment.
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The ODH Infectious Disease Control Manual (IDCM) is a document designed to assist public health and
health care providers in the reporting and controlling of infectious diseases of public health importance.
The IDCM offers the standard for processes related to infectious disease reporting and offers guidelines
for methods of control. The IDCM can be found at the following Web address:
http://www.odh.ohio.gov/healthResources/infectiousDiseaseManual.aspx

ODH would like to express our appreciation to all our partners in the continuing process to update

infectious disease reporting in Ohio. Meetings regarding future anticipated rule revisions are
already on-going.

If you have questions regarding the changes to the law regarding disease reporting, please contact
Dr. Forrest Smith at (614) 752-8454 or Socrates Tuch at (614) 466-4882.
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from the Ohio Administrative Code Chapter 3701-3; Effective January 1, 2009

Class A Diseases of major public health concern because of the severity of disease or potential for epidemic
spread - report by telephone immediately upon recognition that a case, a suspected case, or a positive
laboratory result exists

Anthrax Influenza A - novel virus Rabies, human Smallpox

Botulism, foodborne Measles Rubella (not congenital) Tularemia

Cholera Meningococcal disease Severe acute respiratory Viral hemorrhagic fever (VHF)
Diphtheria Plague syndrome (SARS) Yellow fever

Any unexpected pattern of cases, suspected cases, deaths or increased incidence of any other disease of major public health concern,
because of the severity of disease or potential for epidemic spread, which may indicate a newly recognized infectious agent, outbreak,
epidemic, related public health hazard or act of bioterrorism.

Class B (1) Diseases of public health concern needing timely response because of potential for epidemic
spread - report by the end of the next business day after the existence of a case, a suspected case, or a positive
laboratory result is known

Arboviral neuroinvasive and Chancroid Hepatitis B, perinatal Rubella (congenital)
non-neuroinvasive disease: Coccidioidomycosis Influenza-associated Salmonellosis
Eastern equine Cyclosporiasis pediatric mortality Shigellosis
encephalitis virus disease Dengue Legionnaires' disease Staphylococcus aureus,
LaCrosse virus disease E. coli O157:H7 and other Listeriosis with resistance or
(other California serogroup enterohemorrhagic (Shiga Malaria intermediate resistance to
virus disease) toxin-producing) E. coli Meningitis, aseptic (viral) vancomycin
Powassan virus disease Granuloma inguinale Meningitis, bacterial (VRSA, VISA)
St. Louis encephalitis Haemophilus influenzae Mumps Syphilis
virus disease (invasive disease) Pertussis Tetanus
West Nile virus infection Hantavirus Poliomyelitis (including Tuberculosis, including
Western equine Hemolytic uremic vaccine-associated cases) multi-drug resistant
encephalitis virus disease syndrome (HUS) Psittacosis tuberculosis (MDR-TB)
Other arthropod-borne disease  Hepatitis A Q fever Typhoid fever

Class B (2) Diseases of significant public health concern - report by the end of the work week after the
existence of a case, a suspected case, or a positive laboratory result is known

Amebiasis Cytomegalovirus (CMV) Hepatitis E Streptococcal disease,
Botulism, infant (congenital) Herpes (congenital) group B, in newborn
Botulism, wound Ehrlichiosis/Anaplasmosis Influenza-associated Streptococcal toxic shock
Brucellosis Giardiasis hospitalization syndrome (STSS)
Campylobacteriosis Gonococcal infections Leprosy (Hansen disease) Streptococcus pneumoniae,
Chlamydia infections (urethritis, (urethritis, cervicitis, pelvic Leptospirosis invasive disease (ISP)

epididymitis, cervicitis, pelvic inflammatory disease, Lyme disease Toxic shock syndrome (TSS)

inflammatory disease, neonatal pharyngitis, arthritis, Mycobacterial disease, other Trichinosis

conjunctivitis, pneumonia, endocarditis, meningitis, than tuberculosis (MOTT) Typhus fever

and lymphogranuloma and neonatal conjunctivitis) Rocky Mountain spotted Varicella

venereum (LGV)) Hepatitis B, non-perinatal fever (RMSF) Vibriosis
Creutzfeldt-Jakob disease (C]JD) Hepatitis C Streptococcal disease, Yersiniosis
Cryptosporidiosis Hepatitis D (delta hepatitis) group A, invasive (IGAS)

Class C Report an outbreak, unusual incidence, or epidemic (e.g., histoplasmosis, pediculosis, scabies,
staphylococcal infections) by the end of the next business day

Outbreaks:
Community
Foodborne
Healthcare-associated
Institutional
Waterborne
Zoonotic

NOTE: Cases of AIDS (acquired immune deficiency syndrome), AlDS-related conditions, HIV (human immunodeficiency virus) infection, perinatal
exposure to HIV, and CD4 T-lymphocytes counts <200 or 14% must be reported on forms and in a manner prescribed by the Director.



Know Your ABCs (Alphabetical Order) Effective January 1, 2009

Name Class Name Class
Amebiasis B2 Malaria B1
Anthrax A Measles A
Arboviral neuroinvasive and non-neuroinvasive disease B1 Meningitis, aseptic (viral) B1
Botulism, foodborne A Meningitis, bacterial B1
Botulism, infant B2 Meningococcal disease A
Botulism, wound B2 Mumps B1
Brucellosis B2 Mycobacterial disease, other than

Campylobacteriosis B2 tuberculosis (MOTT) B2
Chancroid B1 Other arthropod-borne disease B1
Chlamydia infections (urethritis, epididymitis, Outbreaks: Community, Foodborne, C
cervicitis, pelvic inflammatory disease, neonatal Healthcare-associated, Institutional, Waterborne,
conjunctivitis, pneumonia, and and Zoonotic

lymphogranuloma venereum (LGV)) B2 Pertussis B1
Cholera A Plague A
Coccidioidomycosis B1 Poliomyelitis (including vaccine-associated cases) B1
Creutzfeldt-Jakob disease (C)JD) B2 Powassan virus disease B1
Cryptosporidiosis B2 Psittacosis B1
Cyclosporiasis B1 Q fever B1
Cytomegalovirus (CMV) (congenital) B2 Rabies, human A
Dengue B1 Rocky Mountain spotted fever (RMSF) B2
Diphtheria A Rubella (congenital) B1
E. coli O157:H7 and other enterohemorrhagic Rubella (not congenital) A
(Shiga toxin-producing) E. coli B1 Salmonellosis B1
Eastern equine encephalitis virus disease B1 Severe acute respiratory syndrome (SARS) A
Ehrlichiosis/Anaplasmosis B2 Shigellosis B1
Giardiasis B2 Smallpox A
Gonococcal infections (urethritis, cervicitis, pelvic St. Louis encephalitis virus disease B1
inflammatory disease, pharyngitis, arthritis, Staphylococcus aureus, with resistance or

endocarditis, meningitis, and neonatal conjunctivitis) B2 intermediate resistance to vancomycin (VRSA, VISA) B1
Granuloma inguinale B1 Streptococcal disease, group A, invasive (IGAS) B2
Haemophilus influenzae (invasive disease) B1 Streptococcal disease, group B, in newborn B2
Hantavirus B Streptococcal toxic shock syndrome (STSS) B2
Hemolytic uremic syndrome (HUS) B1 Streptococcus pneumoniae, invasive disease (ISP) B2
Hepatitis A B1 Syphilis B1
Hepatitis B, non-perinatal B2 Er—— B1
Hepatitis B, perinatal B Toxic shock syndrome (TSS) B2
Hepatitis C B2 Trichinosis B2
Hepatitis D (delta hepatitis) B2 Tuberculosis, including multi-drug resistant

Hepatitis E B2 tuberculosis (MDR-TB) B1
Herpes (congenital) B2 Tularemia A
Influenza A — novel virus A Typhoid fever B1
Influenza-associated hospitalization B2 Typhus fever B2
Influenza-associated pediatric mortality B1 Varicella B2
LaCrosse virus disease (other California serogroup Vibriosis B2
virus disease) B1 Viral hemorrhagic fever (VHF) A
Legionnaires' disease B West Nile virus infection B1
Leprosy (Hansen disease) B2 Western equine encephalitis virus disease B1
Leptospirosis B2 T —— A
Listeriosis B1 Yersiniosis B2
Lyme disease B2




Suspect Measles (Rubeola) Case in Shelby County -

November 2008—nby Lou Ann Albers, R.N., Communicable Disease Nurse, Sidney-
Shelby County Health Department

Reference to measles can be found as early as
the seventh century and was described as
“more dreaded than smallpox” by the Persian
physician Rhazes. The virus was isolated in
human and monkey kidney tissue in 1954,
and the first live attenuated vaccine was
licensed for use in 1963.

Before vaccine was available, infection with
measles virus was nearly universal during
childhood and more than 90 percent of
persons were immune by 15 years of age.
Measles is still a common and often fatal
disease in developing countries. The World
Health Organization estimates there were
more than 30 million cases and 454,000
deaths from measles in 2004.

“Measles” is a term that is used loosely in the
community by the general public and, at
times, some healthcare providers. Measles is
an acute viral illness and is of major public
health concern. This disease is highly
communicable and transmitted airborne via
respiratory droplets and direct contact with an
infected person’s nasal or throat discharge.
Due to the virus’ communicability (potential
for epidemic spread) and potential severity of
the illness, it is classified as a Class A disease.
Class A diseases are declared to be dangerous
to the public health and are reportable. Class
A diseases are required to be reported to the
local health department by telephone
immediately upon recognition of a case, a
suspect case or a positive lab result (Ohio
Administrative Code 3701-3).

The childhood and adolescent immunization
program in the United States has resulted in a
greater than 99 percent decrease in the
reported incidence of measles since the
vaccine was first licensed in 1963. From 1997
—2004 the incidence of measles in the U.S.
has been low (37—116 cases reported per
year); consistent with an absence of endemic
transmission. However, cases of measles
continue to occur as a result of importation

from other countries. Almost half of the
imported cases occur in U.S. residents
returning from foreign travel. For these
reasons, very few healthcare providers in the
U.S. have seen measles or are familiar with
the symptoms and incubation periods.

The Shelby County measles experience began
on November 12, 2008, when a 33 year old
male patient was seen by a primary care
provider; the patient presented with fever,
body ache, headache and generally not feeling
well for about three to four days.

The individual was admitted to the hospital
and blood tests were ordered for measles IgM
and IgG antibody levels. The blood analysis
requested is so rarely done that the samples
were sent from the local hospital lab to a
regional reference laboratory; which, in turn,
sent the samples on to a reference laboratory
in Salt Lake City, Utah.

The patient was hospitalized from November
12 to November 17. The initial diagnosis was
unidentified viral meningitis and a possible
adverse reaction to a flu vaccination received
on November 5. A nonspecific viral rash was
mentioned in the hospital notes. The case of
viral meningitis was reported to the Sidney-
Shelby County Health Department (SSCHD) in
a timely manner and reported to Ohio
Department of Health (ODH) within the
specified time.

On November 19, the hospital faxed the
positive IgM and IgG lab results to the
primary care provider, and sent them to the
infectious disease physician on November 20.
This was two days after the patient was
discharged from the hospital. The local health
department was not informed of these lab
results until November 25; after ODH received
the results from the lab.

The SSCHD communicable disease nurse
notified appropriate SSCHD personnel
including the health commissioner, the
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November 2008—continued

director of nursing and the medical director.
The hospital infection control nurse (not aware
of the case) was notified and a plan of action
was discussed. Seventeen days had passed
since the onset of symptoms on November 8.
The incubation period for measles is 12—-17
days (generally 14 days). Thus, at this point,
the close contacts of the patient, particularly
family members, would potentially have been
showing signs of illness. To prevent disease,
contacts should have been prophylaxed with
MMR (measles-mumps-rubella) vaccine within
72 hours of exposure. Unfortunately, contact
information for the case-patient was not
available within that time period. A Shelby
County Health Alert was sent to all primary
healthcare providers in the county and to
health departments in surrounding counties.
The alert informed area health care providers
of the suspect measles case and to be alert
for any possible secondary cases.

The hospital infection control nurse investi-
gated possible contacts in the hospital. Sixty
contacts were identified with 47 employees
not requiring further action (vaccine status
and/or titers adequate) and 12 needing an
MMR or a titer (one contact was pregnant and
deferred vaccination until after delivery). The
hospital chose to be cautious and offered
vaccinations for any unprotected, exposed
staff.

Lou Ann Albers, R.N., SSCHD Disease Control
Nurse was able to establish contact with the
patient on November 26. Upon review of
symptoms, the patient did not remember a
dark red/brown rash consistent with measles;
however, he did remember a very faint rash
on his abdomen, chest and legs. He stated he
never had runny or draining eyes, only that
they were very sensitive to light. The patient
did have fever of 104 degrees Fahrenheit,
photophobia (eyes were sensitive to light),
headache and a stiff neck. There was no
history of foreign travel and no exposure to
anyone who had been traveling or living
abroad. He was in the hospital for five days
and was diagnosed with dehydration, viral

meningitis and pneumonia.

The patient’s family consists of two teenagers
(who have a history of two MMR vaccines
each), a three year old child with a history of
one MMR vaccine and a wife with a history of
one MMR vaccine. The patient recalled one
dose of MMR vaccine as a child. The
recommendation was to vaccinate the three
year old, the wife and the patient with booster
doses of MMR. The patient decided he would
discuss the recommendations with his wife
and call to schedule an appointment.

The SSCHD Disease Control Nurse was in
contact with ODH by phone multiple times to
provide updates. The final contact with ODH
was a telephone conference call; at which
time the patient was determined to be a
suspect case. The SSCHD Disease Control
Nurse requested blood work (IgG) from the
patient via the primary care provider and also
phoned all the labs for any remaining
specimen from the initial testing. To date, the
client has not completed the blood work and
there is no specimen left at any of the labs.
The client and his family did not receive their
MMR boosters. No secondary cases were re-
ported.

Protocol is followed when a disease report is
received at the local level. A positive result or
suspect case of a Class A disease is
investigated immediately at the local, state
and federal levels. It is for this reason that all
local health departments are available 24/7.
Providers considering these diseases in their
differential diagnosis and ordering these tests
should be aware of the required follow-up
procedures.

Post-script 2/11/2009:

In late January 2009, the patient was evaluated by
the infectious disease physician for complaints of in-
fluenza- like illness and labs for influenza A and B an-
tibodies were collected. At that time, the patient con-
sented to have a titer for measles IgG drawn as well.
The original measles antibody IgG completed on
11/19/2008 was positive at 2.08. A significant rise
between acute and convalescent serum IgG would
allow for confirmation of acute illness. The 1/22/2009
convalescent measles antibody IgG test value was
essentially stable at 1.97. The classification was
changed to “not a case” on 2/9/2009.
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The Vital Role of Collaboration at the Local, State and
Federal levels: Challenges of epidemiological and
regulatory investigations involving a local dialysis
center—uoy Jackie Napolitano, RS and Chris Kippes, MS, Cuyahoga County Board of Health

Background

The Cuyahoga County Board of Health (CCBH)
was notified by the Outbreak Response and
Bioterrorism Investigation Team (ORBIT) at
the Ohio Department of Health (ODH) on April
2, 2008, that a local dialysis center had
voluntarily closed due to several patients
having shaking chills, symptoms which can be
indicative of a bloodstream infection that may
have been acquired during dialysis. The
incident was initially reported by the dialysis
center on April 1. The report went to the ODH
Division of Quality Assurance (DQA). DQA is
part of the regulatory arm of ODH and
routinely inspects dialysis centers for
compliance with the statutes of the Ohio
Revised Code and the Ohio Administrative
code. Subsequent notification took place
between DQA and ORBIT.

Between February 28 and March 27, eight
patients were observed with pyrogenic reac-
tions during the course of their dialysis treat-
ment. A pyrogenic reaction is defined as fever

(+1°C) and/or rigors (chills) for no other
apparent reason during dialysis treatment.
Typically, these symptoms clear within hours
of the cessation of dialysis. As a result, blood
cultures were obtained from the eight patients
and were positive for one of the following
gram-negative waterborne bacteria:
Burkholderia cepacia, Pseudomonas
aeruginosa, Ralstonia pickettii, or
Stenotrophomonas maltophilia. These
bacteria are commonly found in soil and
water, and have been implicated in numerous
outbreaks involving hemodialysis.

Initial Investigation

As with most local health departments, the
investigative experience of CCBH staff
consisted largely of foodborne outbreaks and
diseases typical of institutional settings.
Investigating bloodstream infections at an
outpatient dialysis center presented a unique
challenge, especially given the complexity and
lack of familiarity with dialysis procedures.




The Vital Role of Collaboration at the Local, State and
Federal levels: Challenges of epidemiological and
regulatory investigations involving a local dialysis
center—continued

Therefore, CCBH staff sought guidance from
experts at ODH and the Centers for Disease
Control and Prevention (CDC).

CCBH conducted an initial field investigation at
the local dialysis center on April 2, and
discussed the results of this investigation with
ORBIT and CDC via conference call the
following day. This investigation consisted of
a general overview of hemodialysis and the
patient treatment area, as well as a review of
the water treatment process and the making
of dialysate (the dialysis solution). However,
because the dialysis center had voluntarily
closed, CCBH was not able to observe these
procedures described by the dialysis center
staff.

After several site visits by CCBH, multiple
conference calls with ORBIT and CDC and
discussions with the dialysis center staff,
corrective action steps and plans for
re-opening the center for treatment were
developed. Upon verification by CCBH that
the action steps had been completed, the
dialysis center re-opened for treatment on
April 21.

Due to the aggressive disinfection procedures
conducted by the dialysis center prior to the
epidemiological investigation, it was not
possible to definitively identify the source of
the bacteria nor was there an opportunity to
identify modes of transmission and other
etiologic factors associated with the illness
cluster. In order to ensure that the
unidentified source of the bacteria was no
longer present in the facility, the dialysis
center agreed to send positive blood cultures,
along with routine water and dialysate sample
results to CCBH for testing.

Request for EIS Officer

After the re-opening of the dialysis center, six
additional patients within a two month period
had positive blood cultures for one of the

gram-negative waterborne bacteria previously
mentioned. The first several cases that
occurred after the re-opening were initially
considered “colonized” with the bacteria
during the outbreak period. However, after
additional cases were reported to CCBH via
the blood culture data, this hypothesis
seemed unlikely.

As a result, CCBH contacted ORBIT to discuss
a revised course of action. After consulting
with ORBIT and CDC, it was decided that
another investigation at the facility would be
beneficial since the dialysis center was then
fully operational. This would allow
investigators to conduct observations during
patient care and provide insight into infection
control procedures; critical components to the
investigation that could not be conducted
previously. Since employees of CCBH did not
have any extensive experience in infection
control and/or hemodialysis, CCBH requested
on-site

assistance from ODH and CDC. ODH worked
with CCBH to formally request assistance from
the CDC/ Epidemic Intelligence Service. This
type of on-site assistance is called an
“Epi-Aid.”

Division of Quality Assurance
Notification

ODH/DQA is responsible for inspecting and
licensing all dialysis centers in Ohio. Thusly,
ORBIT immediately notified DQA of the
additional cases.

Simultaneously, the “Epi Team”* (consisting of

staff from the CCBH, ORBIT, and the CDC)
was starting the epidemiological investigation.
However, DQA was considering closing the
dialysis center. This presented the “Epi Team”
with several challenges. First, it was
confusing for the dialysis center to distinguish
between the distinct responsibilities of the
“Epi Team” and the regulatory role of DQA.




The Vital Role of Collaboration at the Local, State and
Federal levels: Challenges of epidemiological and
regulatory investigations involving a local dialysis
center—continued

Secondly, it was unclear to all whether DQA
was going to call for the dialysis center to stop
patient treatment, thus patient observation
(including observation of infection control
procedures) had become a time sensitive
issue. The ability to directly observe patient
care procedures was considered to be vital to
this second investigation.

While patient safety was the most important
factor for both the epidemiological and
regulatory investigations, the approach taken
by each team was considerably different.
Specifically, the “Epi Team” believed that the
benefit of conducting the investigation while
the center was operating outweighed the risk
of potential new exposures and new
infections. After some discussions, DQA was
also convinced that this benefit outweighed
the risks. The dialysis center remained open
and the “Epi Team” was able to conduct
patient observation and obtain the data
needed for a case-control study [the results of
which will be presented at the 19th Annual
Scientific Meeting of the Society for
Healthcare Epidemiology of America (SHEA) in
March 2009].

To date, it is believed that there were several
factors associated with the illness cluster. A
positive link between patient blood cultures
and the sodium bicarbonate of the dialysis
solution was genetically established. This fact
alone did not fully explain the outbreak as it
failed to identify the mode of transmission
that clearly went beyond the water treatment
and distribution system. There were also
inconsistencies with infection control practices
and patient care procedures that were
observed among the dialysis center staff. It is
hypothesized that these inconsistencies did
play a role in the mode of transmission
between the contaminated water source(s)
and the patients.

Furthermore, this outbreak clearly elucidated
the importance of collaboration at the local,
state and federal levels, as these three
entities relied on each other to provide critical
input during the investigation. Additionally, it
highlighted the continued need for developing
relationships between colleagues involved in
epidemiological and regulatory investigations.

Lastly, this investigation should serve notice
to all local health departments that even
though they are not directly responsible for
regulating dialysis centers, they clearly have a
role in this type of outbreak investigation.
Thus, now is the time begin developing
relationships: the time prior to the occurrence
of an outbreak.

Footnote:

1. The “Epi Team” consisted of: Dr. Clara
Kim (CDC), Dr. Sarah Schillie (CDC), Dr.
Priti Patel (CDC), Dr. Matt Arduino (CDC),
Dan Pastula (CDC), Dr. Mary DiOrio
(ODH), Sietske de Fijter (ORBIT), Jane
Carmean (ORBIT), Terry Allan (CCBH),
Chris Kippes (CCBH), Andrea Arendt
(CCBH), Jackie Napolitano (CCBH), Matt
Johnson (CCBH)




ORV, RRV, TVR and ABC: Rabies in Ohio—by scott H. 0'Dee, Ms,

Planner, Zoonotic Disease Program

In today’s fast paced world, we seem increasingly content to create acronyms and abbreviations for our
daily use, both inside and outside the workplace. We intermix a variety of terms daily such as ODH,
ZDP, HIV-STD, SNS, TBS, CNN, CBS, TBDBITL, OSU, BCS, BTW, LOL and FYIl. But some terms induce
a trip to Wikipedia; those such as ORV, RRV and TVR. When most people think about the Oral Rabies
Vaccination (ORV) project they assume it's ABC (All ‘Bout ‘Coons).

Both ORV and TVR (Trap-Vaccinate-Release) programs focus on creating a vaccinated population of
raccoons to stop the transmission and spread of rabies in Ohio. While raccoons are the primary
reservoir for raccoon-rabies variant (RRV), any mammal is capable of contracting and transmitting
rabies. Ohio had 20 RRV positive animals in 2007: 11 raccoons and nine skunks. In comparison,
Pennsylvania (which had RRV statewide) in 2007 had 407 terrestrial animals. RRV was found in 11
species including: raccoons, skunks, cows, sheep, cats, fox, bobcats, groundhogs, horses, dogs and
deer. Additional species with documented RRV infection in the U.S. has included; bears, beavers,
coyotes, fishers, goats, llamas, opossums, pigs, rabbits, river otters, chipmunks and a human.
Because RRV spills over into other species so easily, it's of major concern to animal and human health.

As RRV moved westward into Ohio in 1997, the collaborative ORV program involving ODH, the United
States Department of Agriculture (USDA), Animal and Plant Health Inspection Service, USDA Wildlife
Services (USDA WS) and local health departments (LHD) began. The

ORYV efforts in Ohio have centered on one cardinal tenet: contain
transmission and eliminate RRV from within Ohio’s borders. A barrier
along Ohio’s border with Pennsylvania and West Virginia was created
by using vaccine-laden baits to limit the transmission of RRV in
wildlife. The vaccine is distributed by airplane, helicopter and ground
vehicles. The barrier was breached in 2004. This event resulted in a
new epizootic focus in Lake County which expanded the operation to
include Cuyahoga, Geauga, Lake, Portage and Summit counties.

In 2008, ODH, USDA WS and LHDs distributed 1.35 million baits, both
fishmeal polymer and coated sachet (Figure 1), in 16 counties,
covering 3,865 square miles. A spring operation focused on the 2004
outbreak area. These five counties have been baited twice per year
since 2005. That area and the older established barrier from Lake
Erie to nearly Marietta, were again baited in September (Figure 2).
Thus far, the results of ORV operations have been very promising.

The continued spread of RRV into Ohio declined from 62 RRV positive
animals in 1997 to none in 2000. Only 1 positive raccoon was
identified in 2001 and 2002, and both were within 1 mile of the Ohio/
Pennsylvania border. With the introduction of RRV into naive areas
of Lake and Geauga counties, the number of RRV positive animals
spiked again in 2004. To date, ORV baiting has again led to a
decrease of RRV specimens in Ohio from 46 in 2004 to nine in 2008.

The ORV project is a novel approach to the RRV problem confronting
the entire eastern coast of the U.S. In addition, it’s a novel working
environment.




ORV, RRV, TVR and ABC: Rabies in Ohio—continued

Like postal workers, the personnel who conduct ORV operations must deal with inclement weather and
varied conditions. Hurricane remnants have flooded runways for days, late summer thunderstorms pop
up, freak spring storms dump a foot of snow, and other surprises (e.g., winds, birds, radio towers,
restricted flight zones) at times enter into the mix. The first day of flight operations in 2001 was 9/11!

For the flight crew, it’s difficult to fully describe the experience of spending four hours within a small
metal tube, warmed on a hot day, with 40,000 smelly fishmeal baits, flying at 150 knots, and 500 feet
above ground. ORYV flights can be both a hair and stomach raising experience. No one is immune to
the effects of motion sickness; but the planes don’t land until their flights are complete or crew
members literally cannot function due to sickness.

Another vaccination tactic was initiated in 2008 to concentrate on a “hot spot” in the Mentor area of
Lake County where RRV had infected numerous skunks. USDA WS trapped and vaccinated, via
injection, over 4,000 raccoons (Figure 3) between May 12 and October 31. The target area was broken
down into “quads” that consisted of six one square kilometer cells. The goal for each cell was to
vaccinate 65 percent of the raccoon population residing within that cell. Trappers used cage traps,
marshmallows and assorted lures to capture raccoons. Once a raccoon was captured, it's sex, relative
age and overall health was determined. Each animal was then tagged for identification before it was
released. All healthy non-target species (or non-raccoons) were released unharmed. Any animal that
showed signs of odd behavior, or had puncture wounds, was tested for rabies. USDA WS vaccinated a
total of 4,196 raccoons. Additionally, USDA WS identified and tested 138 raccoons that demonstrated
odd behavior or had puncture wounds; all 138 tested negative for rabies. However, one skunk tested
positive for RRV. With the addition of TVR to an already established ORV program, it is hoped that the
combined effect next year will be a marked decrease in the number of RRV animals within Lake
County.

With better vaccine baits and
distribution methods on the

. horizon, increased surveillance and
a host of control tools being
assembled, it appears that RRV
control may be improving.
Continued partnership with USDA
WS and the LHDs has provided
positive results, demonstrating that
RRV can be contained and possibly
eliminated in Ohio.

Questions regarding rabies
vaccine baiting can be directed
to the Zoonotic Disease Program
at (614) 752-1029.




Reported HIV/AIDS diagnosis in Ohio in 2007¢

HIV AIDS HIV/AIDS
Diagnosed” 814 162 976
PLWHA* 8173 7440 15613

®Data reported through December 31, 2008.

PHIV/AIDS diagnoses include persons with a diagnosis of an HIV infection (not AIDS), a
diagnosis of an HIV infection and later AIDS, and concurrent diagnosis of HIV infection and
AIDS.

“Persons Living with HIV/AIDS

Source: Ohio Department of Health, HIV/AIDS Surveillance Program

Quarterly Summary of Tuberculosis Cases, Ohio
Fourth Quarter, 2008*
January 1, 2008 - December 31, 2008

QUARTER YEAR
TUBERCULOSIS (TB) 49 213

* 2008 data include confirmed cases reported to the CDC. This report includes both
quarter-specific and year-through-quarter cumulative frequencies for tuberculosis.
Quarter is determined by count date, which is the date the ODH TB Surveillance
Program determines the tuberculosis suspect meets the CDC Surveillance Case
Definition for TB. All data in this report are provisional, but current as of January
14, 20009.

Source: Ohio Department of Health TB Surveillance



Quarterly Summary of Selected Reportable Infectious Diseases
Fourth Quarter, 2008*
September 28, 2008 — January 3, 2009

Reportable Condition Quarter Year
Amebiasis 12 32
Anaplasmosis 0 1
Botulism, Foodborne 3 3
Botulism, Infant 1 1
Campylobacteriosis 253 1,236
Coccidioidomycosis 4 13
Creutzfeldt-Jakob Disease (CJD) 1 6
Cryptosporidiosis 158 705
Cyclosporiasis 1 1
Cytomegalovirus (CMV), Congenital 5 13
Ehrlichia chaffeensis 1 7
Encephalitis, Post Infection 0 3
Encephalitis, Primary Viral S 11
Enterohemorrhagic Escherichia coli 0157:H7 46 157
Enterohemorrhagic Escherichia coli, Not 0157:H7 1 12
Enterohemorrhagic Escherichia coli, Unknown Serotype 5 35
Giardiasis 250 904
Haemophilus influenzae, Invasive Disease 27 135
Hemolytic Uremic Syndrome (HUS) 8 7
Hepatitis A 18 51
Hepatitis B, Acute 32 127
Hepatitis B, Chronic 426 1,573
Hepatitis B, Perinatal Infection 0 1
Hepatitis C, Acute 28 43
Hepatitis C, Past or Present 3,589 9,081
Hepatitis E 0 3
Influenza-Associated Pediatric Mortality 0 1
Kawasaki Disease 5 29
Legionellosis 51 269
Leprosy (Hansen Disease) 1 2
Listeriosis 10 29
Lyme Disease 10 48
Meningitis, Aseptic 230 774
Meningitis, Other Bacterial 18 59
Meningococcal Disease 8 40
Mumps 1 23
Pertussis 299 845
Rheumatic Fever 0 3
Rocky Mountain Spotted Fever (RMSF) 5 32
Salmonellosis 381 1,370
Shigellosis 767 1,927
Staphylococcus aureus, Intermediate Resistance to Vancomycin (VISA) 0 3
Streptococcal Disease, Group A, Invasive 38 262
Streptococcal Disease, Group B, in Newborn 13 55
Streptococcal Toxic Shock Syndrome (STSS) 2 13
Streptococcus pneumoniae, Invasive, Drug Resistant/Intermediate (all ages) 92 396
Streptococcus pneumoniae, Invasive, Drug Susceptible/Unknown (all ages) 240 846
Toxic Shock Syndrome (TSS) 2 4
Typhoid Fever 2 9
Varicella 688 2,404
Vibrio parahaemolyticus Infection 2 4
Vibriosis (Not Cholera) 1 5
Yersiniosis 12 47
Total 7,745 23,660

* 2008 data include confirmed, probable and suspected cases reported to the CDC. This report includes both quarter-
specific and year-through-quarter cumulative frequencies for each disease. Quarter is determined by the MMWR week
the case was sent to the CDC. This report includes only Class A reportable diseases. Data were reported to the Ohio
Department of Health via the Ohio Disease Reporting System. Some reportable conditions may be under investigation.
Therefore, all data in this report are provisional, but current as of January 5, 2009.

Source: Ohio Department of Health Infectious Disease Surveillance
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IDQ Announcements - Winter 2009

Beginning January 2009, ODH began using ODRS (Ohio Disease Reporting System) for reporting and case
management of sexually transmitted diseases (STD) and tuberculosis (TB). Local health jurisdictions are
encouraged to use ODRS to report STD and TB suspect and confirmed cases to ODH. In Ohio, there are six
STDs that are reportable: chancroid, chlamydia, granuloma Inguinale, gonorrhea, herpes simplex virus
(congenital only) and syphilis. In addition to TB, mycobacteria other than TB are also reported using ODRS.
For additional information about STD and TB reporting requirements, please refer to the Infectious Disease
Control Manual on the ODH Web site:
(http://www.odh.ohio.gov/healthResources/infectiousDiseaseManual.aspx).

For general information about ODRS, such as navigating the system or resetting your password, please
contact the ODRS Help Desk at (614) 752-5190 or ODRS@odh.ohio.gov. For STD-specific questions, please
contact Rhiannon Benroth-Richman at (614) 387-7475 or Rhiannon.Benroth@odh.ohio.gov. For TB-specific
information, please contact Debbie Merz at (614) 752-8507 or Debbie.Merz@odh.ohio.gov.

World TB Davy

World TB Day is March 24. This annual event commemorates the date in 1882 when Dr. Robert Koch
announced his discovery of M. tuberculosis, the bacterium that causes tuberculosis (TB).

Because many people are not aware of the impact of TB, local TB coalitions in many states and
countries convene educational and awareness activities related to World TB Day.

2009 World TB Day Commemoration (Ohio)
When: Tuesday March 24, 2009

Where: Ohio Department of Natural Resources
2045 Morse Road Columbus Ohio 43229-6693
Building E Assembly Center

Theme: Partnerships for TB Elimination

Topics: e Forming Medical and Social Partnerships
e Partnering with the Department of Rehabilitation and Corrections
e Basic Lab and microbiology
e ODH and Local Health Department partnerships and reporting
e How to interpret radiology reports
e TB Research works

For more information and registration, please contact the ODH TB Program at (614) 466-2381

Cervical Cancer Awareness Month

January is Cervical Cancer Awareness Month. Every day, about 30 women in the United States are
diagnosed with cervical cancer. Many cases of cervical cancer can now be prevented through
vaccination against HPV (human papillomavirus). Building awareness about HPV, the link to cervical
cancer and the vaccine can save lives.

Questions about HPV and other vaccines? Contact the ODH Immunization
Program: 614-466-4643.
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