Title 15 - Mississippi Department of Health
Part Il — Epidemiology
Subpart 01 —Office of the State Epidemiologist

CHAPTER 11 RULES AND REGULATIONS GOVERNING REPORTAB LE
DISEASE AND CONDITIONS

PREFACE

AUTHORITY FOR THE MISSISSIPPI STATE BOARD OF HEALTH TO
MAKE AND PUBLISH RULES AND REGULATIONS

Section 41-3-17, Mississippi Code of 1972 as aménde

"The State Board of Health is authorized to make @ublish all reasonable rules and regulations
necessary to enable it to discharge its duties mowers and carry out the purposes and
objectives of its creation, and reasonable sanitalgs and regulations, to be enforced in the
several counties by the county health officer utlersupervision and control of the State Board
of Health."

DEPARTMENT TO ESTABLISH AND MAINTAIN A CENTRAL CANC ER REGISTRY
Section 41-91-5, Mississippi Code of 1972 as aménde

1. "The department may establish and maintain a derdrecer registry for the state.

2. The cancer registry shall be a central data bamcadrate, precise and current information
that medical authorities agree serves as an inbluaol in the early recognition,
prevention, cure, and control of cancer."

Section 41-91-7, Mississippi Code of 1972 as aménde

1. The board may adopt rules and regulations thabdlaed considers necessary to implement
this chapter.

2. The board in its rules and regulations shall speti¢ types of information to be provided to
the cancer registry and the persons and entitiesam required to provide such information
to the cancer registry.

3. The Department may:
a. Execute contacts that the department considerssace

b. Receive the data from medical records of casearmfear that are in the custody or under
the control of clinical laboratories, hospitalsypitian(s) offices and cancer treatment
centers or other health care providers to recoddaanalyze the data related to those
diseases;



PENALTY FOR VIOLATING RULES AND REGULATIONS OF THE
MISSISSIPPI STATE BOARD OF HEALTH

Section 41-3-59, Mississippi Code of 1972 as ame&nde

"Any person who shall knowingly violate any of theovisions of this chapter, or any rules or
regulations of the State Board of Health, or argdeoror regulation of the Board of Supervisors
of any county herein authorized to be made, sletjdilty of a misdemeanor, and on conviction
shall be punished by a fine not exceeding five Ineddlollars or imprisoned in the county jail
not more than six months, or both."
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MISSISSIPPI DEPARTMENT OF HEALTH RULES AND REGULATI ONS
GOVERNING REPORTABLE DISEASES AND CONDITIONS.

DUTY TO REPORT

Each clinician including each physician, patholggisirse practitioner, medical
examiner; and coroner, laboratory director andnrdeian, in epizootic diseases, shall
report to the Department of Health any diagnosese oa suspected case of a reportable
disease or condition, including those hereinafsted, which he or she is attending, has
examined, or of which he or she has knowledge.oRgpn patients originating from
institutions (including but not limited to hospgand nursing homes) may be
coordinated through a designated person, such edeation control practitioner,
provided there is prior arrangement with the Msigigi Department of Health, Division
of Epidemiology. Such report shall include, unlegerwise specified, the patient's
name, address, age and/or date of birth, racettsexisease or suspected disease or
condition, the date of onset of the disease, metiiaibgnosis, and name of attending
clinician.

All reports so made are confidential. Reportsldi®imade as required for each class.
Case Report Cards for written reports are supphiegligh the local health department.
When a report to the local health department isargdtelephone or in person, the local
health officer or his or her designee shall bewasgble for preparing the Case Report
Card, and forwarding it to the Division of Epidetaigy.

The designated diseases and conditions listed peAgix A to the Rules and

Regulations Governing Reportable Diseases and Gonslishall be reported using the
following classifications. The list designating tleportable diseases and conditions shall
be published annually in the Mississippi Morbidrgport and is also available upon
request to the Division of Epidemiology.

100.01 Definitions.

1. Class 1 Diseases of major public health importance wisicall be
reported directly to the Department of Health dgglone within 24
hours of first knowledge or suspicion. Class kdses and conditions are
dictated by requiring an immediate public healpanse. Laboratory
directors have an obligation to report laboratamgdihgs for selected
diseases (Refer to Appendix C to the Rules and IReguns Governing
Reportable Diseases and Conditions).

2. Class 2 Diseases or conditions of public health impactaaof which
individual cases shall be reported by mail, teleghor electronically,
within 1 week of diagnosis. In outbreaks or otlieusual circumstances
they shall be reported the same as Class 1. €ldsgases and conditions
are those for which an immediate public health@asp is not needed for
individual cases. Laboratory directors have afgatibn to report
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laboratory findings for selected diseases (Reféypendix C to the
Rules and Regulations Governing Reportable Diseasg¢onditions.

3. Class 3 Laboratory based surveillance. Reported byriaiooy only.
Diseases or conditions of public health importaofcehich individual
laboratory findings shall be reported by mail, pélene, or electronically
within one week of completion of laboratory tesfér to Appendix C of
the Rules and Regulations Governing ReportableaBssand
Conditions.). Types of results deemed reportalalg be updated due to
changes in technology by the State Epidemiologishuadvice of the
Director of the Public Health Laboratory.

4. Class 4 Diseases of public health importance for whitimiediate
reporting is not necessary for surveillance or argfforts. Diseases and
conditions in this category shall be reported quarterly basis.

The State Epidemiologist; with the concurrencehef $tate Health Officer, when the
Board is not in session, may declare a diseaseratitton reportable for a specific length
of time, not to exceed 12 months. The Board di@lhformed of any action taken under
this provision at its next regular meeting. Thieim and purpose of this authority is to
allow rapid investigation of and response to newroerging threats to the health of the
public.

CASE DEFINITIONS

For reporting purposes, the criteria for diagnos$igeportable conditions shall be those
specified by the Council of State and Territoripidemiologists and the Centers for
Disease Control and Prevention, , as outlinederstirveillance case definitions
contained in Appendix B to the Rules and RegulatiGoverning Reportable Diseases
and Conditions.

DUTY OF LABORATORY DIRECTORS TO REPORT

It shall be the duty of the director or other pargocharge of any clinical laboratory in
the State of Mississippi or serving Mississippniians or institutions to notify the
Mississippi Department of Health of any laboratfingling as provided for in Appendix

A of the Rules and Regulations Governing Report8lideases for all classes of diseases
or conditions. The report shall in all cases ineltile name and location of the physician
or other health care provider ordering the tesiddition to the patient identifying
information specified in Section 100. Tests coasd reportable shall be those listed in
Appendix C to the Rules and Regulations GoverniagdRtable Diseases.

DUTIES OF LOCAL HEALTH OFFICER

The director of the local health department, addbal health officer, shall be

responsible for the control of communicable dissas®l other conditions within his or
her jurisdiction considered prejudicial to the palilealth. It shall be his or her duty to
collect and make reports as required to the Miggis®epartment of Health, to provide
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consultation services to physicians regarding comoable diseases, to advise and
consult with all others in matters relating to palblealth, and to investigate reports of
known or suspected communicable diseases or oftcamglwhich might be prejudicial

to the public health. It shall be his or her dgtyletermine in individual cases or groups
of cases whether to impose restrictions on theities of patients or contacts of persons
with a communicable disease and to fix the periodalation for such diseases. For all
the diseases listed in Section 100, Class 1 tha health officer shall, on first

knowledge or suspicion, conduct an investigatida all the circumstances and prescribe
such reasonable methods of control as may be etéclito minimize the danger of
further dissemination of the disease process. ni¢é@sures proposed in the sixteenth or
later edition of the Control of Communicable Dissm#anual, published by the
American Public Health Association shall be consadeas supplementary. In all matters
where there is disagreement as to diagnosis, igolat in any other situation where the
responsibility rests with the health officer, th@raon of the health officer shall prevail.

In the discharge of his or her duties, the hedfilker or designee shall not be denied the
right of entry to any premises nor shall he orisbelenied pertinent patient health
information and patient identifiers.

REPORTING OF PATIENTS WHO ABANDON TREATMENT

If any patient suffering from any of the diseasesanditions listed in Appendix A to the
Rules and Regulations Governing Reportable Diseasg¢onditions leaves the care of
his/her physician or leaves any hospital, and tmelition of the patient is considered
harmful to the public health, it shall be the dafyhe attending physician or
superintendent or other person in charge of thpitedgo report the circumstances to the
Department of Health, whether the case has beaiopsty reported or not.

SUSPECTS OR CONTACTS OF COMMUNICABLE DISEASES REQUIRED TO
SUBMIT TO EXAMINATION

The local health officer is authorized to examineat, and/or isolate at his or her
discretion or under the direction of the State He@lfficer any person who, on credible
information, is suspected of suffering from any commicable disease, or who is a
contact with a known case of such disease or maydagrier or have the disease in the
incubation or prodromal phase. Said suspect aiacbshall be notified in writing to
report to a reasonable place at a reasonable énsi€h examination. Should the
suspect or contact refuse to submit to examinatiisfactory to the health officer, said
suspect or contact shall be prosecuted at lawrtgpebcompliance and/or be isolated in a
manner prescribed by the health officer until taager of transmitting the disease in
guestion has passed. In the event that the afot@ned suspect or contact is a minor,
the parent or guardian shall be apprised of this faed requested to deliver said minor
for examination. In the event of refusal, the treafficer shall maintain action at law to
compel compliance of the parent or guardian aridipose isolation as necessary.
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PERSONS IN CHARGE OF CERTAIN BUSINESSES AND INSTITUTIONS
REQUIRED TO EXCLUDE CERTAIN PERSONS

When any superintendent or other person in chargeyschool or other institution,
whether public or private, or the person in charfyany establishment or business
dealing with perishable foods or foodstuffs for tilbonsumption knows or suspects
that any person attending or employed in said dehasiitution, or business is afflicted
with any disease transmissible under the condiggwasailing in that institution or
establishment, said person in charge shall exchelaffected person from attending or
working in said school, institution or businessilumt/she shall have been declared by
the health officer, or by medical certification aptable to the health officer, not to be a
significant threat to the health of others as altex the above mentioned disease.

FOOD HANDLING ESTABLISHMENTS

The production, processing, storage, handlingridigion and sale of food for human
consumption shall conform to the specificationshef current "Regulations Governing
Food Service Sanitation." Local authorities mapase additional, specific
requirements. It shall be the duty of the localltieofficer to investigate any potential or
actual disease occurrence in connection with faulhng and to impose any measures
he/she deems necessary for its control.

NOTIFICATION OF OTHER HEALTH CARE PROVIDERS

Any provider of health care services, including bat limited to physician, hospital, and
emergency clinic who refers or transfers a pate@inother provider of health care
services and who has knowledge that the patienbha®f the conditions listed in
Section 112 or carries the infectious agent theoeainy other disease or agent
transmissible under the circumstances of the cabe provided, shall advise the health
care service provider to whom the patient is ref@ior transferred of the presence of the
condition together with pertinent details as inthcdaby accepted standards of medical
practice.

NOTIFICATION OF THIRD PARTY INDIVIDUALS

In certain circumstances where such notificatios $ignificant potential for interrupting
the transmission of disease, the Department ofthighlrough its official representatives,
may notify a third party of the presence of a régdale disease in another person. Such
notification shall be subject to the prior approviithe State Health Officer or of the
State Epidemiologist, and shall take place onlyeuride following conditions:

109.01 Significant, medically recognized, and biologicgthausible potential for the
transmission of the disease involved must exiseutite circumstances;

109.02 The party to be notified:

1. Must be at significant risk of acquiring the dise@s question or of
aggravation of the disease by additional expodigedh notification does

Rules and Regulations Governing Office of theeSEgtidemiologist
Reportable Diseases and Conditions Department ioeEpology



110

111

not occur, and be potentially able to avoid suahgmission by realistic
means as a result of the notification; or,

2. Must stand irloco parentis or otherwise be responsible for the activities of
other persons whose activities could realistich#yexpected to produce
the potential for transmission of the disease beoindividuals, and such
notification would enable that person to take actidich could
realistically result in prevention of transmission;

3. Could, with such natification, aid in preventingther transmission of the
disease by offering testimony in a judicial prodagctoncerning the
infected individual’s violation of an order of tiississippi Department
of Health.

Such notification shall always be dependent omptiesence of a disease that can be
transmitted under the circumstances involved, anere/there either is no other practical
means of limiting transmission or where notificatgrovides such a significant
advantage over other means of attempting to rettanemission that in the opinion of
the State Health Officer or the State Epidemiolpgistification is warranted.

NOTIFICATION OF EMERGENCY MEDICAL SERVICE PROVIDERS -
POSTEXPOSURE

When in the course of providing emergency sernvicem individual, an emergency
medical technician, firefighter, peace officerotiner provider of emergency services
comes into direct bare-skin contact with the patdnood or other internal body fluids,
and the patient is transported to a medical canétja the emergency medical services
provider shall notify the medical facility of théolod exposure. Notification shall be in
writing and shall include the date and time ofélxposure, a description of the nature of
the exposure, and the circumstances under whagttirred. If the medical facility to
whom the victim is delivered learns during that &kion or episode of treatment that the
patient has one of the conditions listed in Sectib® or carries the causative agent
thereof, the medical facility shall then advise ¢éimeergency medical service worker who
was exposed as to the condition which was preaedtthe need for any protective
measures to be taken. The hospital shall retdineipatient's medical record a copy of
the written notification by the emergency mediaigces provider of the exposure. The
emergency service provider and/or the agency talwhe or she is employed shall not
disclose any patient identifying information prostlunder this section to any other
person or agency.

PREVENTION OF BLOODBORNE PATHOGENS DURING EXPOSURE-
PRONE PROCEDURES

The Guidelines for Prevention of Transmission ofitdim Immunodeficiency Virus and
Hepatitis B Virus to Patients during Exposure-Prbmasive Procedures published by
the Centers for Disease Control and Preventiori beahe guidelines followed in all
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applicable circumstances in the State of Mississifpopies of these guidelines may be
obtained by contacting the Division of Epidemiolag}y601-576-7725.)

BLOODBORNE AGENTS

The State Board of Health declares the followirggdses and/or infectious agents,
transmissible by blood or body fluids, to requite tise of appropriate blood and body
fluid precautions, including notification of othleealth care personnel, emergency
medical personnel, and providers of post-mortemices as indicated by accepted
standard of medical practice or required by law.

Bloodborne Agents

Rocky Mountain Spotted
Anthrax Fever

Hepatitis B Syphilis

Hepatitis C Tularemia
Human Immunodeficiency
Virus (HIV) infection Viral Hemorrhagic Fever

Malaria Plague

TESTING FOR HUMAN IMMUNODEFICIENCY VIRUS INFECTION

Testing for infection with human immunodeficiendyus (HIV) shall be performed only
under the following conditions:

113.01 No individual or agency shall perform screeningges collect specimens for
the performance of such tests without either thityato perform appropriate
confirmatory tests, such as fluorescent antibodgstéfn blot, or other tests
accepted as confirmatory by the State DepartmeHeatth, or arrangements to
have such confirmatory tests performed.

113.02 Individuals tested for HIV infection shall be natifl of the results of the testing
only upon completion of appropriate confirmatorysecond level test such as
fluorescent antibody, Western blot, or other tastsepted as confirmatory by
the State Department of Health.

113.03 No testing shall be performed without appropriaistgest counseling of
individuals tested.

IMPORTATION OF WILD ANIMALS

Any wild animal (including but not limited to raceos, skunks, foxes, prairie dogs and
ferrets) known to be capable of harboring and trattsig any disease which may affect
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humans (such as rabies), or of harboring the vedbarh transmits the iliness (such as
plague), from an area or farm enzootic for thaedls, shall not be imported into the state.

115 STORAGE OF BIOLOGICALS

All local health offices, pharmacies, drug stomgsothecary shops, wholesale drug
houses and other entities or institutions locatédimthe State of Mississippi and selling
or offering to sell or furnish to the public certdiiologicals to be used for the purpose of
preventing or curing disease shall maintain refiagjon systems in which said
biologicals shall be stored at all times. The temafure of the refrigeration system shall
not be above 46° F at any time. In the compartroktite refrigeration system where
biologicals are stored, a standard thermometel Bbao placed in a fixed position as to
indicate the average temperature of the storag@adment. Except for oral polio
vaccine, varicella vaccine and other biologicalsolvimust remain frozen until time of
use, products should not be placed against icemmdand maintained at temperatures
below 35° F.

116 SPECIFIC DISEASE CONTROL MEASURES

The following measures shall be used to contrgrerent the included diseases of
public health importance. The measures propos#tkeisixteenth or later edition of the
Control of Communicable Diseases Manumlblished by the American Public Health
Association shall be considered as supplementary.

116.01 Anthrax
1. Class 1 case report required.
2.  Human infections:

3. Any person infected with anthrax shall be isolatatll all lesions are
healed or the diagnosis disproved to the satisfacif the health officer.
All lesion discharges shall be subjected to coreurdisinfection in a
manner acceptable to the health officer.

116.02 Brucellosis (Undulant Fever)

1. Class 2 case report required.

2. Whenever the local health officer shall have reasmuspect that any
dairy herd may be infected with brucellosis he/sihal prohibit the
movement, sale or giving of milk from the herd uttie herd is proven
free of brucellosis by veterinary certification aptable to him/her. Milk
shall be from dairy herds under a brucellosis eattin program
complying with requirements set forth in the cutrelississippi State
Board of Health Regulations, and the Mississipgp&ément of Health's
"Policies and Procedures Governing the ProductiehSZale of Milk and
Milk Products."
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116.03 Benign Brain Tumors

1. Class 4 case report required.

10

2. The term brain-related means a listed primary tufwhether malignant
or benign) occurring in any of the following sit€ksted refers to those
terms listed in ICDO)

a. The brain, meninges, spinal cord, cauda equinearaat nerve or
nerves, or any other part of the central nervossesy.

b. The pituitary gland, pineal gland, or craniophamaigduct.

3. Brainincludes:

a.

J.

Cerebrum (C71.0)

Frontal Lobe (C71.1)

Temporal Lobe (C71.2)

Parietal Lobe (C71.3)

Occipital Lobe (C71.4)

Ventricle (C71.5)

Cerebellum (C71.6)

Brain Stem (C71.7)

Overlapping lesion of the brain (C71.8)

Brain NOS (C71.9)

4. Meninges include:

a.
b.

C.

Cerebral Meninges (C70.0)
Spinal Meninges (C70.1)

Meninges NOS (C70.9)

5. Spinal Cord (C72.0)

6. Cauda Equina (C72.1)

7. Cranial Nerves include:
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a. Olafactory Nerve (C72.2)
b. Acoustic Nerve (C72.4)
c. Cranial Nerves NOS (C72.5)
8. Other CNS (C72.8, C72.9)
9. Pituitary Gland (C75.1)
10. Craniopharyngeal duct (C75.2)
11. Pineal Gland (C75.3)

Tumors of the sites described, benign, borderinée, malignant, are reportable
for cases diagnosed Januaryl, 2004 forward. Th®TDcodes for benign and
borderline intracranial and CNS tumors are as ¥adto

ICD-9-CM Case finding Codes for
Benign and Borderline Intracranial and CNS Tumors
ICD-9-CM Code Description of Neoplasm

225.0 Benign neoplasm of brain

225.1 Benign neoplasm of cranial nerves

225.2 Benign neoplasm of cerebral meninges; cdrebra
meningioma

225.3 Benign neoplasm of spinal cord; cauda equina

2254 Benign neoplasm of spinal meninges; spinal
memingioma

225.8 Benign neoplasm of other specified sitehef t
nervous system

225.9 Benign neoplasm of nervous system, part
unspecified

227.3 Benign neoplasm of pituitary, craniopharymgea

duct, craniobuccal pouch, hypophysis, Rathke’s
pouch, sella turcica

227.4 Benign neoplasm of pineal gland, pineal body

237.0 Neoplasm of uncertain behavior of pineal gland
Craniophryngeal duct

237.1 Neoplasm of uncertain of pineal gland

237.5 Neoplasm of uncertain behavior of brain gidas
cord

237.6 Neoplasm of uncertain behavior of mening&3SN
cerebral, spinal

237.70 Neurofibromatosis, Unspecified von
Reckinghausen’s Diseases

237.71 Neurofibromatosis, Type One von Reckinghalgse
Disease
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ICD-9-CM Case finding Codes for
Benign and Borderline Intracranial and CNS Tumors
ICD-9-CM Code Description of Neoplasm

237.72 Neurofibromatosis, Type Two von
Recklinghausen’s Disease
237.9 Neoplasm of uncertain behavior of other and

unspecified parts of nervous system, cranial nerves

116.04 Cancer
1. Class 4 case report required

2. All carcinomas, sarcomas, leukemias, and lymphamaso be reported
according to the following ICD-9-CM codes:

a. 140.0-208.9 Malignant Neoplasms (excluding 173.@3.9
Skin)

b. 230.0-234.9 Carcinoma In Situ (excluding 233.5 Gf Cervix)

3. All confirmed cancers with a behavior codeAdt” (in-situ) orA 3"
(malignant) in the International Classificationteases for Oncology,
Second Edition (ICD-0-2) are reportable neoplaskiewever, the
following skin cancers and carcinoma in-situ of tleevix uteri, as coded
in ICD-0-2, areexcludedfrom reporting:

a. 8000 - 8004 Neoplasms, malignant, NOS (not otherwis
specified) of the skin (C44.0-C44.9)
b. 8010 - 8045 Epithelial carcinomas of skin (C44@44.9)

C. 8050 - 8082 Papillary and squamous cell carcinamhéise skin
(C44.0 - C44.9)

d. 8090 - 8110 Basal cell carcinomas of any site eixgepital sites

NOTE: Skin cancers in the genital sites are regjdetsince they are more likely
to metastasize than the usual carcinomas of time ski

4. 8010/2 Carcinoma in situ, NOS and intraepithel@acmoma,
NOS of the cervix uteri (C53.0 - C53.9)

5. 8070/2 Squamous cell carcinoma in situ, NOS; epidét
carcinoma in situ, NOS; intraepidermal carcinom@3\land
intraepithelial squamous cell carcinoma of the isenteri (C53.0 -
C53.9)
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Basal or squamous cell carcinoma originating in the
following sites shall be included:

Lip C00.1 - C00.9

Anus C21.0

Labia C51.0-C5h1.1
Clitoris C51.2

Vulva C51.9

Vagina C52.9

Penis C60.0 - C60.9
Scrotum C63.2

Each record shall provide a minimum set of datastevhich meets the uniform
standards recommended for the National Progranaot€ Registries by the
North American Association of Central Cancer Regst(NAACCR). [Refer
to Section 41-91-7(2) (b), Mississippi Code 1972am®ended. See Preface]

116.05 Diphtheria
1. Class 1 case report required.

a. Every case or suspected case of diphtheria shadbkated until 2
cultures from the throat and 2 from the nose tal@ress than 24
hours apart and not less than 24 hours after atiliherapy fail to
show diphtheria bacilli. Where culturing is imptiaal, isolation may
be ended after 14 days of appropriate antibiogiatnent. In
suspected cases, isolation may be terminatedafdabry and clinical
findings fail to confirm the diagnosis.

b. All articles in contact with a patient and all altis soiled by
discharges of a patient shall be disinfected quatied of in a manner
acceptable to the health officer.

c. At termination of isolation, the quarters shall argb terminal
disinfection.

d. All close contacts should have cultures taken dodisl be kept
under surveillance for 7 days. Adult contacts vehoscupation
involves handling food or close association witiidren must be
excluded from these occupations until shown bydyaaibgical
examination not to be carriers.

116.06 Foodborne lliness

1. Class 1 case report required for outbreaks. Sowdbbrne diseases
require case reports for a single case see Appénttixhe Rules and
Regqulations Governing Reportable Diseases.
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a. Whenever the local health officer shall know ofaspect the
existence of an outbreak of illness due to foodatibn or food
poisoning, he/she shall conduct an immediate inya&sbn of all the
circumstances.

b. The local health officer shall prohibit infectedmmtentially infected
persons from engaging in the preparation or hagdiirfoods or
foodstuffs until said health officer is satisfidtat said persons are
free of pathogenic microorganisms.

c. The local health officer shall, upon investigatipmhibit practices in
preparation, processing, storing or handling ofifoo foodstuffs
which are known or may be reasonably inferred todyeucive to
food poisoning.

d. The local health officer shall require complianéelbpersons or
firms with at least the minimum sanitary requiretsest the
Mississippi State Board of Health in regard tophgsical plant in
which or from which perishable foods or foodstu# affered to the
public.

116.07 Hepatitis
1. Class 1 case report required for hepatitis A.

a. Patients with hepatitis A should be questionedasitether they
work as a foodhandler (including voluntary workdamhether they
have children in the household who attend a daywameer. This
information shall be a part of the case report.

b. The local health officer shall prohibit personseitted or potentially
infected with hepatitis A from engaging in the paegtion or handling
of foods or foodstuffs until said health officersatisfied that said
persons are free of hepatitis A virus.

2. Class 2 case report required for acute viral hepatiher than hepatitis A.

116.08 Hansen's Disease (Leprosy)

1. Class 3 case report required.

a. Treatment in the United States Public Health Sertdospital,
Carville, Louisiana, will be required only if arrgements are not
made in consultation with the Mississippi DeparttrafrHealth for
local treatment.
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b. Contacts of infectious cases are to be examinatidofealth officer
or his/her designee at yearly intervals for 5 yediesr contact is
broken.

116.09 Measles

1. Class 1 case report required. Effective outbresirol is dependent on
immediate telephone report of individual cases.

116.10 Meningitis

1. Class 1 case report required for meningococcaHa®mophilus
influenzaetype b meningitis or other forms of invashdisease, since
chemoprophylaxis for high risk contacts is provitigdthe Department of
Health.

116.11 Ophthalmia Neonatorum (Neonatal Gonococcal Ophtiaalm

1. All physicians and midwives attending births mumsttall in the eyes of
the newborn 1 drop of a 1 percent solution of sihigrate within 1 hour
after birth except that physicians may elect topesacillin or other
antibiotics in the manner and after the technigb&klwmay from time to
time be generally accepted by the medical professsobeing at least as
effective as 1 percent silver nitrate.

116.12 Poisoning

1. Class 2 case report required for individual cases. the purpose of
reporting, poisoning includes, but is not limitedceses involving
observable clinical symptomology or significannatial laboratory
changes as a result of over exposure to drugseholig products,
pesticides, agricultural or industrial chemicalanps, venomous animals
or any other toxicant. Reports made to the MiggsfRegional Poison
Control Center at the University of Mississippi Neal Center in Jackson
(1-800-222-1222) will satisfy this requirement.

116.13 Rabies
1. Class 1 case report required.
2. Control in Animals

a. The Mississippi Department of Health subscribethéoCompendium
of Animal Rabies Control, parts I, Il, and I, paed annually by the
National Association of State Public Health Vetarians. The

! usually presenting as meningitis or septicemia, or lessnamly as cellulitis, epiglottitis, osteomyelitis,
pericarditis or septic arthritis.
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provisions of this compendium have been endorsetidDC, U. S.
Public Health Service, Department of Health and Hnr8ervices;
the American Veterinary Medical Association; theu@all of State
and Territorial Epidemiologists; and other publndgrivate
agencies. The current Compendium is presentegppsmlix D to
the Rules and Regulations Governing Reportabled3&s&The
following are state specific modifications to ther@pendium.

3. Vaccine Administration

a. All animal rabies vaccines are restricted to userynder the
supervision of a veterinarian or person specifjcidiensed or
designated by the State Board of Health to adneinistbies vaccine.

4. Vaccine Selection

a. The current Compendium lists vaccines licensedi$erin the United
States. Only licensed vaccines shall be used. iNesselected for
immunizing dogs and cats shall be licensed as gioyi3-year
immunity.

5. Wildlife Vaccination

a. Vaccination of wildlife is not recommended sincevaacine is
licensed for use in wild animals. Offspring of dvdnimals bred with
domestic dogs or cats are considered wild animals.

6. Pre-Exposure Vaccination (Dogs and Cats)

a. All dogs and cats shall be vaccinated against sadti¢hree months of
age, revaccinated one year later and every thraes yleereafter, using
a rabies vaccine approved as providing a 3 yearinity

7. Post-Exposure Management

a. Any animal bitten or scratched by a wild, carnivesanammal or bat
that is not available for testing should be regdrale having been
exposed to rabies.

b. Dogs, Cats, and Ferret&Jnvaccinated dogs, cats, and ferrets exposed
to a rabid animal should be euthanized immediatélyhe owner is
unwilling to have this done, the animal should eed in strict
isolation for 6 months and vaccinated 1 month leefiing released.
Animals with expired vaccinations need to be evadan a case-by-
case basis. Dogs, cats, and ferrets that arentlyrk@ccinated should
be revaccinated immediately, kept under the owrwartgrol, and
observed for 45 days.
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8. Management of Animals that Bite Humans

a. A healthy dog, cat, or ferret that bites a perdmailse confined and
observed for 10 days in a manner acceptable ttad health officer
or his or her designee. Rabies vaccine shall ea@atdministered
during the observation period. Such animals sre#\maluated by a
veterinarian at the first sign of illness duringhinement. Any
illness in the animal shall be reported immediatelthe local health
department. If signs suggestive of rabies develapanimal shall be
euthanized, its head removed, and the head shipet
refrigeration to the Department of Health Laboratior examination.
Any stray or unwanted dog, cat, or ferret thatdaegperson may be
euthanized immediately, in lieu of 10 days of olsagon, and the
head submitted as described above for rabies exsiom

b. Animals other than dogs, cats, or ferrets that iriglve exposed a
person to rabies should be reported immediatellgddiealth
department. This is not to include low risk anisnsiich as small
rodents and lagomorphs (e.g., squirrels, rats, ,mgiebils, and
rabbits). Prior vaccination of an animal doespretclude the
necessity for euthanasia and testing if the pasfodrus shedding is
unknown for that species. Management of animdiserahan dogs,
cats, and ferrets depends on the species, thenstances of the bite,
the epidemiology of rabies in the area, and thadg@nimal’'s history,
current health status, and potential for exposuralties. The need
for euthanizing and testing the animal shall bedéztupon
consultation with the Division of Epidemiology. $eéexposure
management of persons should follow the recommenrdabf the
ACIP.

116.14 Sexually Transmitted Diseases - General

1. Any person known or suspected of having syphilsagrhea, Chlamydia,
chancroid, human immunodeficiency virus (HIV) onet sexually
transmissible disease (STD) or suspected of hayéeg exposed to
syphilis, gonorrhea, Chlamydia, chancroid, HIV trey STD shall submit
to examination as provided in Section 103. Anysperwho, after due
notification, fails or refuses to report for examtion at the time and place
designated by the health officer shall be submgrrosecution and the
local health officer or the Mississippi DepartmehHealth or its
representative may make an affidavit of such fadt@ause the issuance
of a warrant returnable before any court of commigteisdiction. All
records and reports herein required shall be kepecret files and
disclosed only as required before the court (Seetib23-29, Mississippi
Code of 1972 as amended.).
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2. It shall be the duty of the local health officerhas or her representative to
conduct effective epidemiological actions includingial and follow up
interviews, rapid contact and suspect referral ¢éalical examination,
satisfactory determination of the source of patiefgction and all
subsequent infections, and appropriate administraif prophylactic
treatment to all at risk critical period contacts.

3. Case reports of genital Chlamydia, gonorrhea, atwésheand syphilis shall
include date, type of treatment and dose, or ifreatment has been
initiated.

4. Syphilis
a. Class 1 case report required.
b. General

I. Any reactive serologic test for syphilis (STS) $he&l reported to
the State Department of Health by the laboratorjopaing the
test. Report shall include test result, patiemisie, age, race, sex,
and address, and name of physician ordering the tes

i. RPR or VDRL> 1:8 - Class 1 case report required.

ii. Any reactive STS in persons 10 years of age or
younger - Class 1 case report required.

iii. RPR or VDRL> 1:4 - Class 2 case report required.
MDH "Laboratory Log Sheet" or a form providing
all the same information may be used.

c. Premarital

i. Every applicant for a marriage license in the Stéiielississippi
must have a blood test for the detection of syplpitior to but not
more than 30 days before application for a marriegase is
made. Said test must be performed by a laborampyoved by
the Mississippi Department of Health and must berpreted by a
duly licensed physician in order to carry out thient of Section
93-1-5(e), Mississippi Code of 1972 as amendeds iffiormation
must be supplied to the applicant in duplicate steadard
medical certificate form supplied by the Mississipepartment of
Health except that certificates issued under simalas in other
states shall be acceptable.

i. If the applicant's blood test for syphilis is reaet
the interpreting physician shall, before signing th
certificate, require such additional testing,
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evaluation and/or treatment of the applicant as
he/she may deem necessary to carry out the intent
of the law in regard to the transmission of syghili

Medical certificates for premarital purposes may be
secured by the applicant from any duly licensed
physician or county health department in the State
of Mississippi or in any other state or territory
where the requirements in this respect are not less
than those of the State of Mississippi.

Applicants in the State of Mississippi for the
premarital certificates shall present themselves to
the physician of their choice, or to any health
department. The physician or health department
shall collect from the applicant a specimen of dloo
suitable for use in performing a standard serologic
test for syphilis and said specimen of blood shall
submitted to a laboratory approved by the
Mississippi Department of Health (refer to section
iv, below) for the performance of such tests.

The Mississippi Department of Health no longer
maintains a list of approved laboratories for
premarital testing. The U.S. Department of Health
and Human Services Clinical Laboratory
Improvement Act (CLIA '88) regulations (and
equivalent programs for military, Public Health
Service, and VA laboratories) now cover all clinica
laboratories in the U.S. Any laboratory currently
registered under one of these programs and
approved in the area of syphilis serology is deemed
acceptable to perform blood test for syphilis teme
the premarital testing requirements of the State of
Mississippi.

Serologic tests for syphilis approved by the
Mississippi Department of Health for the purpose of
premarital testing are: VDRL, RPR, RST and USR,
providing the tests are performed in accordance
with the published technique as described by the
United States Public Health Service's current
Manual of Tests for Syphilis or approved
supplements.

Laboratory data forms acceptable to the laboratory
performing the test shall accompany the specimen

Office of theeSEgtidemiologist
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of blood, provided that all data forms submitted
under the laws of Mississippi relating to premaérita
requirements shall have conspicuously written or
imprinted on their face the word "Premarital;" in
addition, the name and address of the physician or
health department submitting the specimen, and the
name and address of the laboratory performing the
test. A copy of the completed laboratory data form
shall be returned to the physician or health
department submitting the blood specimen.

vii. Upon receipt of the laboratory data form by the
physician or health department, the physician or
health officer shall examine the laboratory data
form and prepare an original and one copy of the
premarital certificate. In the event of reactive o
weakly reactive reports on the laboratory data
report, it is expected that the physician or health
officer will take such necessary steps as to ensure
the accuracy of the medical certificate. The
completed certificate shall be given to the applica

116.15 Tetanus
1. Class 2 case report required.

2. Grazing of livestock or use of manure on athlaetdk, public parks,
playgrounds, or school lots is prohibited.

116.16 Tuberculosis
1. Class 1 case report required.
2. Human Infections:

a. The local health officer shall determine and prigcfor individual
cases and contacts the isolation, quarantinectstrs and/or
treatment necessary for their protection and thatleer people.
Should any patient fail to observe the isolatioritrods prescribed by
the local health officer, said health officer stplrantine the patient
in writing and prescribe therein the procedurelsaaarried out by
said patient. Should the patient break his/heraniae restrictions,
the local health officer may apply by letter ouitligp the
circumstances to the Executive Secretary of thesiSsgopi State
Board of Health and request approval of proceediog®@mmit the
patient to a hospital. Upon approval by the ExeeuSecretary of the
Mississippi State Board of Health, the local healficer may initiate
proceedings as provided by law for the forcible notment of the
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patient. (Sections 41-35-5, 41-33-7, Mississippd€ of 1972 as
amended.)

3. Control in Animals:

a. Bovine tuberculosis may be transmitted to man lbgciied cattle
through close contact or the consumption of ravkmMilk shall be
from dairy herds that comply with tuberculosis regunents set forth
in the current Mississippi State Board of Healtlg&ations, and the
Mississippi Department of Health "Policies and Rhaes
Governing the Production and Sale of Milk and M#lloducts."

116.17 Typhoid Fever

1. Class 1 report required.

a. In case of typhoid fever, isolation shall be maimed for not less than
4 weeks from date of onset, and urine and fecearegl for release
from isolation shall not be taken earlier. Relefagm isolation and
health department supervision shall be on the ledsist less than 3
consecutive negative cultures obtained from auitateid specimens
of feces taken not less than 24 hours apart st &ahours after any
antibiotic , and not earlier than one month afteset. If any one of
this series is positive, a temporary carrier stahgl be considered
established.

b. During the first 6 months of the temporary cargtus, the patient
may again be tested for release by securing netlhes 3
consecutive negative cultures obtained from auit&ted specimens
at intervals of 1 month. If the patient is postat the 6th month or if
no test is made, the case is classed as a perncraet. Final
release from permanent carrier status must bethéladvice and
consent of the State Epidemiologist, and cann@oibsidered unless
3 consecutive monthly cultures obtained from auibated
specimens collected at least 48 hours after anlgiatit, have been
negative on examination by the Department of Headihoratory or
other laboratories approved by the Department @litHe

c. Whenever the typhoid carrier status shall be dedlay the local
health officer and there is no patient historyyghtoid during the
preceding year, the patient shall be classed asmgmnent carrier.

d. No person classed as a carrier shall engage iflihgrad foods or
foodstuffs for public consumption, nor shall suer@r offer to
perform such services for any family (other thasmdri her own) or for
any other group or institution, either private abfc. No such
carrier shall engage in providing domestic servioesire or provide
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direct client care in a nursing home or child dageccenter without
the advice and written consent of the health office

e. When any person is declared to be a carrier ofdyghlthe local
health officer shall collect pertinent informatiahout the carrier.
The necessity for imposing restrictions on thegudts activities shall
be explained to the patient and the patient skglify in writing his
or her willingness to observe the carrier agreeraadtrestrictions. A
copy of the carrier information shall be forwardeuediately to the
Division of Epidemiology, Mississippi Departmentlaéalth, in
Jackson.

f.  When any known carrier of typhoid moves from thardy, a copy of
the carrier's history and agreements, together thétprospective
future address of the carrier, shall be forwaraetthé Mississippi
Department of Health by the local health officetteé# county from
which the carrier is moving. The original copytieé history and
agreement shall remain as a part of the files@ttiunty health
department of the county from which the carrier imaved.

g. All family or other close contacts of a case offtg or other
salmonella infection shall submit specimens ofrtfees as required
by the health officer and submit to any reasonak#mination as
may aid in the search for unknown carriers andctinical cases.

h. All family or other close contacts of a carriertgphoid or other
salmonella infection shall be prohibited from hanglifoods or
foodstuffs for public consumption until contacbi®ken and repeated
negative laboratory examinations are reported. sabmonelloses,
except typhoid, a series of 2 negative feces asttaken not less
than 24 hours apart at any time after contactakdar will satisfy this
provision. For typhoid fever a series of 2 negastools taken not
less than 24 hours apart and not less than 14aftgrscontact is
broken will satisfy this provision.

i. The owner or operator of a house, hotel, apartmeather institution
in which a typhoid carrier resides shall provideaaitary method of
excreta disposal which will not subject other oanip of the house,
apartment, hotel or other institution or the gehpublic to typhoid or
paratyphoid infection. If the owner or operatottué property on
which a carrier resides fails for due cause to jg®sguch sanitary
methods of excreta disposal, the carrier shalligeosuch facilities as
meet approval of the Mississippi Department of keal

j-  Any typhoid carrier planning to change his/her pla€residence or
his/her occupation shall notify the local healthoar in writing of
such anticipated change.
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k. Whenever a case or carrier of typhoid is diagnasgioall be the duty
and responsibility of the local health officer nduct a search for
the source of the infection and for the food, wateperson from
whom it was acquired. Strict measures for assuhiegafety of the
water and milk supplies and of all foodstuffs slaoloé instituted.

I.  Mandatory report and surveillance required.
117 Penalty for Violation of Rules and Regulations Regaling Reportable Diseases

117.01 Any physician, dentist or other person who shal) feeglect, or refuse to
comply with, or shall falsify any report, or shaiblate any of the Rules and
Regulations of the Mississippi State Board of Heahall, upon conviction, be
guilty of a misdemeanor and subject to the peraibtyided by law.

117.02 Addendum for Correctional Institutions

The following regulations govern all Mississippat correctional facilities, city
and county facilities housing state prisoners, iivhtely operated correctional
facilities in the state.

1. “Correctional Institutions” and/or “correctionaldiity” shall be construed
to mean any of the state-operated penitentiari@stply operated
correctional facilities, community work centerspraounity pre-release
centers, restitution centers, county or regionalemional facilities,
and/or administrative offices as is applicabledolerespective policy.

2. All inmates shall be medically screened for commahie diseases
(including Mycobacterium tuberculosis [TB], syphilis, and Human
Immunodeficiency Virus [HIV]) to prevent the spreaftthese diseases
within the correctional institutions and to the pctb Employees (i.e. full
and part-time employees, contract staff and voknsbeshall be screened
for tuberculosis infection and disease.

3. The correctional institution shall establish scHeduprotocols, and
responsibilities for the testing of inmates and lxygpes to ensure
compliance with al relevant Mississippi DepartmehiHealth (MDH)
guidelines. The correctional institution shall ejoyp a liaison to ensure
that all necessary screening is provided to eatiate and employee
under its jurisdiction regardless of the individaglhysical location.

4. The director of the correctional institution, innsmlltation with the
correctional institution’s medical director, shisbue procedures to ensure
that inmates, prior to being transferred into the@ctional institution
from another correctional institution, a non-staiglity, or out-of-state
jurisdiction have been properly tested/screeneddanmunicable disease
within the previous thirty (30) days. If such tagtand screening has not
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been accomplished, the director shall ensure ieset procedures are
completed prior to the transfer or upon the receiphe inmate.

5. Screening shall include a Rapid Plasma Reagin (R&tR)yphilis, HIV
serology, and TB testing, including, TB signs aypehgtoms assessment,
two-step Mantoux tuberculin skin test, and chesayk-No inmate shall be
placed in the general population until TB assessisesompleted. Any
symptomatic inmate shall remain in respiratoryasoh until TB test
results are known and active tuberculosis diseaségen ruled out.
Documentation of these screening tests shall bataiaed for all inmates
in a correctional institution. Significant testeall be reported to the
MDH.

6. Screening, latent therapy, active treatment aratrtrent follow-up of
inmates and employees for tuberculosis shall follegvpolicies and
procedures included in the latest revision of thbérculosis Manual of
the MDH. All latent and active TB treatment of ithenates shall be
directly observed by a health care provider.

7. The correctional institution’s medical director,arder to contain
communicable disease and/or enforce screening sldseavith the
approval of the correctional institutional supezimdent and/or
classification director shall have the authority to

a. Place inmates in quarantine
b. Suspend employees

c. Move inmates between approved housing locatiorie approved
medical facilities

d. Issue procedures for the care and treatment oftesraand employees
with communicable diseases

8. Each correctional institution or correctional fagikhall provide a
complete, legible and accurate Tuberculin Testimg®ary (MDH Form
181) summarizing the correctional facility’s tubain testing activity and
containing a roster of all inmates and employeastilere first identified
as having a significant Mantoux tuberculin skirt resction* with in the
reporting period. This roster shall include comiseand conclusions
concerning the individual follow-up of each perdisted. The Tuberculin
Testing Summary, with appropriate notations, shallogged in the Office
of the State Tuberculosis Program on or beforelAgtih of each year for
the twelve (12) months proceeding March 31st of ylear.

Rules and Regulations Governing Office of theeSEgtidemiologist
Reportable Diseases and Conditions Department ioeEpology



25

Summary of TB screening and procedures

9. Allinmates shall have a two-step Mantoux tubercskin test using five
tuberculin units (5 t.u.) of purified protein deatwe (PPD) unless
individually excluded by a licensed physician orsaupractitioner due to
medical contraindications or exceptions noted Inerdéill Mantoux
tuberculin skin test shall be administered and tBadersonnel trained
and certified in the procedure and the resultsroEmbin millimeters of
induration. Exception to the tuberculin skin tegjuirements may be
made if:

a. The individual is currently receiving or can prozidocumentation of
having received a course of tuberculosis prophgltxerapy
approved by the State Tuberculosis Program forrtuibesis
infection, or

b. The individual is currently receiving or can prozidocumentation of
having received a course of multi-drug chemothegmyroved by the
State Tuberculosis Program for active tuberculdsisase, or

c. Theindividual has a documented previous signiti¢aberculin skin
test reaction*.

10. The tuberculin skin test status of all employeesd|die documented in the
individual's personnel record. The first step dh@-step Mantoux
tuberculin skin test shall be performed (i.e. adst@red and read) on all
new employees (and rehires) within thirty (30) dasisr to the first day
of employment. All Mantoux tuberculin skin teseditbe administered
and read by personnel trained and certified irptioeedure and the results
recorded in millimeters of induration. An employsdall not have contact
with inmates or be allowed to work in areas of¢berectional institution
to which inmates have routine access prior to ¢ageling of the first step
of a two-step Mantoux tuberculin skin test and clatipg a symptom
assessment. The results of both steps of the teyphdantoux tuberculin
skin test shall be documented in the individuaésspnnel record within
fourteen (14) days of employment. Exception tottheerculin skin test
requirement may be if:

a. The individual is currently receiving or can proidocumentation of
having received a course of tuberculosis prophgléxerapy
approved by the State Tuberculosis Program forrtutbesis
infection, or

b. The individual is currently receiving or can prozidocumentation of
having received a course of multi-drug chemothegmyroved by the
State Tuberculosis Program for active tuberculdsisase, or
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c. Theindividual has a documented previous signiti¢aberculin skin
test reaction*.

11. Allinmates and employees with a previous signifidslantoux tuberculin
skin test*, found on skin testing to have a siguaifit Mantoux tuberculin
skin test reaction and/or individuals with symptosnggesting TB (e.g.
cough, sputum production, chest pain, anorexiagkidoss, fever, night
sweats, especially if symptoms last three weellsrger), regardless of
the size of the skin test, shall receive a chestyxand be evaluated by a
physician or nurse practitioner within 72 houradividuals found to have
a significant Mantoux tuberculin skin test, sigmsl &ymptoms of
tuberculosis and /or a chest x-ray suggestive fetuberculosis shall be
placed in respiratory isolation according to MDHigies, reported to
MDH and evaluated by physician or nurse practitidoetuberculosis
therapy.

12. Individuals found to have a significant Mantouxéutulin skin test
reaction or with a history of a previous significhfantoux tuberculin
skin test reaction and a chest x-ray not suggesfiagtive tuberculosis,
shall be evaluated by a physician or nurse prantti for latent
tuberculosis therapy. Individuals with significdantoux tuberculin skin
tests and no evidence of active TB disease shautérinded
periodically about the symptoms of tuberculosis #redneed for prompt
evaluation of any pulmonary symptoms of tubercglog\ tuberculosis
symptom assessment shall be documented as pad ahtual health
screening. No additional follow-up for these indivals is indicated
unless symptoms suggestive of active tuberculasieldp; specifically,
routine annual chest x-rays are not indicated.

13. Employees found to have a positive/significant tieac to the skin test
and no signs or symptoms of tuberculosis diseade@aregative chest x-
ray shall, as a condition of employment, have yh(iB0) days to report to
the MDH office in their county of residence to comf appropriate
follow-up testing has been completed and recesattnent, if indicated.
The employees shall provide the director or desgmigh a written
statement from the MDH verifying compliance witke thirectives set
forth by the correctional institution’s medical ttor and this regulation.

“Criteria for a significant tuberculin skin test
* Reaction 5 mm
High risk contact to an active tuberculosis case
HIV-positive persons
Fibrotic changes on chest radiograph consistent with pBor
Patients with organ transplants and other immunosumatgegients (receiving the equivalent of 15 mg. of
prednisone for 1 mo or more-risk of TB in patieneated with corticosteroids increases with higher doses
and longer duration)
Reaction 10 mm
» any other prisoner or employee of the prison
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14. Allinmates and employees who do not have a sicamifi Mantoux
tuberculin skin test reaction shall be retesteduatiy within thirty (30)
days of the anniversary of their last Mantoux tehén skin test. Inmates
and employees exposed to an active infectiousa@abB between annual
tuberculin skin test shall be treated as contauisbe managed
appropriately.
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Appendix A. List of officially reportable diseasesand conditions

The following diseases or conditions are herebyaded to be reportable.

Class 1 Diseases of major public health importance wisicall be reported directly
to the Department of Health by telephone withirmddrs of first knowledge
or suspicion. Class 1 diseases and conditiondietr&ted by requiring an
immediate public health response. Laboratory thrschave an obligation to
report laboratory findings for selected diseasef€Rto Appendix C).

Any Suspected Outbreak (including foodborne and
waterborne outbreaks)

Anthrax Pertussis

Botulism (include foodborne,

infant or wound) Plague

Brucellosis Poliomyelitis

Chancroid Psittacosis

Cholera Q fever

Creutzfeldt-Jakob Disease,

including new variant Rabies (human or animal)
Diphtheria Ricin intoxication (castor beans)
Escherichia coli 0157:H7 Smallpox

Encephalitis (human) Syphilis (including congerital
Glanders Tuberculosis
Hemolytic-uremic syndrome, post-

diarrheal Tularemia

Hepatitis A Typhoid fever

HIV Infection, including AIDS Typhus fever
Invasive ( Disease Due to:
Neisseria meningitides or Varicella Infection, Primary, in
Haemophilus influenzae type b"” patients>15 years of age
Viral hemorrhagic fevers
(filoviruses [e.g. Ebola, Marburg]
and arenaviruses [e.g., Lassa,
Measles Machupo])
Melioidosis Yellow fever
Any unusual disease or manifestation of illnessluiding but not limited
to the appearance of a novel or previously corgdotir eradicated
infectious agent, or biological or chemical toxin.

Yusually presents as meningitis or septicemia, or less oafyras cellulitis, epiglottitis, osteomyelitis, pericaisli
or septic arthritis.
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Class 2:

Class 3:

Diseases or conditions of public healthartance of which individual cases shall
be reported by mail, telephone or electronicallighim 1 week of diagnosis. In
outbreaks or other unusual circumstances they bhakported the same as Class
1. Class 2 diseases and conditions are thosehichvan immediate public health
response is not needed for individual cases.

Any Suspected Outbreak (including foodborne and wadrborne
outbreaks)

Chlamydia trachomatis, genital
infection

Dengue

Enterococcus, invasive infection,

vancomycin resistant
Gonorrhea

Hepatitis (acute, viral only) Note -

Hepatitis A requires Class 1
Report
Legionellosis

Listeriosis

Lyme Borreliosis

Malaria

Meningitis other than
Meningococcal oH. influenzae
type b

Mumps

M. Tuberculosis Infection
(positive TST) in children<15
years of age

Noncholera vibrio disease

Poisonings (including elevated
blood lead levels)
Psittacosis

Rocky Mountain Spotted Fever

Rubella (including congenital)
Salmonellosis

Shigellosis

Spinal Cord Injuries
Streptococcus pneumaniae,
invasive infection, antibiotic
resistant
Streptococcus pneumoniae,
invasive infection in children<5
years of age

Tetanus

Trichinosis

Viral Encephalitis in horses and
ratites

Except for rabies, and equine
encephalitis, diseases occurring in
animals are not required to be
reported to the Department of
Health.

Laboratory based surveillance. To be teddsy laboratory only. Diseases or
conditions of public health importance of whichindual laboratory findings
shall be reported by mail, telephone, or electraiyovithin one week of
completion of laboratory test (refer to Appendix C)
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Any Suspected Outbreak (including foodborne and wadrborne

outbreaks)
Blastomycosis Hansen's Disease (Leprosy)
Campylobacteriosis Histoplasmosis
Nontuberculous Mycobacterial
Cryptosporidiosis Disease
Class 4 Diseases of public health importance fackvimmediate reporting is not

necessary for surveillance or control efforts. dases and conditions in this
category shall be reported on a quarterly basis.

All carcinomas, sarcomas, leukemias, and lymphamagso be reported according to the
following ICD-9-CM codes: 140.0 - 208.9, malignaretoplasms, and 230.0 - 234.9, carcinoma
in-situ. Carcinoma in-situ of the cervix, 233.1ddrasal and squamous cell carcinomas of the
skin, 173.0 - 173.9 are excluded from reportingpwidver, basal or squamous cell carcinomas
originating in the lip, anus, vulva, vagina, peoiscrotum must be reported.

All brain related tumors, whether malignant or lgenishall be reported. The term “brain
related” means a listed primary tumor occurringmy of the following sites: brain, meninges,
spinal cord, cauda equina, cranial nerve(s), angrgtart of the central nervous system, pituitary
gland, pineal gland, or the craniopharyngeal duct.

Each record shall provide a minimum set of datastevhich meets the uniform standards
recommended for the National Program of Cancer $Régs by the North American Association
of Central Cancer Registries (NAACCR). [Refer txfon 41-91-7(2)(b), Mississippi Code
1972 as amended. See Preface]
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Appendix B

Case Definitions for Surveillance

Adapted from Centers for Disease Control and Priwen
Case definitions for Infectious conditions
under public health surveillance
MMWR 1997;46(No. RR-10)



Introduction and Comments

The following selected surveillance case defingiane each reprinted in toto. The definitions
were originally presented in a supplement to theC@Morbidity and Mortality Weekly Report.
The original document contains two separate lestg; for those conditions under surveillance
for the National Notifiable Disease Surveillancesteyn (NNDSS) and the other for other
conditions for which many states have their owrveillance needs. The definitions provide
uniform criteria for state health department persbiio use when reporting to the NNDSS. The
selected definitions reprinted in this appendixaphabetized from both lists to reflect those
conditions declared reportable in Mississippi. Theplete list contains definitions for
conditions not reportable in Mississippi and theseditions were omitted to prevent confusion
on the part of disease reporters. A complete obi3ases Definitions for Infectious Conditions
under Public Health Surveillance may be obtained by contacting the Office of Epitdogy
(601) 576-7725 and is also available from the CbBrhet site at WWW.CDC.GOV.

The surveillance case definitions were developexbllaboration with epidemiologists at CDC
and the Council of State and Territorial Epidemgiéts (CSTE). The original list of definitions
was published in 1990. Through an ongoing prodesdjst has been refined, updated and new
or emerging conditions added. Each addition or ghas approved by vote of the CSTE
membership and endorsed for use by the Associafi®@tate and Territorial Public Health
Laboratory Directors (ASTPHLD). A revision datdisted for each case definition that has
been revised. Newly generated case definitiorishiénge not been published previously are
designated as "adopted" on the specified dateur€&aidditions or significant changes to the
definitions will be published in thiglississippi Morbidity Report and shall serve as official
notification until such time as the entire appernidireissued.

Reporting parties should note that several contiti@portable or under surveillance in
Mississippi are not contained in this appendixthéfre are questions or concerns about these
conditions the Office of Epidemiology is availalbbeanswer questions.

Two additional definitions included at the end loé appendix are not part of the CSTE/CDC
list. The Surveillance Branch of the Bureau of Egeacy Medical Services conducts
surveillance for spinal cord and traumatic brajaries. The definitions used by this program
are presented as adopted by the National Centémjtoyy Control and Prevention at CDC and
participating states.

Clinicians should note that these definitions arepecifically for surveillance purposes and
should not be used for diagnosis, or replace or sabtute for sound clinical judgment.

Appendix B2



TABLE OF CONTENTS

Definition of Terms Used in Case Classification

Apdix B1

Acquired Immunodeficiency Syndrome (AIDS) and HIVAppendix B2

(Effective 12/10/99)

Anthrax (Revised 9/96)

Aseptic Meningitis

Bacterial Meningitis, Other (Adopted 9/96)
Botulism (Revised 9/96)

Brucellosis

Campylobacter Infection

Chancroid (Revised 9/96)

Appendix B4
Appendix B5
Appeni%x
Appendix B5
Appendix B6
Appendix B7
Appendix B7

Chlamydia trachomatis, Genital infections (Revised 9/96) Appendix B7

Cholera (Revised 9/96)
Cryptosporidiosis (Revised 5/98)
Dengue Fever

Diphtheria (Revised 3/95)

Encephalitis, Arboviral (Revised 9/96)
Escherichia coli O157:H7 (Revised 12/00)
Giardiasis

Gonorrhea (Revised 9/96)

Haemophilus influenzae (Invasive Disease)
Hansen Disease (Leprosy)

Hemolytic Uremic Syndrome, Postdiarrheal(Revised

9/96)
Hepatitis, Viral, Acute (Revised 9/96)

Hepatitis, Viral, Perinatal Hepatitis B Virus Infemn

Acquired in the United States or U.S. Territories
(Adopted 3/95)

Legionellosis (Revised 9/96)

Listeriosis (Adopted1999)

Lyme Disease (Revised 9/96)

Malaria (Revised 3/95)

Measles (Revised 9/96)

Meningococcal Disease

Mumps (Revised 5/99)

Pertussis (Revised 11/97)

Plague (Revised 9/96)

Poliomyelitis, Paralytic

Psittacosis (Revised 9/96)

Rabies, Animal

Rabies, Human

Rocky Mountain Spotted Fever (Revised 9/96)
Rubella (Revised 9/96)

Rubella, Congenital Syndrome (Revised 9/96)
Salmonellosis

Appendix B3

Appendix B8
Appendix B8
Appendix B9
Appendix B9
Appendix B10
Appendix B10
Appendix B11
Appendix B11
Appendix B12
Appendix B12
Appendix B13

Appendix B13
Appendix B15

Appendix B15
Appendix B15
Appendix B16
Appendix B17
Appendix B18
Appendix B19
Appendix B19
Appendix B20
Appendix B20
Appendix B21
Appendix B21
Appendix B22
Appendix B22
AppeiB#3
Appendix B23
AppeBdi4
Appendix B24



TABLE OF CONTENTS

Shigellosis Appendix B25
Streptococcus pneumoniae, Invasive Infection, Antibiotic Appendix B25
Resistant (Revised 9/96)

Streptococcus pneumoniae, Invasive, Children <5 Years Appendix B26
(Revised 12/00)

Syphilis (All Definitions Revised 9/96) Appendix B2
Syphilis, Congenital (Revised 9/96) Appendix B29
Tetanus (Revised 9/96) Appendix B30
Trichinosis (Revised 9/96) Appendix B30
Tuberculosis (Revised 9/96) Appendix B31
Tularemia (Adopted 1999) Appendix B31
Typhoid Fever Appendix B32
Yellow Fever Appendix B33

National Center for Injury Control and Preventioas€  Appendix B33
Definition

Traumatic Brain Injury Appendix B33
Spinal Cord Injury Appendix B35

Appendix B4



Definition of Terms Used in Case Classification

Clinically Compatible Case A clinical syndrome generally compatible with ttheease, for
which no specific clinical criteria need to be ragtept for those noted in the case classification.

Confirmed Case A case that is classified as confirmed for reipgrpurposes. Cases reported
with this status will be printed in tHdMWR notifiable disease tables.

Epidemiologically Linked Case A case in which the patient has had contact aith or more
persons who have/had the disease, and transmifsibe agent by the usual modes of
transmission is plausible. A case may be considepedemiologically linked to a laboratory
confirmed case if at lease one case in the chairaon$mission is laboratory confirmed.

Laboratory-confirmed Case A case that is confirmed by one or more of thmtatory
methods listed in the case definition under "Labtmxacriteria for diagnosis.” Although other
laboratory methods may be used in clinical diagshasily those listed are accepted for
laboratory confirmation for reporting purposes.

Probable Case:A case that is classified as probable for repgrinrposes. Except where noted
in the case definition, cases reported with thrasust will be printed in th®MMWR notifiable
disease tables.

Supportive Laboratory Results Specified laboratory results consistent withdiegnosis but
not meeting the criteria for laboratory confirmatio

Suspected CaseA case that is classified as suspected for repppurposes. Suspect cases will
not be printed in th®IMWR notifiable disease tables.

Appendix Bs



Acquired Immunodeficiency Syndrome (AIDS) and
HIV (Revised 12/10/99)

Case definition

This revised definition of HIV infection, which algs to any HIV (e.g., HIV-1 or HIV-2), is
intended for public health surveillance only. ntorporates the reporting criteria for HIV
infection and AIDS into a single case definitiofhe revised criteria for HIV infection update
the definition of HIV infection implemented in 199Be revised HIV criteria apply to AIDS-
defining conditions for adults and children, whielgjuire laboratory evidence of HIV.

l. In adults, adolescents, or children aged greatethan or equal to 18 month$, a
reportable case of HIV infection must meet at leastne of the following criteria:

Laboratory criteria

» Positive result on a screening test for HIV antyo¢elg., repeatedly reactive enzyme
mmunoassay), followed by a positive result on diomatory (sensitive and more
pecific) test for HIV antibody (e.g., Western béstimmunofluorescence antibodytest) or

» Positive results or report of a detectable quamtityany of the following HIV virologic
nonantibody) tests:

1. HIV nucleic acid (DNA or RNA) detection (e.g., DN#olymerase chain reaction

[PCR] or plasma HIV-1 RNA)
2. HIV p24 antigen test, including neutralization assa
3. HIVisolation (viral culture)

OR

Clinical or other criteria (if the above laboratory criteria are not met)

» Diagnosis of HIV infection, based on the laboratoryeria above, that is documented in
a medical record by a physician, or

» Conditions that meet criteria included in the castnition for AIDS, or

» At least two negative HIV virologic tests from segt@ specimens, both of which were
performed at greater than or equal to 1 month efaagl one of which was performed
greater than or equal to 4 months of age, and

* No other laboratory or clinical evidence of HIVaation (i.e., has not had any positive
virologic tests, if performed, and has not had #d3kdefining condition, or

2 Children age@18 months but less than 13 years are categorized as not infgittédlV if they meet the criteria

in Il

% In adults, adolescents, and children infected by otteer plerinatal exposure, plasma viral RNA nucleic acid tests
shouldNOT be used in lieu of licensed HIV screening tests (e.g., reglgakeactive enzyme immunoassay). In
addition, a negative (i.e.,undetectable) plasma HIV-1 RNArésstt does not rule out the diagnosis of
HIVinfection.
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Presumptive: a child who does not meet the above criteriadffmitive “not infected” status, but
who has:

* One negative EIA HIV antibody test performed atagee than or equal to 6 months of
age and NO positive HIV virologic tests, if perfad) or

* One negative HIV virologic test performed at gredit@n or equal to 4 months of age
and NO positive HIV virologic tests, if performed,

« One positive HIV virologic test with at least twobsequent negative virologlcat least
one of which is at greater than or equal to 4 m®ofrage; or negative HIV antibody test
results, at least one of which is greater thargoakto 6months of age, and no other
laboratory or clinical evidence of HIV infectiondi, has not had any positive virologic
tests, if performed, and has not had an AIDS-ded@rondition).

OR

Clinical or other criteria (if the above definitive or presumptive laboratory criteria are not
met)

* Determined by a physician to be “not infected”, anghysician has noted the results of
the preceding HIV diagnostic tests in the medieabrd, and
* NO other laboratory or clinical evidence of HIV @ation (i.e., has not had any positive
virologic tests, if performed, and has not had dd$defining condition)
Il. In a child aged less than 18 months, a reportdle case of HIV infection must meet at
least one of the following criteria:

Laboratory criteria
Definitive

» Positive results on two separate specimens (exauchrd blood) using one or moreof
the following HIV virologic (nonantibody ) tests:

1. HIV nucleic acid (DNA or RNA) detection
2. HIV p24 antigen test, including neutralization a5sa a child>to 1 month of age
3. HIVisolation (viral culture), or

Presumptive: a child who does not meet the criteria for déifiiei HIV infection but who has:

» Positive results on only one specimen (excludingl @ood) using the above HIV
virologic tests and no subsequent negative HIVlege or negative HIV antibody tests

OR

* HIV nucleic acid (DNA or RNA) detection tests are the vigitomethods of choice to exclude infection in
children aged less than 18 months. Although HIVureltan be used for this purpose, it is more complex and
expensive to perform and is less well standardized theleinwacid detection tests. The use of p24 antigen testing
to exclude infection in children aged <18 months isracbmmended because of its lack of sensitivity.
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Clinical or other Criteria (if the above definitive or presumptive laboratory criteria are not
met)

» Diagnosis of HIV infection, based on the laboratoriyeria above, that is documented in
a medical record by a physician, or

» Conditions that meet criteria included in the 1p&diatric surveillance case definition
for AIDS

lll. A child aged less than 18 months born to an HV infected mother will be categorized
for surveillance purposes as “not infected with HIV if the child does not meet the
criteria for HIV infection but meets the following criteria:

Laboratory criteria

Definitive: At least two negative HIV antibody tests from sgpa specimens obtained at greater
than or equal to 6 months of age

IV. A child aged less than 18 months born to an HIMnfected mother will be
categorized as having perinatal exposure to HIV irdction if the child does not meet
the criteria for HIV infection (Il) or the criteria for “not infected with HIV” (llI).

Anthrax (Revised 9/96)
Clinical description
An illness with acute onset characterized by séwkséinct clinical forms including:

» Cutaneous a skin lesion evolving over 2 to 6 days fromepyle, through a vesicular
stage, to a depressed black eschar

» Inhalation: a brief prodrome resembling a viral respiratdineiss followed by
development of hypoxia and dyspnea, with x-ray enad of mediastinal widening

* Intestinal: severe abdominal distress followed by fever agdssof septicemia)

» Oropharyngeal: mucosal lesion in the oral cavity or oropharyeesvical adenopathy
and edema, and fever

Laboratory criteria for diagnosis

» Isolation ofBacillus anthracis from a clinical specimen, or

» Anthrax electrophoretic immunotransblot (EITB) réaic to the protective antigen and/or
lethal factor bands in one or more serum samplesradd after onset of symptoms, or

* Demonstration oB. anthracis in a clinical specimen by immunofluorescence

Case classification

Confirmed: a clinically compatible case that is laboratoopiirmed.
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Aseptic Meningitis
Clinical description

A syndrome characterized by acute onset of menirayeaptoms, fever, and cerebrospinal fluid
pleocytosis, with bacteriologically sterile cultare

Laboratory criteria for diagnosis
* No evidence of bacterial or fungal meningitis
Case classification

Confirmed: a clinically compatible case diagnosgalphysician as aseptic meningitis, with no
laboratory evidence of bacterial or fungal menisgit

Comment

Aseptic meningitis is a syndrome of multiple etgiks, but many cases are caused by a viral
agent.

Bacterial Meningitis, Other (Adopted 9/96)

Clinical description

Bacterial meningitis manifests most commonly witkidr, headache, and a stiff neck, which may
progress rapidly to shock and death. However rotfanifestations may be observed.

Laboratory criteria for diagnosis

» Isolation of a bacterial species from the cerelradpgluid
Case classification
Confirmed: A clinically compatible case that ibdaatory confirmed.
Comment

Cases of bacterial meningitis causedHagmophilus influenzae, Neisseria meningitidis, group

A streptococcus, andListeria monocytogenes should be reported to NNDSS under the disease
codes specific for these organisms. Only casesaktbial meningitis due to other organisms
should be reported as cases of “bacterial mensmather”.
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Botulism, Foodborne (Revised 9/96)

Clinical description

Ingestion of botulinal toxin results in an illnesfsvariable severity. Common symptoms are
diplopia, blurred vision, and bulbar weakness. Sytnim paralysis may progress rapidly.

Laboratory criteria for diagnosis

» Detection of botulinal toxin in serum, stool, ottipat's food or
» Isolation ofClostridium botulinum from stool

Case classification

Probable: a clinically compatible case with an epidemiololii (e.g., ingestion of a home-
canned food within the previous 48 hours)

Confirmed: a clinically compatible case that is laboratooyfirmed or that occurs among
persons who ate the same food as persons withalimvgrconfirmed botulism

Botulism, Infant (Revised 9/96)
Clinical description

An illness of infants, characterized by constipatipoor feeding, and "failure to thrive" that may
be followed by progressive weakness, impaired ragpn, and death

Laboratory criteria for diagnosis

* Detection of botulinal toxin in stool, or
* |solation ofClostridium botulinum from stool

Case classification

Confirmed: a clinically compatible case that is laboratooy¥irmed, occurring in a child aged
<1 year

Botulism, Wound
Clinical description

An illness resulting from toxin produced BYyostridium botulinum that has infected a wound.
Common symptoms are diploia, blurred vision, anbduweakness. Symmetric paralysis may
progress rapidly.
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Laboratory criteria for diagnosis

+ Detection of botulinal toxin in serum, or
e |solation ofC. botulinum from wound

Case classification

Confirmed: a clinically compatible case that isdediory confirmed in a patient who has no
suspected food exposure to contaminated food awdhab a history of a fresh, contaminated
wound during the 2 weeks before onset of symptoms.

Botulism, Other

Clinical description

See Foodborne Botulism.
Laboratory criteria for diagnosis

» Detection of botulinal toxin in clinical specimeon,
» Isolation ofClostridium botulinum from clinical specimen

Case classification

Confirmed: a clinically compatible case that is laboratoopfirmed in a patient ageel year
who has no history of ingestion of suspect food laasino wounds

Brucellosis
Clinical description

An iliness characterized by acute or insidious boséver, night sweats, undue fatigue,
anorexia, weight loss, headache, and arthralgia

Laboratory criteria for diagnosis

» Isolation ofBrucella sp. from a clinical specimen, or

» Fourfold or greater rise iBrucella agglutination titer between acute- and
convalescent-phase serum specimens obtaiBedeeks apart and studied at the same
laboratory, or

* Demonstration by immunofluorescenceBoticella sp. in a clinical specimen

Case classification

Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case or
that has supportive serology (i.Brucella agglutination titer o£160 in one or more serum
specimens obtained after onset of symptoms)
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Confirmed: a clinically compatible case that is laboratooypfrmed

Campylobacter Infection
Clinical description
An infection that may result in diarrheal illnedsvariable severity.
Laboratory criteria for diagnosis
» Isolation ofCampylobacter from any clinical specimen
Case classification
Probable: A clinically compatible case that is epidemioloaly linked to a confirmed case.
Confirmed: A case that is laboratory confirmed.
Comment

Only confirmed cases are reported to the laboradtased surveillance system operated by the
National Center for Infectious Diseases, Foodbamet Diarrheal Diseases Branch.

Chancroid (Revised 9/96)
Clinical description

A sexually transmitted disease characterized byfplgenital ulceration and inflammatory
inguinal adenopathy. The disease is caused bytiofewith Haemophilus ducreyi.

Laboratory criteria for diagnosis
* Isolation ofH. ducreyi from a clinical specimen
Case classification

Probable: a clinically compatible case with both (a) nodmrnce offreponema pallidum

infection by darkfield examination of ulcer exudateby a serologic test for syphilis performed
> 7 days after onset of ulcers, and (b) the clinicakentation of the ulcer(s) is not typical of
disease caused by herpes simplex virus (HSV), &f elfture is negative.

Confirmed: a clinically compatible case that is laboratoopfirmed
Chlamydia trachomatis, Genital infections (Revised 9/96)
Clinical description

Infection withChlamydia trachomatis may result in urethritis, epididymitis, cervicitescute
salpingitis, or other syndromes when sexually tnatied, however the infection often
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asymptomatic in women. Perinatal infections mayltés inclusion conjunctivitis and
pneumonia in newborns. Other syndromes causé&tl tnachomatis include lymphogranuloma
venereum and trachoma.

Laboratory criteria for diagnosis

» |solation ofC. trachomatis by culture or
* Demonstration o€. trachomatis in a clinical specimen by detection of antigemocleic
acid

Case classification

Confirmed: a case that is laboratory confirmed

Cholera (Revised 9/96)

Clinical description

An iliness characterized by diarrhea and/or vorgitseverity is variable.
Laboratory criteria for diagnosis

» Isolation of toxigenic (i.e., cholera toxin-prodng) Vibrio cholerae O1 or O139 from
stool or vomitus, or
» Serologic evidence of recent infection

Case classification
Confirmed: a clinically compatible case that is laboratooypfrmed
Comment

llinesses caused by strains\bfcholerae other than toxigeni¥. cholerae O1 or 0139 should

not be reported as cases of cholera. The etiobggot of a case of cholera should be reported
as eitheN. cholerae O1 orV. cholerae 0139. Only confirmed cases should be reportedeo
NNDSS by state health departments.

Cryptosporidiosis (Revised 5/98)
Clinical description

An illness caused by the protozo@ryptosporidium parvum and characterized by diarrhea,
abdominal cramps, loss of appetite, low-grade fevaunsea, and vomiting. Infected persons
may be asymptomatic. The disease can be prolomg@tife-threatening in severely
immunocompromised persons.
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Laboratory criteria for diagnosis

Laboratory confirmed cryptosporidiosis shall beinked as the detection in symptomatic or
asymptomatic persons Gfyptosporidiosis

» Oocysts in stool by microscopic examination, or

* Inintestinal fluid or small-bowel biopsy specimens

» Oocysts or sporozoite antigens by immunodiagnaséthods, e.g., ELISA, or
* By PCR techniques when routinely available, or

* Demonstrations of reproductive stages in tissupgregions.

Case classification

Confirmed, symptomatic: a laboratory-confirmed case associated with dribeosymptoms
described above

Confirmed, asymptomatic: a laboratory confirmed-case associated with radriee above
symptoms

Dengue Fever
Clinical description

An acute febrile illness characterized by fronthtiache, retro-ocular pain, muscle and joint
pain, and rash. The vector is thedes aegypti mosquito and transmission usually occurs in
tropical and subtropical areas. Severe manifestatii.e., dengue hemorrhagic fever and dengue
shock syndrome) are rare, but may be fatal.

Laboratory criteria for diagnosis (confirmation)

» Isolation of dengue virus from serum and/or autdpssue samples, or

» Demonstration of a fourfold or greater rise or falteciprocal immunoglobulin G (IgG)
or immunoglobulin M (IgM) antibody titers to one more dengue virus antigens in
paired serum samples, or

* Demonstration of dengue virus antigen in autopssug or serum samples by
immunohistochemistry or by viral nucleic acid déi@t.

Case classification

Probable: a clinically compatible case with supportiveadegy (a reciprocal IgG antibody titer
of >1280 or a positive IgM antibody test on a singleta¢late) or convalescent-phase serum
specimen to one or more dengue virus antigens).

Confirmed: A clinically compatible case that is laboratognéirmed.
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Comment

Dengue hemorrhagic fever is defined as an acutddelness with minor or major bleeding
phenomena, thrombocytopenia (# 100,000/mm 3), andlece of plasma leakage documented
by hemoconcentration (hematocrit increased 29%) or other objective evidence of increased
capillary permeability. The definition of dengussk syndrome follows all of the above
criteria for dengue hemorrhagic fever and alsauides hypotension or narrow pulse pressure
(#20 mm Hg).

Diphtheria (Revised 3/95)
Clinical description

An upper respiratory tract illness characterizeddne throat, low grade fever, and an adherent
membrane of the tonsil(s), pharynx, and/or nose

Laboratory criteria for diagnosis

» Isolation ofCorynebacterium diphtheriae from a clinical specimen or
» Histopathologic diagnosis of diphtheria

Case classification

Probable: a clinically compatible case that is not laboratoonfirmed and is not
epidemiologically linked to a laboratory-confirmedse

Confirmed: A clinically compatible case that is laboratogn@irmed or epidemiologically linked
to a laboratory confirmed case

Comment

Cutaneous diphtheria should not be reported. Raspy disease caused by nontoxigedic
diphtheriae should be reported as diphtheria. All diphth&s@ates, whether associated with
disease or not, should be sent to the NationaleZéot Infectious Diseases, CDC.

Encephalitis, Arboviral (Revised 9/96)
Clinical description

Arboviral infection may result in a febrile illnes$ variable severity associated with neurologic
symptoms ranging from headache to aseptic mensngitencephalitis. Arboviral encephalitis
cannot be distinguished clinically from other cahtrervous system (CNS) infections.
Symptoms may include headache, confusion or oftemaéion in sensorium, nausea, and
vomiting. Signs may include fever, meningismusn@hbnerve palsies, paresis or paralysis,
sensory deficits, altered reflexes, convulsionspaimal movements, and coma of varying
degree.

Appendix B4s



Laboratory criteria for diagnosis

* Four-fold or greater change in serum antibodyter

» Isolation of virus from or demonstration of viraltegen or genomic sequences in tissue,
blood, cerebrospinal fluid (CSF), or other bodyd]|wor

* Specific immunoglobulin M (IgM) antibody by enzynmemunoassay (EIA) antibody
captured in CSF or serum. Serum IgM antibodieseakhould be confirmed by
demonstration of immunoglobulin G (IgG) antibodiigsanother serologic assay (e.g.
neutralization or hemagglutination inhibition).

Case classification

Probable: a clinically compatible case occurring duringeaipd when arboviral transmission is
likely, and with the following supportive serologystable (# two-fold change) elevated
antibody titer to an arbovirus (e.g.320 by hemagglutination inhibitior,128 by complement
fixation,> 256 by immunofluorescence, and 60 by neutralization), ar 400 by enzyme
immunoassay IgM).

Confirmed: a clinically compatible case that is laboratooyfirmed
Comment

The seasonality of arboviral transmission is vdei@nd depends on the geographic location of
exposure, the specific cycles of viral transmissard local climatic conditions. Reporting
should be etiology specific (see below those imtaok nationally reportable to CDC):

» St. Louis encephalitis

* Western equine encephalitis

» Eastern equine encephalitis

» California encephalitis (includes infections from the following virusesaCrosse,
Jamestown Canyon, Snowshoe Hare, Trivittatus, Kegstand California encephalitis
viruses)

» Powassan encephalitis

» Other CNS infections transmitted by mosquitos,gjak midges (e.g. Venezuelan equine
encephalitis, Cache Valley encephalitis)

Escherichia coli 0157:H7 (Revised 12/00)

Clinical description

An infection of variable severity characterizeddigrrhea (often bloody) and abdominal cramps.
lliness may be complicated by hemolytic uremic sgnie (HUS) or thrombotic
thrombocytopenic purpura (TTP); asymptomatic irifett may also occur.
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Laboratory criteria for diagnosis

» Isolation ofE. coli O157:H7 from a specimen, or

« Isolation of Shiga toxin-producini. coli 0157:NM from a clinical specimén
Case classification

Suspected: A case of post-diarrheal HUS or TTP (see HUS cadmition)

Probable:
* Isolation ofE. coli 0157 from a clinical specimen, pending confirmatid H7 or Shiga
toxin, or
* Aclinically compatible case that is epidemiologdfigdinked to a confirmed or probable
case, or
* Aclinically compatible case that is epidemiologdligdinked to a confirmed or probable
case, or

» Identification of Shiga toxin in a specimen froralmically compatible case, or
» Definitive evidence of an elevated antibody titeatknown EHEC serotype from a
clinically compatible case
Confirmed: A case that meets the laboratory criteria fogdasis.

Comment

Laboratory-confirmed isolates are reported viaRbblic Health Laboratory Information System
(PHLIS), which is managed by the Foodborne andrbéal Diseases Branch, Division of
Bacterial and Mycotic Diseases, National Centelriéectious Diseases, CDC. Both probable
and confirmed cases are reported to the Nationafidlde Diseases Surveillance System
(NNDSS), but only confirmed cases are reportedttlB. Confirmation is based on laboratory
findings, and clinical illness is not required.

Giardiasis
Clinical description

An illness caused by the protozoarardia lamblia and characterized by diarrhea, abdominal
cramps, bloating, weight loss, or malabsorptiofedted persons may be asymptomatic.

® Strains of E.coli 0157:H7 that have lost the flagellat &Htigen become nonmotile and are designated “NM”.
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Laboratory criteria for diagnosis

* Demonstration 06. lamblia cysts in stool, or

* Demonstration 06. lamblia trophozoites in stool, duodenal fluid, or smahab biopsy,
or

» Demonstration 06. lamblia antigen in stool by a specific immunodiagnostit (e.g.,
enzyme-linked immunosorbent assay)

Case classification
Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case

Confirmed: a case that is laboratory confirmed

Gonorrhea (Revised 9/96)

Clinical description

A sexually transmitted infection commonly manifesty urethritis, cervicitis, or salpingitis.
Infection may be asymptomatic.

Laboratory criteria for diagnosis

» Isolation of typical gram-negative, oxidase-postdiplococci (presumptivideisseria
gonorrhoeae) from a clinical specimen, or

» Demonstration oN. gonorrhoeae in a clinical specimen by detection of antigen or
nucleic acid, or

* Observation of gram-negative intracellular diplotian a urethral smear obtained from a
male

Case classification

Probable: a) demonstration of gram-negative intracelluli@tatocci in an endocervical smear
obtained from a woman, or b) a written morbiditpog of gonorrhea submitted by a physician

Confirmed: a case that is laboratory confirmed
Haemophilus influenzae (Invasive Disease)
Clinical description

Invasive disease due ktaemophilus influenzae may produce any of several clinical syndromes,
including meningitis, bacteremia, epiglottitis,mreumonia.

Laboratory criteria for diagnosis

* Isolation of H. influenzae from a normally stersliée (e.g., blood or cerebrospinal fluid
(CSF), or, less commonly, joint, pleural, or pertal fluid)
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Case classification

Probable: a clinically compatible case with detectionHbfinfluenzae type b antigen in CSF
Confirmed: a clinically compatible case that is culture ¢onéd

Comment

Positive antigen test results from urine or seruenuareliable for diagnosis éf. influenzae
disease.

Hansen Disease (Leprosy)
Clinical description

A chronic bacterial disease characterized by theluement primarily of mainly skin as well as
peripheral nerves and the mucosa of the upper pir@aical forms of Hansen disease
represent a spectrum reflecting the cellular immasponse tdycobacterium leprae. Typical

of the major forms of the disease are the followghgracteristics:

* Tuberculoid: one or a few well-demarcated, hypopigmented,aresthetic skin lesions,
frequently with active, spreading edges and a itigarenter; peripheral nerve swelling
or thickening may also occur

* Lepromatous. a number of erythematous papules and nodulas orfiltration of the
face, hands, and feet with lesions in a bilatendl symmetrical distribution that progress
to thickening of the skin

* Borderline (dimorphous): skin lesions characteristic of both the tub&icband
lepromatous forms

* Indeterminate: early lesions, usually hypopigmented maculethovit developed
tuberculoid or lepromatous features

Laboratory criteria for diagnosis

« Demonstration of acid-fast bacilli in skin or detmarve, obtained from the
full-thickness skin biopsy of a lepromatous lesion

Case classification

Confirmed: a clinically compatible case that is laboratooyfirmed.

Hemolytic Uremic Syndrome, Postdiarrheal (Revised/96)

Clinical description

Hemolytic uremic syndrome (HUS) is characterizedh®yacute onset of microangiopathic

hemolytic anemia, renal injury, and low plateletico Thrombotic thrombocytopenic purpura
(TTP) is also characterized by these featureslbataan include central nervous system (CNS)
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involvement and fever, and may have a more graohsdt. Most cases of HUS (but few cases
of TTP) occur after an acute gastrointestinal 8séusually diarrheal).

Laboratory criteria for diagnosis
The following are both present at some time dutireillness:

* Anemia (acute onset) with microangiopathic char{ges schistocytes, burr cells, or
helmet cells) on peripheral blood smear and
* Renal injury (acute onset), evidenced by eitherdtenma, proteinuria, or elevated
creatinine level (i.ex 1.0 mg/dL in a child <13 years of age>t.5 mg/dL in an adult,
or > 50% increase over baseline)
Note: A low platelet count can usually, but not alwgdys detected early in the illness, but it
may then become normal or even high. If a platent obtained within 7 days after onset of
the acute gastrointestinal illness is not <150,0007, other diagnoses should be considered.

Case classification

Probable:

* An acute illness diagnosed as HUS or TTP that nthetiaboratory criteria in a patient
who does not have a clear history of acute or biabdrrhea in preceding 3 weeks, or
* An acute illness diagnosed as HUS or TTP, thaaa)am onset within 3 weeks after
onset of an acute or bloody diarrhea and b) meettaboratory criteria except that
microangiopathic changes are not confirmed
Confirmed: an acute illness diagnosed as HUS or TTP thatstiee laboratory criteria and
began within 3 weeks after onset of an episodewteaor bloody diarrhea

Comment

Some investigators consider HUS and TTP to begfatcontinuum of disease. Therefore,
criteria for diagnosing TTP on the basis of CNSolmement and fever are not provided because
cases diagnosed clinically as postdiarrheal TT® sti®uld meet the criteria for HUS. These
cases are reported as postdiarrheal HUS.

Hepatitis, Viral, Acute (Revised 9/96)
Clinical Case Definition

An acute illness with a) discrete onset of symptams b) jaundice or elevated serum
aminotransferase levels

Laboratory criteria for diagnosis:
» Hepatitis A: immunoglobulin M (IgM) antibody to hepatitis Arvis (anti-HAV) positive

* Hepatitis B:
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1. IgM antibody to hepatitis B core antigen (anti-HBositive (if done) or hepatitis
B surface antigen (HBsAQ) positive

2. IgM anti-HAV negative (if done)

* Hepatitis C: Revised 2000
1. Serum aminotransferase levels >than7 times theruippié of normal, and
2. IgM anti-HAV negative, and

3. IgM anti-HBc negative (if done) or HBsAg negatiaad

»

Antibody to hepatitis C virus (anti-HCV) positivegrified by an additional more
specific assay

* Non-A, Non-B Hepatitis
1. . Serum aminotransferase levels >2.5 times therdppie of normal, and
2. . IgM anti-HAV negative, and
3. . IgM anti-HBc negative (if done) or HBsAg-negatieand
4. . Anti-HCV negative (if done)

« Delta Hepatitis ®: HBsAg or IgM anti-HBc positive and antibody topagitis delta virus
positive

Case classification

Confirmed: a case that meets the clinical case definitiahiataboratory confirmed; or, for
hepatitis A, a case that meets the clinical cafieitien and occurs in a person who has an
epidemiologic link with a person who has laboratoonfirmed hepatitis A, (i.e., household or
sexual contact with an infected person in the 150 before the onset of symptoms).

Comment

1. Persons who have chronic hepatitis or personsifaishas HBsAg positive or anti-HCV
positive should not be reported as having acutd lgpatitis unless they have evidence
of an acute illness compatible with viral hepatfftisth the exception of perinatal
hepatitis B virus infection) (See Hepatitis, VirBerinatal Hepatitis B Virus Infection
Acquired in the United States or U.S. Territories.)

2. Up to 20% of acute hepatitis C cases will be arf@M-hegative when reported and will
be classified as non-A, non-B hepatitis becauseeg®%-10%) have not yet
seroconverted and others (5%-10%) remain negatiee with prolonged follow-up.

® Delta Hepatitis is not a nationally notifiable disease.
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3. Available serologic test for anti-HCV do not digjuish between acute and chronic or
past infection. Thus, other causes of acute hepakiould be excluded for anti-HCV
positive patients who have an acute illness corbfgawvith viral hepatitis.

Hepatitis, Viral, Perinatal Hepatitis B Virus Infection Acquired in the United
States or U.S. Territories (Adopted 3/95)

Clinical description
Perinatal hepatitis B in the newborn may range fesymptomatic to fulminant hepatitis.
Laboratory criteria for diagnosis
» Hepatitis B surface antigen (HBsAQ) positive
Case classification

HBsAg positivity in any infant >1-24 months of agbo was born in the United States or U.S.
territories to an HBsAg-positive mother

Comment

Infants born to HBsAg-positive mothers should reediepatitis B immune globulin (HBIG) and
the first dose of hepatitis B vaccine within 24 faf birth followed by the second and third
doses of vaccine at 1 and 6 months of age, respéctiPostvaccination testing for antibody to
HBsAg and HBsAg is recommended 3 to 6 months fabhoweompletion of the vaccine series.
If the initial dose of HBIG and vaccine are delayedmore than 1 month after birth, testing for
HBsAg may determine if the infant is already inatt

Legionellosis (Revised 9/96)
Clinical description

Legionellosis is associated with two clinically aggidemiologically distinct illnesses:
Legionnaires disease, which is characterized bgrfenyalgia, cough, pneumonia, and Pontiac
fever, a milder illness without pneumonia.

Laboratory criteria for diagnosis

» Isolation ofLegionella from respiratory secretions, lung tissue, pletivadi, or other
normally sterile fluids, or

» Demonstration of a fourfold or greater rise in taeiprocal immunofluorescence
antibody (IFA) titer to> 128 againskegionella pneumophila serogroup 1 between paired
acute- and convalescent-phase serum specimens, or

"Kuo G, Choo Q-L, Alter HJ, et al. An assay for circulgtamtibodies to a major etiologic virus of human non-A,
non-B hepatitis. Science 1989;244:362-4.
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» Detection ofL. pneumophila serogroup 1 in respiratory secretions, lung tiseug@leural
fluid by direct fluorescence antibody testing, or

» Demonstration oE. pneumophila serogroup 1 antigens in urine by radioimmunoassay
enzyme-linked immunosorbent assay

Case classification
Confirmed: a clinically compatible case that is laboratooyfirmed
Comment

The previously-used category of “probable case’ictvivas based on a single IFA titer, lacks
specificity for surveillance, and this categoryslonger applicable.

Listeriosis - (Adopted 1999)
Clinical description

In adults, invasive disease caused_lgeria monocytogenes manifests most commonly as
meningitis or bacteremia; infection during pregnam@ay result in fetal loss through miscarriage
or stillbirth, or neonatal meningitis or bacterem{ather manifestations can also be observed.

Laboratory criteria for diagnosis

» Isolation ofL. monocytogenes from a normally sterile site (e.g., blood or cedpinal
fluid [CSF] or, less commonly, joint, pleural, agncardial fluid)

* In the setting of miscarriage or stillbirth, isatat of L. monocytogenes from placental or
fetal tissue

Case classification

Confirmed: A clinically compatible case that is laboratoryaéirmed

Lyme Disease (Revised 9/96)

Clinical description

A systemic, tick-borne disease with protean matatems, including dermatologic,

rheumatologic, neurologic, and cardiac abnormalifiene best clinical marker for the disease is
the initial skin lesion (i.e., erythema migrans [BNMhat occurs in 60%-80% of patients.
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Laboratory criteria for diagnosis

Isolation ofBorrelia burgdorferi from clinical specimen, or

Demonstration of diagnostic IgM or IgG antibodies3t burgdorferi in serum or CSF.
When feasible, a two test approach using a seastizyme immunoassay (EIA) or
immunofluorescent assay (IFA) followed by Westelot 5 recommended.

Case classification

Confirmed: (a) a case with EM, or (b) a case with at least late manifestation (as defined
below) that is laboratory confirmed.

Comment

This surveillance case definition was developedttional reporting of Lyme disease; it is not
intended to be used in clinical diagnosis.

Definition of terms used in the clinical descriptiand case definition:

Erythema Migrans For purposes of surveillance, EM is defined akia lesion that
typically begins as a red macule or papule andmedgaver a period of days to weeks to
form a large round lesion, often with partial cahtilearing. A solitary lesion must reach
at least 5¢cm in size. Secondary lesions may alsoroénnular erythematous lesions
occurring within several hours of a tick bite req@st hypersensitivity reactions and do
not qualify as EM. For most patients, the expandiMylesion is accompanied by other
acute symptoms, particularly fatigue, fever, headdamild stiff neck, arthralgia, or
myalgia. These symptoms are typically intermittdite diagnosis of EM must be made
by a physician. Laboratory confirmation is recomuoheshfor persons with no known
exposure.

Late Manifestations Late manifestations include any of the followimlgen an alternate
explanation is not found:

1. Musculoskeletal system Recurrent, brief attacks (weeks or months) of
objective joint swelling in one or a few joints,nsetimes followed by chronic
arthritis in one or a few joints. Manifestationd wonsidered as criteria for
diagnosis include chronic progressive arthritispreiceded by brief attacks
and chronic symmetrical polyarthritis. AdditionalBrthralgia, myalgia, or
fiboromyalgia syndromes alone are not criteria farsguloskeletal
involvement.

2. Nervous system Any of the following, alone or in combinatioynhphocytic
meningitis; cranial neuritis, particularly facialpy (may be bilateral);
radiculoneuropathy; or, rarely, encephalomyelliscephalomyelitis must be
confirmed by showing antibody production agaiBsburgdorferi in the
cerebrospinal fluid (CSF), demonstrated by a higiter of antibody in CSF

8 CDC. Recommendations for test performance and interprefationthe Second National Conference on
Serologic Diagnosis of Lyme Disease. MMWR 1995;44:590-1.
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than in serum. Headache, fatigue, paresthesiaildrstiff neck alone are not
criteria for neurologic involvement.

3. Cardiovascular system Acute onset, high-grade (2E or 3E) atrioventdacu
conduction defects that resolve in days to weekisaae@ sometimes associated
with myocarditis. Palpitations, bradycardia, bundtanch block, or
myocarditis alone are not criteria for cardiovaacuhvolvement.

* Exposure Exposure is defined as having been (#30 dayséefwset of EM) in wooded,
brushy, or grassy areas (i.e., potential tick f@bjtin a county in which Lyme disease is
endemic. A history of tick bite is not required.

» Disease endemic to countyA county in which Lyme disease is endemic is where at
least two confirmed cases have been previouslyigxtar in which established
populations of a known tick vector are infectedvist burgdorferi.

Malaria (Revised 3/95)

Clinical description

Signs and symptoms are variable, but most patexgerience fever. In addition to fever,
common associated symptoms include headache, aatkahills, sweats, myalgias, nausea,
vomiting, diarrhea, and cough. Untreafldsmodium falciparum infection may lead to coma,
renal failure, pulmonary edema, and death. Thgmndisis should be considered for any person
who has these symptoms who has traveled to andrei@ malaria is endemic. Asymptomatic
parasitemia may occur among persons who have bagrérm residents of areas in which
malaria is endemic.

Laboratory criteria for diagnosis
» Demonstration of malaria parasites in blood films
Case classification

Confirmed: An episode of microscopically-confirmed malaragsitemia in any person
(symptomatic or asymptomatic) diagnosed in the é¢thBtates, regardless of whether the person
experienced previous episodes of malaria whileidethe country

Comment

A subsequent attack experienced by the same pbteaaused by a differeRtasmodium
species is counted as an additional case. A subsegttack experienced by the same person
and caused by the same species in the United $tatefdicate a relapsing infection or
treatment failure caused by drug resistance. Bswmoears from questionable cases should be
referred to the National Malaria Repository, CD@, ¢onfirmation of the diagnosis.

Cases are also classified according to the follgWiforld Health Organization categories:

» Autochthonous: Indigenous: malaria acquired by mosquito transmission iraiga where
malaria is a regular occurrence
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* Introduced: malaria acquired by mosquito transmission froninamorted case in an area
where malaria is not a regular occurrence

* Imported: malaria acquired outside a specific area (ehg.United States and its
territories)

* Induced: malaria acquired through artificial means (eb{ppd transfusion, common
syringes, or malariotherapy)

* Relapsing: renewed manifestation (of clinical symptoms angé@rasitemia) of malaria
infection that is separated from previous manitesta of the same infection by an
interval greater than any interval resulting frdma hormal periodicity of the paroxysms
Cryptic: an isolated case of malaria not epidemiologydatked to additional cases

Measles (Revised 9/96)
Clinical Case Definition
An illness characterized by all of the following:

* ageneralized rash lastirg3 days
* atemperature 38.3 C or 101 °F
* cough, coryza, or conjunctivitis

Laboratory criteria for diagnosis

» Positive serologic test for measles immunoglobiifigM) antibody, or
» Significant rise in measles antibody level by amandard serologic assay, or
» Isolation of measles virus from a clinical specimen

Case classification
Suspected: any febrile illness accompanied by rash

Probable: a case that meets the clinical case definitias, noncontributory or no serologic or
virologic testing, and is not epidemiologicallyked to a confirmed case

Confirmed: a case that is laboratory confirmed or that sid&t clinical case definition and is
epidemiologically linked to a confirmed case. Adedtory-confirmed case does not need to meet
the clinical case definition.

Comment

Confirmed cases should be reported to the NNDS$imfiorted case has its source outside the
country or state. Rash onset occurs within 18 dagntering the jurisdiction and illness cannot
be linked to local transmission. Imported cases@abe classified as:

* International. Importation from another country.

» Out-of-State. A case that is imported from anostate in the United States. The
possibility that a patient was exposed within hiser state of residence should be
excluded; therefore, the patient either must haenlout of state continuously for the
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entire period of possible exposure (at least 7-d@y& dbefore onset of rash) or have had
one of the following types of exposure while oustdte: a) face-to-face contact with a
person who had either a probable or confirmed oa®g attendance in the same
institution as a person who had a case of measlgs {(n a school, classroom, or day care
center).
An indigenous case is defined as a case of measles that impotied. Cases that are linked to
imported cases should be classified as indigerfdbe exposure to the imported case occurred
in the reporting state. Any case that cannot bequ to be imported should be classified as
indigenous.

Meningococcal Disease
Clinical description

Meningococcal disease presents most commonly aggigs and/or meningococcemia that
may progress rapidly to purpura fulminans, shookl, death. However, other manifestations
may be observed.

Laboratory criteria for diagnosis

» Isolation ofNeisseria meningitidis from a normally sterile site (i.e., blood or
cerebrospinal fluid [CSF], or, less commonly, joioleural, or pericardial fluid)

Case classification

Probable: a case with a positive antigen test in CSF onadil purpura fulminans in the absence
of a positive blood culture

Confirmed: a clinically compatible case that is laboratooypfrmed
Comment

Positive antigen test results from urine or seram@es are unreliable for diagnosing
meningococcal disease.

Mumps (Revised 5/99)
Clinical Case Definition

An illness with acute onset of unilateral or bitaldender, self limited swelling of the parotid or
other salivary gland, lasting2 days, and without other apparent cause

Laboratory criteria for diagnosis

* Isolation of mumps virus from clinical specimen, or

» Significant rise between acute- and convalesceasgliters in serum mumps
immunoglobulin G (IgG) antibody level by any stardlaerologic assay, or

» Positive serologic test for mumps immunoglobuliqlyM) antibody
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Case classification

Probable: a case that meets the clinical case definitias, ioncontributory or no serologic or
virologic testing, and is not epidemiologicallyked to a confirmed or probable case

Confirmed: a case that is laboratory confirmed or that méetlinical case definition and is
epidemiologically linked to a confirmed or probabkese. A laboratory-confirmed case does not
need to meet the clinical case definition.

Comment

Two probable cases that are epidemiologically kihieuld be considered confirmed, even in
the absence of laboratory confirmation. Falseip@sigM results by immunofluorescent
antibody assays have been repofted.

Pertussis (Revised 11/97)
Clinical Case Definition

A cough illness lasting 2 weeks with one of the following: paroxysms ofighing, inspiratory
"whoop," or post-tussive vomiting, without othempapent cause (as reported by a health
professional)

Laboratory criteria for diagnosis

» Isolation ofBordetella pertussis from clinical specimen
* Positive polymerase chain reaction (PCR)Bopertussis

Case classification

Probable: a case meets the clinical case definition, idamdratory confirmed, and is not
epidemiologically linked to a laboratory-confirmedse

Confirmed: a case that is culture positive and in which eute.cough illness of any duration is
present; or a case that meets the clinical caseititei and is confirmed by positive PCR; or a
case that meets the clinical case definition arpidemiologically linked directly to a case
confirmed by either culture or PCR.

Comment

The clinical case definition above is appropriategndemic or sporadic cases. In outbreak
settings, a case may be defined as a cough illasssg> 2 weeks (as reported by a health
professional). Because some studies have docudhtraedirect fluorescent antibody testing of
nasopharyngeal secretions has low sensitivity andble specificity, it should not be relied on

° Schluter WW, Reef SE, Dykewicz DA, Jennings CE. Pseudoreak of mumps -- lllinois, 1995 {Abstract}. In:
Program and abstracts of the 30th National ImmunizationeCemée, Washington, DC, April  9-12, 1996.
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as a criterion for laboratory confirmatidt! Serologic testing for pertussis is availabledms
areas but is not standardized and, therefore, dhmilbe relied on as a criterion for laboratory
confirmation for national reporting purpose. Bptiobable and confirmed cases should be
reported to the NNDSS.

Plague (Revised 9/96)
Clinical description

Plague is transmitted to humans by fleas or byctiggposure to infected tissues or respiratory
droplets; the disease is characterized by fevdts cheadache, malaise, prostration, and
leukocytosis that manifests in one or more of tiwing principal clinical forms:

* Regional lymphadenitis (bubonic plague)

» Septicemia without an evident bubo (septicemic yxgg

* Plague pneumonia, resulting from hematogenous dpndaubonic or septicemic cases
(secondary pneumonic plague) or inhalation ofdtiéeis droplets (primary pneumonic

plague)
* Pharyngitis and cervical lymphadenitis resultingnirexposure to larger infectious
droplets or ingestion of infected tissues (pharghgéague)

Laboratory criteria for diagnosis
Presumptive

» Elevated serum antibody titer(s)Yersinia pestis F1 antigen (without documented
fourfold or greater change) in a patient with nstdwy of plague vaccination or
» Detection of F1 antigen in a clinical specimen lopfescent assay
Confirmatory

» Isolation of Y. pestis from a clinical specimen or
* Fourfold or greater change in serum antibody titef. pestis fraction 1 F1 antigen

Case classification

Suspected: A clinically compatible case without presumptimeconfirmatory laboratory results.
Probable: A clinically compatible case with presumptive daatory results.
Confirmed: A clinically compatible case with confirmatoryblaratory results.

Poliomyelitis, Paralytic

9 Broome CV, Fraser DW, English WJ. Pertussis -- diajo methods and surveillance. In: Manclark CR, Hill JC,
eds. International Symposium on Pertussis. Bethesda, ND&partment of Health, Education, and Welfare,
Public Health Service, National Institutes of Health, 1979EBHpublication no. (NIH)79-1830:19-22.

M Halperin SA, Bortolussi R, Wort AJ. Evaluation oftame, immunofluorescence, and serology for the diagnosis
of pertussis. J Clin Microbiol 1989;27:752-7.
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Clinical Case Definition

Acute onset of a flaccid paralysis of one or mardk with decreased or absent tendon reflexes
in the affected limbs, without other apparent caasé without sensory or cognitive loss

Case classification
Probable: a case that meets the clinical case definition

Confirmed: a case that meets the clinical case definitiahiarwhich the patient has a neurologic
deficit 60 days after onset of initial symptomss laged, or has unknown follow-up status.

Comment

All suspected cases of paralytic poliomyelitis @r@iewed by a panel of expert consultants
before final classification occurs. Confirmed caarsthen further classified on epidemiologic
and laboratory criteri¥ Only confirmed cases are included in Table hie MMWR.
Suspected cases are enumerated in a footnote MMVER table.

Psittacosis (Revised 9/96)

Clinical description

An illness characterized by fever, chills, headagi®tophobia, cough, and myalgia.
Laboratory criteria for diagnosis

* Isolation ofChlamydia psittaci from respiratory secretions, or

» Fourfold or greater increase in antibody aga@hgisittaci by complement fixation or
microimmuno-fluorescence (MIF) to a reciprocalrtidd> 32 between paired acute- and
convalescent-phase serum specimens or

* Presence of immunoglobulin M antibody agai@sPsittaci by MIF to a reciprocal titer
of > 16

Case classification

Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case or
that has supportive serology (eQ.psittaci titer of> 32 in one or more serum specimens
obtained after onset of symptoms)

Confirmed: a clinically compatible case that is laboratooypfrmed

12 sutter RW, Brink EW, Cochi SL, et al. A new epidemigtoand laboratory classification system for paralytic
poliomyelitis cases. Am J Public Health 1989;79:495-8.
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Comment

The serologic findings by CF noted above may atsmupas a result of infection witbhlamydia
pneumoniae or Chlamydia trachomatis. The MIF appears to be more specific for infectiath
C. psittaci, but experience with and availability of this newest is more limited.

Rabies, Animal
Laboratory criteria for diagnosis

* A positive direct fluorescent antibody test (prafdy performed on central nervous
system tissue)
» Isolation of rabies virus (in cell culture or inadoratory animal)

Case classification

Confirmed: a case that is laboratory confirmed

Rabies, Human
Clinical description

Rabies is an acute encephalomyelitis that almeasiye progresses to coma or death within 10
days of the first symptom.

Laboratory criteria for diagnosis

» Detection by direct fluorescent antibody of viratigens in a clinical specimen
(preferably the brain or the nerves surrounding fwdlicles in the nape of the neck), or

» Isolation (in cell culture or in a laboratory aninef rabies virus from saliva,
cerebrospinal fluid (CSF) or central nervous systissue, or

» Identification of a rabies-neutralizing antibodieti> 5 (complete neutralization) in the
serum or CSF of an unvaccinated person.

Case classification
Confirmed: a clinically compatible case that is laboratooyfrmed
Comment

Laboratory confirmation by all of the above meth@lstrongly recommended.

Rocky Mountain Spotted Fever (Revised 9/96)
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Clinical description

A tickborne febrile illness most commonly charaizted by acute onset and usually
accompanied by myalgia, headache, and petechlaloasthe palms and soles in two-thirds of
the cases)

Laboratory criteria for diagnosis

» Fourfold or greater rise in antibody titerRockettsia rickettsii antigen by
immunofluorescent antibody (IFA), complement firat(CF), latex agglutination (LA),
microagglutination (MA), or indirect hemagglutinati (IHA) test in acute- and
convalescent-phase specimens ideally tak8rweeks apart, or

» Positive polymerase chain reaction assai. tiickettsii, or

» Demonstration of positive immunofluorescence ohgs&sion (biopsy) or organ tissue
(autopsy)

» Isolation ofRickettsia rickettsii from clinical specimen

Case classification

Probable: a clinically compatible case with a single IFAdegic titer of> 64 or a single CF
titer of > 16 or other supportive serology (fourfold risditar or a single titer 320 by Proteus
OX-19 or OX-2, or a single titer 128 by LA, IHA, or MA test)

Confirmed: a clinically compatible case that is laboratooyfirmed

Rubella (Revised 9/96)
Clinical Case Definition

An illness with all of the following characterissic

* Acute onset of generalized maculopapular rash

» Temperature >99 °F (>37.2 °C), if measured

» Arthralgia/arthritis, or lymphadenopathy, or corgtinitis

Laboratory criteria for diagnosis

» Isolation of rubella virus, or

» Fourfold rise between acute and convalescent iitessrum rubella immunoglobulin G
antibody level by any standard serologic assay, or

» Positive serologic test for rubella immunoglobMn(IgM) antibody

Case classification
Suspected: any generalized rash illness of acute onset

Probable: a case that meets the clinical case definitias, o or noncontributory serologic or
virologic testing, and is not epidemiologicallyked to a laboratory-confirmed case
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Confirmed: a case that is laboratory confirmed or that méet<linical case definition and is
epidemiologically linked to a laboratory-confirmedse.

Comments

Serum rubella IgM test results that are false p@sthave been reported in persons with other
viral infections (e.g., acute infection with Epstdarr [infectious mononucleosis], recent
cytomegalovirus infection, parvovirus infectiony,in the presence of rheumatoid factor.
Patients who have laboratory evidence of recenslasanfection are excluded.

Rubella, Congenital Syndrome (Revised 5/99)
Clinical description

Presence of any defect(s) or laboratory data cimmtigvith congenital rubella infection. Infants
with congenital rubella syndrome usually presenhwiore than one sign or symptom consistent
with congenital rubella infection. However, infamhay present with a single defect. Deafness
is most common single defect.

Laboratory criteria for diagnosis

» Isolation of rubella virus, or

* Demonstration of rubella-specific immunoglobulin(MM) antibody, or

* Aninfant's rubella antibody level that persistadtigher level and for a longer period of
time than expected from passive transfer of matemigbody (i.e., rubella titer that does
not drop at the expected rate of a twofold diluj@n month)

* PCR positive rubella virus

Clinical Case Definition

An illness usually manifesting in infancy resultifigm rubella infection in utero and
characterized by signs or symptoms from the foltmncategories:

» Cataracts/congenital glaucoma, congenital heagbdes, (most commonly patent ductus
arteriosus, peripheral pulmonary artery stenokis} of hearing, pigmentary retinopathy.

» Purpura, hepatosplenomegaly, jaundice, microcephaytal retardation,
meningoencephalitis, radiolucent bone disease.

Case classification

Suspected: a case with some compatible clinical findings ot meeting the criteria for a
probable case.

Probable: a case that is not laboratory confirmed and tlagtany two complications listed in
paragraph a) of the clinical case definition or camplication from paragraph a) and one from
paragraph b), and lacks evidence of any otherogpyol

Confirmed: a clinically consistent case that is laboratagfomed.

Appendix B33



Infection Only: a case that demostrates laboratory evidencdeiftian, but without any clinical
symptoms or signs

Comment

In probable cases, either or both of the eye-reélatelings (cataracts and congenital glaucoma)
count as a single complication. In cases claskd®infection only, if any compatible signs or
symptoms (e.g., hearing loss) are identified latex,case is reclassified as confirmed.

Salmonellosis
Clinical description
An iliness of variable severity commonly manifesbsddiarrhea, abdominal pain, nausea, and
sometimes vomiting. Asymptomatic infections magwcand the organism may cause
extraintestinal infections.
Laboratory criteria for diagnosis

* Isolation ofSalmonella from a clinical specimen
Case classification
Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case
Confirmed: a case that is laboratory confirmed

Comment

Laboratory confirmed isolates are reported to CeCtive Public Health Laboratory Information
System (PHLIS), which is managed by the Foodbomklarrheal Disease Branch, Division of
Bacterial and Mycotic Diseases, National Centelrifectious Diseases, CDC. Both probable
and confirmed cases are reported to the Nationafiblde Disease Surveillance System, but
only confirmed cases are reported to PHLIS. Bogmgiomatic infections and infections at sites
other than the gastrointestinal tract, if labonatmonfirmed, are considered confirmed cases that
should be reported to PHLIS.

Shigellosis

Clinical description

An iliness of variable severity characterized bgrdhea, fever, nausea, cramps, and tenesmus.
Asymptomatic infections occur.

Laboratory criteria for diagnosis

» Isolation ofShigella from a clinical specimen
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Case classification

Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case
Confirmed: a case that is laboratory confirmed

Comment

Laboratory confirmed isolates are reported to ClxCtlve Public Health Laboratory Information
System (PHLIS), which is managed by the FoodbonmelRiarrheal Disease Branch, Division of
Bacterial and Mycotic Diseases, National Centelriggctious Diseases, CDC. Both probable
and confirmed cases are reported to the Nationtfidlie Disease Surveillance System, but
only confirmed cases are reported to PHLIS. Caordtion is based on laboratory findings, and
clinical illness is not required.

Streptococcus pnemoniae, Drug Resistant Invasive Disease (Revised 9/96)

Clinical description

Sreptococcus pneumoniae causes many clinical syndromes, depending onitia@fsinfection
(e.g., acute otitis media, pneumonia, bacterenmimemingitis).

Laboratory Criteria for Diagnosis

» Isolation ofS pneumoniae from a normally sterile site (e.g., blood, cereimiaal fluid,
or, less commonly, joint, pleural, or pericardiaid) and

* Nonsusceptible isolate i.e., intermediate- or Heyrel resistance of th& pneumoniae
isolate to at least one antimicrobial agent cutyeappproved for use in treating
pneumococcal infection

Case classification

Probable: a clinically compatible case caused by laboratmmfirmed culture of. pneumoniae
identified as “nonsusceptible” (i.e., an oxacilione size of less than 20 mm) when oxacillin
screening is the only method of antimicrobial spsibdity testing performed

Confirmed: a clinically compatible case that is laboratooyfirmed
Comment

Resistance defined by National Committee for Chhlcaboratory Standards (NCCLS)-
approved methods and NCCLS-approved interpretivennuim inhibitory concentration (MIC)
standardsd®g/mL) for S. pneumoniae. NCCLS recommends that all invasiSgpneumoniae
isolates found to be “possibly resistant” to beteidms (i.e., an oxacillin zone size of less than
20 mm) by oxacillin screening should undergo furthesceptibility testing by using a
guantitative MIC method acceptable for penicilkxtended-spectrum cephalosporins, and other
drugs as clinically indicated
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Streptococcus pneumoniae, Invasive, (Children < Sewrs) (Revised 12/00)
Clinical description

Streptococcus pneumoniae causes many clinical syndromes, depending onitia@fsinfection
(e.g., acute otitis media, pneumonia, bacteremimemingitis). Starting in 2000, a conjugate
pneumococcal vaccine is recommended for preveofipmeumococcal disease in the pediatric
population.

Laboratory criteria for diagnosis

» Isolation ofS pneumoniae from a normally sterile site (e.g., blood, ceredmiaal fluid,
or, less commonly, joint, pleural, or pericardiaid)

Case classification

Confirmed: a clinically compatible case in a child less tlbayears of age caused by laboratory-
confirmed culture of. pneumoniae from a normally sterile site

Syphilis (All Definitions Revised 9/96)

Syphilis is a complex sexually transmitted disegase has a highly variable clinical course.
Classification by a clinician with expertise in &yis may take precedence over the following
case definitions developed for surveillance purpose

Syphilis, primary
Clinical description

A stage of infection witireponema pallidum characterized by one or more chancres (ulcers);
chancres may vary considerably in clinical appeagan

Laboratory criteria for diagnosis

» Demonstration of. pallidumin clinical specimens by darkfield microscopy ditascent
antibody (DFA-TP), or equivalent methods

Case classification

Probable: a clinically compatible case with one or moreeugc(chancres) consistent with
primary syphilis and a reactive serologic test (r@ponemal: Venereal Disease Research
Laboratory [VDRL] or Rapid Plasma Reagin [RPR]gponemal: fluorescent treponemal
antibody-absorbed [FTA-ABS] or microhem-agglutioatassay for antibody b pallidum
[MHA-TP])

Confirmed: a clinically compatible case that is laboratooyfirmed
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Syphilis, secondary
Clinical description

A stage of infection caused by T. pallidum and abtarized by localized or diffuse
mucocutaneous lesions, often with generalized hadgnopathy. The primary chancre may
still be present.

Laboratory criteria for diagnosis

* Demonstration of T. pallidum in clinical specimdnsdarkfield microscopy, DFA-TP, or
equivalent methods

Case classification

Probable: a clinically compatible case with a nontrepone(WidRL or RPR) titer> 4.
Confirmed: a clinically compatible case that is laboratooyfrmed

Syphilis, latent

Clinical description

A stage of infection caused By pallidum in which organisms persist in the body of the ciéel
person without causing symptoms or signs. Lateplidig is subdivided into early, late, and
unknown categories based upon the duration of tiafec

Case classification
Probable: no clinical signs or symptoms of syphilis and ginesence of one of the following:

* No past diagnosis of syphilis, a reactive nontrepoal test (i.e., VDRL or RPR), and a
reactive treponemal test (i.e., FTA-ABS or MHA-TP)
» A past history of syphilis therapy and a curremtngponemal test titer demonstrating
fourfold or greater increase from the last nontregyoal test titer
Syphilis, early latent

Clinical description

A subcategory of latent syphilis. When initial iofe®n has occurred within the previous 12
months, latent syphilis is classified as earlyriate

Case classification

Probable: latent syphilis (see Syphilis, latent) in a persdio has evidence of having acquired
the infection within the previous 12 months baseaoe or more of the following criteria:
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* Documented seroconversion or fourfold or greatereiase in titer of a nontreponemal
test in the past 12 months

* A history of symptoms consistent with primary oc@edary syphilis in the past 12
months

* A history of sexual exposure to a partner who hatfioned or probable primary or
secondary syphilis, or probable early latent syphitlocumented independently as
duration <1 year)

* Reactive nontreponemal and treponemal tests frparson whose only possible
exposure occurred within the preceding 12 months
Syphilis, late latent

Clinical description

A subcategory of latent syphilis. When initialécfion has occurred >1 year previously, latent
syphilis is classified as late latent.

Case classification

Probable: latent syphilis (see Syphilis, latent) of a patieho shows no evidence of having
acquired the disease within the past 12 monthsgphilis, early latent) and whose age and
titer do not meet the criteria specified for lateyphilis of unknown duration.

Syphilis, latent, of unknown duration
Clinical description

A subcategory of latent syphilis. When the datenitial infection cannot be established as
occurring within the previous year, and the patseage and titer meet criteria described below,
latent syphilis is classified as latent syphilisuoknown duration.

Case classification

Probable: latent syphilis (see Syphilis, latent) that dnes meet the criteria for early latent
syphilis, and the patient is 13-35 years of agé wihontreponemal titer 32.

Neurosyphilis
Clinical description
Evidence of central nervous system infection Witpallidum
Laboratory criteria for diagnosis
» A reactive serologic test for syphilis and reacM2RL in cerebrospinal fluid (CSF)
Case classification

Probable: syphilis of any stage, a negative VDRL in CSH] aoth of the following:
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» Elevated CSF protein or leukocyte count in the absef other known causes of these
abnormalities
» Clinical symptoms or signs consistent with neurdsygwithout other known causes for
these clinical abnormalities
Confirmed: syphilis, of any stage, that meets the laboratoitgria for neurosyphilis

Syphilis, late with clinical manifestations other han neurosyphilis (late benign syphilis and
cardiovascular syphilis).

Clinical description

Clinical manifestations of late syphilis other thagurosyphilis may include inflammatory
lesions of the cardiovascular system, skin, anagbdRarely, other structures (e.g. the upper and
lower respiratory tracts, mouth, eye, abdominahosy reproductive organs, lymph nodes, and
skeletal muscle) may be involved. Late syphilisally becomes clinically manifest only after a
period of 15 to 30 years of untreated infection.

Laboratory criteria for diagnosis

Demonstration of. pallidumin late lesions by fluorescent antibody or spesfains (although
organisms are rarely visualized in late lesions).

Case classification

Probable: characteristic abnormalities or lesions of thelmvascular system, skin, bone or
other structures with a reactive treponemal taghe absence of other known causes of these
abnormalities, and without CSF abnormalities amiadl symptoms or signs consistent with
neurosyphilis.

Confirmed: A clinically compatible case that is laboratagnfirmed.
Comment:

Analysis of CSF for evidence of neurosyphilis isessary in the evaluation of late syphilis with
clinical manifestations.

Syphilitic Stillbirth
Clinical description

A fetal death that occurs after a 20 week gestatian which the fetus weighs >500 g, and the
mother had untreated or inadequately tredtegphilis at delivery.

Comment

For reporting purposes, syphilitic stillbirths skbbe reported as cases of congenital syphilis.

13 Inadequate treatment consists of any nonpenicillin thesapgnicillin administered <30 days before delivery.
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Syphilis, Congenital (Revised 9/96)
Clinical description

A condition caused by infectian utero with Treponema pallidum. A wide spectrum of severity
exists, and only severe cases are clinically appatebirth. An infant (<2 years) may have signs
such as hepatosplenomegaly, rash, condyloma tailes, jaundice (non-viral hepatitis),
pseudoparalysis, anemia, or edema (nephrotic symelemd/or malnutrition). An older child

may have stigmata (e.g., interstitial keratitis;veedeafness, anterior bowing of shins, frontal
bossing, mulberry molars, Hutchinson teeth, saddie, rhagades, or Clutton joints).

Laboratory criteria for diagnosis

» Demonstration of. pallidum by darkfield microscopy, fluorescent antibodyptier
specific stains in specimens from lesions, plagantailical cord, or autopsy material

Case classification

Probable: a condition affecting an infant whose mother batteated or inadequately treated
syphilis at delivery, regardless of signs in thiamt; or an infant or child who has a reactive
treponemal test for syphilis and any one of thiofaing:

* Any evidence of congenital syphilis on physical rmkzation
* Any evidence of congenital syphilis on radiographing bone
» A reactive cerebrospinal fluid (CSF) venereal digei@search laboratory (VDRL)
* An elevated CSF cell count or protein (without otb@use)
» Areactive fluorescent treponemal antibody absori®$-IgM antibody test or IgM
enzyme linked immunosorbent assay
Confirmed: a case that is laboratory confirmed

Comment

Congenital and acquired syphilis may be difficaltdistinguish when a child is seropositive after
infancy. Signs of congenital syphilis may not be&iobs, and stigmata may not yet have
developed. Abnormal values for CSF VDRL, cell coamtd protein, as well as IgM antibodies,
may be found in either congenital or acquired syghtindings on radiographs of long bones
may help because radiographic changes in the metepdind epiphysis are considered classic
signs of congenitally acquired syphilis. The demisinay ultimately be based on maternal
history and clinical judgment. In a young childe ghossibility of sexual abuse should be
considered as a cause of acquired rather than sidalggyphilis, depending on the clinical
picture. For reporting purposes, congenital sypliiicludes cases of congenitally acquired
syphilis among infants and children as well as gihstillbirths.
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Tetanus (Revised 9/96)
Clinical Case Definition

Acute onset of hypertonia and/or painful muscutarttactions (usually of the muscles of the
jaw and neck) and generalized muscle spasms witithat apparent medical cause

Case classification

Confirmed: a clinically compatible case, as repbtig a health-care professional

Trichinosis (Revised 9/96)
Clinical description

A disease caused by ingestionfoichinella larvae. The disease has variable clinical
manifestations. Common signs and symptoms amamgteynatic persons include eosinophilia,
fever, myalgia, and periorbital edema.

Laboratory criteria for diagnosis

» Demonstration ofrichinella larvae in tissue obtained by muscle biopsy, or
» Positive serologic test famrichinela.

Case classification
Confirmed: a clinically compatible case that is laboratooyfirmed
Comment

In an outbreak setting, at least one case musthmedtory confirmed. Associated cases should
be reported as confirmed if the patient sharedp@teeniologically implicated meal or ate an
epidemiologically implicated meat product and hiisee a positive serology for trichinosis or a
clinically compatible case.

Tuberculosis (Revised 9/96)
Clinical description

A chronic bacterial infection due Mycobacterium tuberculosis, characterized pathologically by
the formation of granulomas. The most common ditafection is the lung, but other organs
may be involved.

Clinical Case Definition

A case that meets the following criteria:
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* A positive tuberculin skin test

» Other signs and symptoms compatible with tuberdsids.g., an abnormal, unstable
[i.e., worsening or improving] chest radiographgchmnical evidence of current disease)

» Treatment with two or more antituberculosis medaret

» Completed diagnostic evaluation

Laboratory criteria for diagnosis

« Isolation ofM. tuberculosis from a clinical speciméfior

» Demonstration oM. tuberculosis from a clinical specimen by nucleic acid amplifioa
test> or

* Demonstration of acid-fast bacilli in clinical spreen when a culture has not been or
cannot be obtained

Case classification
Confirmed: a case that meets the clinical case definitiois taboratory confirmed.
Comment

A case should not be counted twice within any coatee 12 month period. However, cases in
which the patients had previously had verified asseshould be reported again if the patients
were discharged from treatment. Cases also sheuldported again if patients were lost to
supervision >12 months and disease can be veafiath. Mycobacterial diseases other than
those caused Wy. tuberculosis complex should not be counted in tuberculosis midgb
statistics unless there is concurrent tuberculosis.

Tularemia (Adopted 1999)

Clinical description
An iliness characterized by several distinct formsluding the following:

* Ulceroglandular: cutaneous ulcer with regional lyragenopathy
Glandular: regional lymphadenopathy with no ulcer
* Oculoglandular: conjunctivitis with preauriculanyphadenopathy
» Oropharyngeal: stomatitis or pharyngitis or toitsslland cervical lymphadenopathy
* Intestinal: intestinal pain, vomiting, and diarrhea
e Pneumonic: primary pleuropulmonary disease
* Typhoidal: febrile illness without early localizirgigns and symptoms

14 Use of rapid identification techniques for M. tuberciddgi.g., DNA probes and mycolic acids high-pressure
liquid chromatography performed on a culture from a dihspecimen) are acceptable under this criterion.

5 Nucleic acid amplification (NAA) tests must be accompaniedutyie@ for mycobacteria species. However, for
surveillance purposes, CDC will accept results obtained fré tésts approved by the Food and Drug
Administration (FDA) and used according to the apprguediuct labeling on the package insert. Current FDA
approved NAA tests are only approved for smear-positiveregsp/ specimens.
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Clinical diagnosis is supported by evidence ordmsbf a tick or deerfly bite, exposure to tissue
of a mammalian host ¢francisella tularensis, or exposure to potentially contaminated water.

Laboratory criteria for diagnosis
Presumptive

» Elevated serum antibody titer(s)Fotularensis antigen (without documented fourfold or
greater change) in a patient with no history cétemia vaccination or
» Detection ofF. tularensisin a clinical specimen by fluorescent assay
Confirmatory

» |solation ofF. tularensisin a clinical specimen or
» Fourfold or greater change in serum antibody tad¥t. tularensis antigen

Case classification
Probable: a clinically compatible case with laboratory iésindicative of presumptive infection

Confirmed: a clinically compatible case with confirmatorptaatory results

Typhoid Fever
Clinical description

An iliness caused bgalmonella typhi that is often characterized by insidious onsetustained
fever, headache, malaise, anorexia, relative beadyar, constipation or diarrhea, and
nonproductive cough. However, many mild and atypidactions occur. Carriage & typhi
may be prolonged.

Laboratory criteria for diagnosis
Isolation ofS. typhi from blood, stool, or other clinical specimen
Case classification

Probable: a clinically compatible case that is epidemiotadily linked to a confirmed case in an
outbreak

Confirmed: a clinically compatible case that is laboratooyfirmed
Comment

Isolation of the organism is required for confirioat Serologic evidence alone is not sufficient
for diagnosis. Asymptomatic carriage should notdported as typhoid fever.
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Isolates ofS. typhi are reported to the Foodborne and Diarrheal DeseBsanch, National Center
for Infectious Diseases, CDC, through the PublialtteLaboratory Information System. (See
Salmonella.)

Yellow Fever
Clinical description

A mosquito-borne, viral illness characterized bytacmnset and constitutional symptoms
followed by a brief remission and a recurrenceevkf, hepatitis, alouminuria, and symptoms
and, in some cases, renal failure, shock, and gkred hemorrhages

Laboratory criteria for diagnosis

* Fourfold or greater rise in yellow fever antibodgrtin a patient who has no history of
recent yellow fever vaccination, and cross-reastitmnother flaviviruses have been
excluded or

* Demonstration of yellow fever virus, antigen, ongme in tissue, blood, or other body
fluid

Case classification

Probable: a clinically compatible case with supportive $egy (stable elevated antibody titer to
yellow fever virus, [e.g3 32 by complement fixatiory; 256 by immunofluorescence assay,
320 by hemagglutination inhibitior, 160 by neutralization, or a positive serologiwteby
immunoglobulin M-capture enzyme immunoassay]. Gresstive serologic reactions to other
flaviviruses must be excluded, and the patient mashave a history of yellow fever
vaccination.)

Confirmed: a clinically compatible case that is laboratooypfrmed

Case Definitions

The following case definitions and data elemengésracommended for use by all surveillance

systems gathering information on traumatic braith sgpinal cord injuries. This standardization
will allow us to collect data that can be compaaetbss time and between jurisdictions. As a
result, we will be better able to target effortptevent these injuries and their consequences.

For the purposes of public health surveillancasglictions may elect to ascertain cases of
traumatic brain injury either from clinical recordsfrom existing uniform data systems. Case
definitions are presented for both types of asgertant.
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Traumatic Brain Injury
Clinical case definition

For surveillance systems using data from clinieabrds, a case of traumatic brain injury
(craniocerebral trauma) is defined either

» As an occurrence of injury to the head that is doented in a medical record, with one
or more of the following conditions attributed tedul injury®:

Observed or self-reported decreased level of consnes¥
Amnesid®

Skull Fracture

Objective neurological or neuropsychological abrality'®
Diagnosed intracranial lesi

agrwnE

* As an occurrence of death resulting from traumé) Wwead injury listed on the death
certificate, autopsy report, or medical examineg(sort in the sequence of conditions that
resulted in death.

The clinical definition of traumatic brain injuexcludes the following:

» Lacerations or contusions of the face, eye, eascalp, without the other criteria listed
above

» Fractures of facial bones, without other criteiséeld above

* Birth trauma

* Primary anoxic, inflammatory, infectious, toxic, metabolic encephalopathies that are
not complications of head trauma

» Cancer

» Brain infarction (ischemic stroke) and intracrarammorrhage (hemorrhagic stroke)
without associated trauma

Uniform data systems case definition

For surveillance systems receiving case reporta froded death certificates or hospital
discharge data, the following International Clasation of Diseases, Ninth Revision (ICD-9) or

16 Injuries to the head may arise from blunt or peatetg trauma or from acceleration-decelerationderc
M Decreased level of consciousness refers to partedmplete loss of consciousness. This inclutesdescribed as
obtundation, stupor, or coma.
18 Amnesia may include loss of memory for events imiatetly preceding the injury (retrograde amnesia) tfie injury event
itself, and for events subsequent to the injuns{paumatic amnesia).
19 Neurological abnormalities are determined from nlagical examination. Examples include abnornmeditbf speech (aphasia
or dysphasia); or seizures acutely following headrma. Neuropsychological abnormalities are datechfrom mental status
and neuropsychological examinations. Examplesidedisorders of mental status (such as disorientagitation, or
confusion) and other changes in cognition, behawiopersonality.

Examples of diagnosed intracranial lesions includematic intracranial hematomas or hemorrhagel(eal,
subural, subarachnoid, or intracerebral), ceratmatusions or laceratins, or penetrating cerebjaties (e.g., gunshot wounds).
The diagnosis of such intracranial lesions is Ugwnfirmed with a computed tompgraphy (CT) or metic resonance imaging
(MRI) brain scan or by other neurodiagnostic prared.
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International Classification of Diseases, Ninth Rmn, Clinical Modification (ICD-9-CM)
diagnostic codes are included in the definitiotrafimatic brain injury:

Diagnostic Codes for Traumatic Brain Injuries
800.B0801.9 | Fracture of the vault or base of thal sk
803.B0804.9 | Other and unqualified and multiple tinees of the skull
Intracranial injury, including concussion, contusio
850.B0854.1 | laceration, and hemorrhage

Additional cases of traumatic brain injury may Iseextained from death certificates coded as
follows:

Diagnostic Codes for Traumatic Brain Injuries

873.0B873.9 Other open wound of h&€ad

Spinal Cord Injury
Clinical case definition

For surveillance systems using data from clinieabrds, a case of spinal cord injury is defined
as the occurrence of an acute traumatic lesiorwoifat elements in the spinal canal (spinal cord
and cauda equina), resulting in temporary or peemasensory deficit, motor deficit, or bowel
or bladder dysfunction.

The clinical definition of spinal cord injurgxcludes the following:

* Intervertebral disc disease (ICD-9-CM 722)

» Vertebral injuries in the absence of spinal cofdrin

* Nerve root avulsions and injuries to nerve roots p@ripheral nerves outside the spinal
canal

» Birth trauma

» Cancer, spinal cord vascular disease, and othdranonatic spinal cord diseases

Uniform data systems case definition

For surveillance systems receiving case reporta froded death certificates or hospital
discharge data, the following ICD-9 or ICD-9-GMiiagnostic codes should be used to define
acute spinal cord injury:

L This code range should not be applied to intraetanjuries. However, reviews of data from deagftificates indicate that a
substantial number of cases of intracranial injaggecially gunshot wounds, are mistakenly giveseicodes. Suspected cases
of head trauma that have been so coded may bemeafiby reviewing medical records or death cestés.
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Diagnostic Codes for Spinal Cord Injuries
806.0B806.9 | Fracture of vertebral column with spawad lesion
952.0B952.9 | Spinal cord lesion without evidencemhal bone injury

Additional cases of spinal cord injury may be atteed from hospital discharge data and death
certificates codes as follows:

Diagnostic Codes for Traumatic Brain Injuries

Fracture of vertebral column without mention ofrgdicord
805.0B805.9 lesion

907.2 Late effect of spinal cord injury

953.0B953.9 Injury to nerve roots and spinal plexus

However, since these categories are less spdu#itthose listed above, individual medical or
other records should be reviewed to confirm po#tictses.

22 Note: ICD-9 codes are used for coding death ceatifis. ICD-9-CM codes are used for morbidity ddtae codes are
comparable except that ICD-9-CM codes includeth fifgit not found in ICD-9 codes.
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Appendix C

List of Reportable Laboratory Results



Laboratory Results That Must be
Reported to the Mississippi Department of Health

Laboratories shall report these findings to thedidsippi Department of Health at least
WEEKLY . Diseases in bold type shall be reported immelgidge telephone. Isolates of
organisms marked with a dagger (1) should be sethiet Mississippi Department of Health
Public Health Laboratory. All referring laboratesishould call the Public Health Laboratory
prior to shipping any isolate (601-576-7582).

Positive Bacterial Cultures or Direct Examinations

Result

any bacterial agent in CSF
Bacillus anthracist
Bordetella pertussis
Borrelia burgdorferit
Brucella species
Burkholderia mallei
Burkholderia pseudomallei
Campylobacter species
Chlamydia psittaci
Chlamydia trachomatis

Clostridium botulinumt=**
Clostridium tetani
Corynebacterium diphtheriaet
Coxiella burnetii
Enterococcus species*

Escherichia coli O157:H7t
Francisella tularensis
Haemophilus ducreyi

Reportable Disease
bacterial meningitis
anthrax
pertussis
Lyme disease
brucellosis
Glanders
Melioidosis
campylobacteriosis
Psittacosis
Chlamydia trachomatis genital
infection
botulism
tetanus
diphtheria
Q fever
enterococcus infection, iagas
vancomycin resistant
E coli O157:H7 infection
tularemia
chancroid

Haemophilus influenza type b t*(noHH. influenzae infection, invasive

from throat, sputum)
Legionella species
Listeria monosytogenes

Mycobacterium species disease

Mycobacterium tuberculosis
Neisseria gonorrhea

legionellosis
listeriosis
nontuberculous myoeroel
tuberculosis
gonorrhea

Neisseria meningitidis t*(not from meningococcal infection, invasive

throat, sputum)
Rickettsia prowazekii
Rickettsia rickettsii

Salmonella species, not S. typhi

Salmonella typhi t

Typhus fever
Rocky Mountain spotted fever
salmonellosis
typhoid fever



Shigella species shigellosis

Streptococcus pneumoniae* pneumococcal infectiorggive in
children < 5 or antibiotic resistant

Vibrio cholerae 01t cholera

Vibrio speciest Vibrio infection

Yersinia pestist plague

* Specimen obtained from a normally sterile siteu@lly blood or cerebrospinal fluid,
or, less commonly, joint, pleural, or pericardiaid). Do not report throat or sputum
isolates

T Isolates of organism should be sent to the Miggs Department of Health Public
Health Laboratory. All referring laboratories shibaall the Public Health Laboratory at
(601)-576-7582 prior to shipping any isolate.

**Contact the Mississippi Department of Health, Bien of Epidemiology at 601-576-
7725 or the Public Health Laboratory (601)576-7&82appropriate tests when
considering a diagnosis of botulism.
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Laboratory Results That Must be
Reported to the Mississippi Department of Health

Laboratories shall report these findings to thedidsippi Department of Health at least
WEEKLY . Diseases in bold type shall be reported immelgide telephone. Confirmatory
tests for some of these may be obtained by spaeemhgement through the Division of
Epidemiology at 601-576-7725

Positive Serologic Tests

Arboviral agents including but not limited to:
California encephalitis

Eastern equine encephalitis

La Cross encephalitis

St. Louis encephalitis

Western equine encephalitis

West Nile encephalitis

brucellosis

cholera

Chlamydia trachomatis genital infection
dengue

hepatitis A (anti-HAV IgM)
hepatitis B (anti-HBc IgM)

HIV infection (refer to Section XIV)
legionellosis

Lyme disease

malaria

measles

mumps

plague

poliomyelitis

psittacosis

Rocky Mountain spotted fever
rubella

syphilis (refer to Section XVII)
smallpox

trichinosis

yellow fever

" Serologic confirmation of an acute case of legionellosis oababased on a single titer. There must be a four-fold
rise in titer to >1:128 between acute and convalescent specimens
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Laboratory Results That Must be
Reported to the Mississippi Department of Health

Laboratories shall report these findings to thedidsippi Department of Health at least
WEEKLY . Diseases in bold type shall be reported immediatelyy telephone. The dagger t
indicates the positive specimens may be submittelle Mississippi Public Health Laboratory
for confirmation.

Positive Parasitic Cultures or Direct Examinations

Result Reportable Disease Condition
any parasite in CSFt parasitic meningitis
Cryptosporidium parvum cryptosporidiosis

Plasmodium speciesT malaria

Positive Fungal Cultures or Direct Examinations

Result Reportable Disease Condition
any fungus in CSF fungal meningitis
Blastomyces dermatitidis blastomycosis

Histoplasma capsulatum histoplasmosis

Positive Viral Cultures or Direct Examinations

Result Reportable Disease Condition
any virus in CSF viral meningitis

Arboviral agents including but not

limited to:

California encephalitis virus California encephalitis
Eastern equine encephalomyelitis

virus Eastern equine encephalitis
La Cross encephalitis virus La Cross encephalitis

St. Louis encephalitis virus St. Louis encephalitis
Western equine encephalomyelitis

virus Western equine encephalitis
West Nile virus West Nile encephalitis
dengue virus, serotype 1, 2, 3, or 4 dengue

polio virus, type 1, 2, or 3 poliomyelitis

variola virus smallpox
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Filoviruses Viral hemorrhagic fevers
Arenaviruses Viral hemorrhagic fevers
yellow fever virus yellow fever

Positive Blood Chemistries
blood lead levels (venous) of > 15 (g/dl in childiess than 16 years of age
blood lead levels (venous) of > 25 (g/dl in thds&nt 16 years of age or older

Positive Toxin ldentification

Ricin toxin fromRicinus communis (castor beans)

Surgical Pathology Results
Creutzfeldt-Jakob Disease,
including new variant
Malignant Neoplasms
Hansen's disease
human rabies
trichinosis
tuberculosis
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Appendix D

Control of Rabies in Animals

Reprinted from Centers for Disease Control and &rgen
Compendium of Animal Rabies Prevention and Conf005
Published March 18, 2005

http://www.cdc.gov/ncidod/dvrd/rabies/Professiomalblications/compendium/comp



National Association of State Public Health Veteriarians, Inc. (NASPHV)

The material in this report originated in the NatibCenter for Infectious Diseases, Anne
Schuchat, MD, Acting Director, and the Division\tfal and Rickettsial Diseases, James
W. LeDuc, PhD, Director.

Rabies is a fatal viral zoonosis and a seriousiptiglalth probleni. The
recommendations in this compendium serve as the fmsanimal rabies prevention and
control programs throughout the United States aniate standardization of
procedures among jurisdictions, thereby contrilgutonan effective national rabies-
control program. This document is reviewed annuatlgl revised as necessatry.
Principles of rabies prevention and control areitkd in Part I; Part Il contains
recommendations for parenteral vaccination procegjwall animal rabies vaccines
licensed by the United States Department of Agtirel(USDA) and marketed in the
United States are listed in Part Ill.

Part I: Rabies Prevention and Control
Principles of Rabies Prevention and Control.

1. Rabies Exposure Rabies is transmitted only when the virus isadtrced
into bite wounds, open cuts in skin, or onto muaomgsnbranes from
saliva or other potentially infectious material Bi&s neural tissue.
Questions about possible exposures should be edréatstate or local
health authorities.

2. Human Rabies Prevention Rabies in humans can be prevented either by
eliminating exposures to rabid animals or by prongcexposed persons
with prompt local treatment of wounds combined wiit administration
of human rabies immune globulin and vaccine. Thiemale for
recommending preexposure and post exposure ratmphydaxis and
details of their administration can be found in tierent
recommendations of the Advisory Committee on Imreation Practices
(ACIP).2 These recommendations, along with information eomiag the
current local and regional epidemiology of aninsdies and the
availability of human rabies biologics, are avaiatvom state health
departments.

3. Domestic Animals.Local governments should initiate and maintain
effective programs to ensure vaccination of allsgjamts, and ferrets and
to remove strays and unwanted animals. Such proesduthe United
States have reduced laboratory-confirmed casesbi#s in dogs from
6,949 in 1947 to 117 in 2003. Krebs JW, Mandel®werdlow DL,
Rupprecht CE. Rabies surveillance in the UnitedeSteuring 2003. J Am
Vet Med Assoc 2004; 225:1837--49Because more rabies cases are
reported annually involving cats (321 in 2003) tllags, vaccination of
cats should be required. Animal shelters and anomadrol authorities



should establish policies to ensure that adoptedads are vaccinated
against rabies. The recommended vaccination proesdund the licensed
animal vaccines are specified in Parts Il andfithe compendium.

Rabies in Vaccinated Animals Rabies is rare in vaccinated anintals.
such an event is suspected, it should be repartsthte public health
officials, the vaccine manufacturer, and USDA, Aairand Plant Health
Inspection Service, Center for Veterinary Biologdib#ernet: telephone:
800-752-6255; or e-mail: CVB@usda.gov). The labmwatiagnosis
should be confirmed and the virus characterized bies reference
laboratory. A thorough epidemiologic investigatghould be conducted.

Rabies in Wildlife. The control of rabies among wildlife reservoirs is
difficult. Vaccination of free-ranging wildlife or selectipepulation
reduction might be useful in some situations, hatguccess of such
procedures depends on the circumstances surrouedaigrabies
outbreak (see Part I. C. Control Methods in WiklifBecause of the risk
of rabies in wild animals (especially raccoons,rilg) coyotes, foxes, and
bats), AVMA, NASPHYV, and CSTE strongly recommend #mactment
and enforcement of state laws prohibiting theiramation, distribution,
and relocation.

Rabies Surveillance Laboratory-based rabies surveillance is an esgent
component of rabies control and prevention prograkasurate and

timely information is necessary to guide human gagiosure prophylaxis
decisions, determine the management of potentgaxibpsed animals, aid
in emerging pathogen discovery, describe the epmlegy of the disease,
and assess the need for and effectiveness of acaination programs for
wildlife.

Rabies DiagnosisRabies testing should be performed by a qualified
laboratory that has been designated by the locstade health departmént
in accordance with the established national stalizked protocol for
rabies testing
(http://www.cdc.gov/ncidod/dvrd/rabies/Professidpablications/DFA_di
agnosis/DFA_protocol-b.htm). Euthandsshould be accomplished in
such a way as to maintain the integrity of therbea that the laboratory
can recognize the anatomical parts. Except in éise of very small
animals, such as bats, only the head or brainu@eg) brain stem) should
be submitted to the laboratory. Any animal or anispecimen being
submitted for testing should be kept under refatjen (not frozen or
chemically fixed) during storage and shipping.

Rabies Serology Some "rabies-free" jurisdictions may require evice
of vaccination and rabies antibodies for importaparposes. Rabies
antibody titers are indicative of an animal's res®oto vaccine or
infection. Titers do not directly correlate withopection because other
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immunologic factors also play a role in preventiagies, and our abilities
to measure and interpret those other factors arevelbdeveloped.
Therefore, evidence of circulating rabies virustadies should not be
used as a substitute for current vaccination inagarg rabies exposures
or determining the need for booster vaccinatiorenimals®

Prevention and Control Methods in Domestic and Confhed Animals.

1.

Preexposure Vaccination and ManagemenParenteral animal rabies
vaccines should be administered only by or undedtrect supervision of
a veterinarian. Rabies vaccinations may also berastiered under the
supervision of a veterinarian to animals held imeh control shelters
prior to release. Any veterinarian signing a raloedificate must ensure
that the person administering vaccine is identibadhe certificate and is
appropriately trained in vaccine storage, handlamgl administration and
in the management of adverse events. This pragtisares that a qualified
and responsible person can be held accountablestoethat the animal
has been properly vaccinated.

Within 28 days after primary vaccination, a pedtiea antibody titer is
reached and the animal can be considered immunizednimal is
currently vaccinated and is considered immunizedeafprimary
vaccination was administered at least 28 days pusly and vaccinations
have been administered in accordance with this eowlipm.

Regardless of the age of the animal at initial reat@n, a booster
vaccination should be administered 1 year latex Bats Il and 11 for
vaccines and procedures). No laboratory or epidegio data exist to
support the annual or biennial administration g3+ vaccines following
the initial series. Because a rapid anamnestiorespis expected, an
animal is considered currently vaccinated immedjaéer a booster
vaccination.

a. Dogs, Cats, and FerretsAll dogs, cats, and ferrets should be
vaccinated against rabies and revaccinated in danoe with Part Il
of this compendium. If a previously vaccinated aadim overdue for
a booster, it should be revaccinated. Immedialgwing the
booster, the animal is considered currently vatcethand should be
placed on an annual or triennial schedule depermhindpe type of
vaccine used.

b. Livestock. Consideration should be given to vaccinatingdioek
that are particularly valuable or that might haregjfient contact with
humans (e.g., in petting zoos, fairs, and othetipehibitions)?*
Horses traveling interstate should be currenthciated against
rabies.
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3.

c. Confined Animals.

i. Wild. No parenteral rabies vaccines are licensedderimwild
animals or hybrids (the offspring of wild animale®gsbred to
domestic animals). Wild animals or hybrids shouid lme kept as

pet511121314

ii. Maintained in Exhibits and in Zoological Parks.Captive
mammals that are not completely excluded froma@itact with
rabies vectors can become infected. Moreover, anidhals might
be incubating rabies when initially captured; there, wild-caught
animals susceptible to rabies should be quarantorea minimum
of 6 months before being exhibited. Employees whokwith
animals at such facilities should receive preexpmsabies
vaccination. The use of pre- or post exposure saecinations
for employees who work with animals at such faeditmight
reduce the need for euthanasia of captive anir@alsiivores and
bats should be housed in a manner that precludest dontact
with the public.

Stray Animals. Stray dogs, cats, and ferrets should be remawesd the
community. Local health departments and animalrobofficials can
enforce the removal of strays more effectivelyiined animals have
identification and are confined or kept on leaghays should be
impounded for at least 3 business days to deterihinenan exposure has
occurred and to give owners sufficient time to aeulanimals.

Importation and Interstate Movement of Animals.

a. International. CDC regulates the importation of glagd cats into the
United States. Importers of dogs must comply wathies vaccination
requirements (42 CFR, Part 71.51][c]
[http://www.cdc.gov/ncidod/dg/animal.htm]) and cdetp CDC form
75.37 (http://www.cdc.gov/ncidod/dq/pdf/cdc7537-256-04.pdf).
The appropriate health official of the state oftofegion should be
notified within 72 hours of the arrival into his loer jurisdiction of
any imported dog required to be placed in confingmeder the
CDC regulation. Failure to comply with these regmients should be
promptly reported to the Division of Global Migrati and
Quarantine, CDC (telephone: 404-498-1670). Federllations
alone are insufficient to prevent the introductadmabid animals into
the country:>*° All imported dogs and cats are subject to state an
local laws governing rabies and should be currerdhcinated
against rabies in accordance with this compendkaiiure to comply
with state or local requirements should be refetoeithe appropriate
state or local official.
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Interstate. Before interstate (including commonwesaand territories)
movement, dogs, cats, ferrets, and horses shoutdrbently
vaccinated against rabies in accordance with thgpeadium's
recommendations (see Part I. B.1. Preexposure Naioch and
Management). Animals in transit should be accongzhby a
currently valid NASPHV Form 51, Rabies Vaccinatiertificate
(http://www.nasphv.org/83416/106001.html). Whenrgarstate
health certificate or certificate of veterinarypestion is required, it
should contain the same rabies vaccination infdonas Form 51.

Areas with Dog-to-Dog Rabies Transmission. The muosat of dogs
from areas with dog-to-dog rabies transmissiortlerpurpose of
adoption or sale should be eliminated. Rabid day® lbeen
introduced into the United States from areas with)-tb-dog rabies
transmissior™ *®) This practice poses the risk of introducing canin
transmitted rabies to areas where it does not tlyrexist.

Adjunct Procedures. Methods or procedures which enhance rabies
control include the following:

a.

Identification. Dogs, cats, and ferrets should be identified. (engtal
or plastic tags or microchips) to allow for veréton of rabies
vaccination status.

Licensure. Registration or licensure of all dogs, cats, fancets may
be used to aid in rabies control. A fee is freglyecttarged for such
licensure, and revenues collected are used to anairgbies- or
animal-control programs. Evidence of current vaation is an
essential prerequisite to licensure.

Canvassing House-to-house canvassing by animal control iafc
facilitates enforcement of vaccination and liceesiquirements.

Citations. Citations are legal summonses issued to owners fo
violations, including the failure to vaccinate meinse their animals.
The authority for officers to issue citations sltbbk an integral part
of each animal-control program.

Animal Control . All communities should incorporate stray animal
control, leash laws, and training of personnehgirtprograms.

Post exposure Managementny animal potentially exposed to rabies
virus (see Part I. A.1. Rabies Exposure) by a vaédnivorous mammal or
a bat that is not available for testing shoulddgarded as having been
exposed to rabies.

a. Dogs, Cats, and FerretsUnvaccinated dogs, cats, and ferrets

exposed to a rabid animal should be euthanized dratedy. If the
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owner is unwilling to have this done, the animaddd be placed in
strict isolation for 6 months. Rabies vaccine stidad administered
upon entry into isolation or 1 month prior to rededo comply with
preexposure vaccination recommendations (see Battd.).
Protocols for the post exposure vaccination of jouesly
unvaccinated domestic animals have not been vatigaind evidence
exists that the use of vaccine alone will not pnévke diseas¥.
Animals with expired vaccinations need to be evigd®n a case-by-
case basis. Dogs, cats, and ferrets that are tiyrk@ecinated should
be revaccinated immediately, kept under the owwensrol, and
observed for 45 days. Any illness in an isolatedanfined animal
should be reported immediately to the local heddtpartment.

Livestock. All species of livestock are susceptible to rapaattle and
horses are among the most frequently infected.stoak exposed to a
rabid animal and currently vaccinated with a vae@pproved by
USDA for that species should be revaccinated imatetyi and
observed for 45 days. Unvaccinated livestock shbaldlaughtered
immediately. If the owner is unwilling to have thiene, the animal
should be kept under close observation for 6 momthg illness in an
animal under observation should be reported imntelgizo the local
health department.

i. The following are recommendations for owners oésitock
exposed to rabid animals:

i. If the animal is slaughtered within 7 days of being
bitten, its tissues may be eaten without risk of
infection, provided that liberal portions of the
exposed area are discarded. Federal guidelines for
meat inspectors require that any animal known to
have been exposed to rabies within 8 months be
rejected for slaughter.

ii. Neither tissues nor milk from a rabid animal should
be used for human or animal consumption.
18pasteurization temperatures will inactivate rabies
virus; therefore, drinking pasteurized milk or agti
cooked meat does not constitute a rabies exposure.

lii. Having more than one rabid animal in a herd or
having herbivore-to-herbivore transmission is
uncommon; therefore, restricting the rest of thelhe
if a single animal has been exposed to or infebted
rabies might not be necessary.
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Other Animals. Other mammals bitten by a rabid animal should be
euthanized immediately. Animals maintained in USI&nsed research
facilities or accredited zoological parks shouldelaluated on a case-by-
case basis.

Management of Animals That Bite Humans

a. Dogs, Cats, and FerretsRabies virus may be excreted in the saliva
of infected dogs, cats, and ferrets during illrexsd/or for only a few
days prior to illness or deatf?°* A healthy dog, cat, or ferret that
bites a person should be confined and observed fd&ill0 day&
administration of rabies vaccine to the animaldsnecommended
during the observation period to avoid confusignsiof rabies with
possible side effects of vaccine administratiorcHsanimals should
be evaluated by a veterinarian at the first sighireéss during
confinement. Any illness in the animal should beorted
immediately to the local health department. If signggestive of
rabies develop, the animal should be euthanizedrenbead shipped
for testing as described in Part [.A.7. Any strayiowanted dog, cat,
or ferret that bites a person may be euthanizedeidmately and the
head submitted for rabies examination.

b. Other Biting Animals. Other biting animals which might have
exposed a person to rabies should be reported iratedto the local
health department. Management of animals otherdbags, cats, and
ferrets depends on the species, the circumstaiftls bite, the
epidemiology of rabies in the area, the biting alisnhistory, current
health status, and potential for exposure to ralBiger vaccination of
these animals may not preclude the necessity thaeasia and
testing.

Prevention and Control Methods Related to Wildlife.

The public should be warned not to handle or fedgd mammals. Wild
mammals and hybrids that bite or otherwise expessgms, pets, or
livestock should be considered for euthanasia abes examination. A
person bitten by any wild mammal should immediatelyort the incident
to a physician who can evaluate the need for dnésareatment (see
current rabies prophylaxis recommendations of ti#PA2]). State-
regulated wildlife rehabilitators may play a rakea comprehensive rabies
control program. Minimum standards for persons wédi@bilitate wild
mammals should include rabies vaccination, appatgtraining, and
continuing education. Translocation of infecteddhié has contributed to
the spread of rabié8?* Therefore, the translocation of known terrestrial
rabies reservoir species should be prohibited.
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Terrestrial Mammals. The use of licensed oral vaccines for the mass
vaccination of free-ranging wildlife should be cmesed in selected
situations, with the approval of the state ageesponsible for animal
rabies controf’ The distribution of oral rabies vaccine shouldased
on scientific assessments of the target specie$ofloded by timely and
appropriate analysis of surveillance data; suctlt®should be provided
to all stakeholders. In addition, parenteral vaation (trap-vaccinate-
release) of wildlife rabies reservoirs may be indgd into coordinated
oral rabies vaccination programs to enhance tliteicteveness.
Continuous and persistent programs for trappingosoning wildlife are
not effective in reducing wildlife rabies resengan a statewide basis.
However, limited population control in high-contaceas (e.g., picnic
grounds, camps, suburban areas) may be indicatébefoemoval of
selected high-risk species of wildlif& State agriculture, public health,
and wildlife agencies should be consulted for piagncoordination, and
evaluation of vaccination or population-reductiosngrams.

Bats. Indigenous rabid bats have been reported fromyestate except
Hawaii and have caused rabies in at least 40 humahe United
States>%°?7282%B3ts should be excluded from houses, public bujslj
and adjacent structures to prevent direct assoniatith humansg®* Such
structures should then be made bat-proof by sealtignces used by
bats. Controlling rabies in bats through prograesighed to reduce bat
populations is neither feasible nor desirable.

Part II: Recommendations for Parenteral Rabies Vacmation Procedures

1.

Vaccine Administration. All animal rabies vaccines should be restricted
to use by, or under the direct supervision of @reariari” except as
recommended in Part .B.1. All vaccines must beiadhtered in
accordance with the specifications of the prodaioel or package insert.

Vaccine SelectionPart Ill lists all vaccines licensed by USDA and
marketed in the United States at the time of pakibni. New vaccine
approvals or changes in label specifications matisequent to
publication should be considered as part of tkis Any of the listed
vaccines can be used for revaccination, even iptbduct is not the same
brand previously administered. Vaccines used ite stad local rabies
control programs should have 3-year duration of imity. This
constitutes the most effective method of increagiegproportion of
immunized dogs and cats in any populafioNo laboratory or
epidemiologic data exist to support the annuali@ndial administration
of 3-year vaccines following the initial series.

Adverse Events.Currently, no epidemiologic association existsussn a
particular licensed vaccine product and adversateyacluding vaccine
failure 3**> Adverse events should be reported to the vaccamufacturer

Appendix D8



and to USDA, Animal and Plant Health Inspectionv@er, Center for
Veterinary Biologics (Internet:
http://www.aphis.usda.gov/vs/cvb/ic/adverseevemreptm; telephone:
800-752-6255; or e-mail: CVB@usda.gov).

4. Wildlife and Hybrid Animal Vaccination. The safety and efficacy of
parenteral rabies vaccination of wildlife and hglsrhave not been
established, and no rabies vaccines are licensetidee animals.
Parenteral vaccination (trap-vaccinate-releasayildfife rabies reservoirs
may be integrated into coordinated oral rabies mation programs as
described in Part I. C.1. to enhance their effectdss. Zoos or research
institutions may establish vaccination programsiciiattempt to protect
valuable animals, but these should not replaceogpiate public health
activities that protect humans.

5. Accidental Human Exposure to VaccineHuman exposure to parenteral
animal rabies vaccines listed in Part Il doesawotstitute a risk for rabies
infection. However, human exposure to vaccinia-wesd oral rabies
vaccines should be reported to state health of§icfa

6. Rabies Certificate All agencies and veterinarians should use NASPHV
Form 51, Rabies Vaccination Certificate, which barobtained from
vaccine manufacturers or from NASPHYV (http://wwwsplv.org). It is
also available from CDC
(http://www.cdc.gov/ncidod/dvrd/rabies/professidpedfessi.htm). The
form must be completed in full and signed by theimistering or
supervising veterinarian. Computer-generated faromtaining the same
information are also acceptable.
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PART lll: Rabies vaccines licensed and marketed in the United States, 2005

For Dosage  Age at primary Booster Route of
Product name Produced by Marketed by use in [rL} vaceination® recommended inoeulation
A) MONOVALENT {Inactivated)
DEFEMSOR 1 Pfizer, inc. Ffizes, inc. Dogs 1 3 mosT Annually 1% or 5T
License Mao. 189 Cats 1 3 mos Annually sC
DEFEMSOR 3 Ffizer, inc. Piizer, Ine. Dogs 1 3 mas 1 year later and trienniaty 18 or SG
License Mo. 189 Cats 1 3 mas 1 year later and tmennially SG
Sheep 2 3 mos Annually 18
Caftle 2 3 MoE Annually 184
BABDOBIUMN Pfizer, ine. Schering-Plough Dogs 1 3 mas 1 year later and trienniaty 18 or SG
License Mo. 189 Cats 1 3 mos 1 year later and tmennially 5G
Sheep 2 3 mos Annually 18
Caftle 2 3 MoE Annually 184
BABDORIUMN A Pfizer, Inc. Sechering-Plough Dogs 1 3 mos Annualy I8 or SG
License Mo. 189 . Cats 1 3 Mos Annualy SC
RABVAG 1 Fort Dodge Animal Healtn Fort Dodge Animal Dogs 1 3 mos Annualy I8 or SG
License Mo. 112 Health GCats i 3 Mos Annualy G
BABVAC 3 Fort Dodge Animal Healtn Fart Dodge Animal Dogs 1 3 mas 1 year later and trienniaty 18 or SG
License Mo. 112 Health Gats 1 3 mos 1 year later and trenniamy I8 or SG
Horses 2 3 mos Annually 18
BABVAG 3 TF Faort Dodge Animal Healtn Fart Dodge Animal Dogs 1 3 mas 1 year later and triennialry I ar SG
License Mao. 112 Health Cats 1 3 mas 1 year later and trienniaty 18 or SG
Horses 2 3 mos Annually 18
PRORAB-1 Intervet, Inc. Intervet, Inc. Dogs 1 3 Mos Annualy IMor SG
License Mo. 238 Cats 1 3 Mos Annually I8 or SG
Sheep 2 3 mos Annually 18
PRORAB-3F Intervet, Inc. Intervet, Inc. Cals 1 3 Mos 1 year later and trennialy I8 or SG
License No. 288
MRAS 3 Merial, Ine. Merial. Inc. Dogs 1 3 mas 1 year later and trienniaty I8 ar SG
License Mao. 298 Cats 1 3 mas 1 year later and trienniaty I8 or SG
Sheep 2 3 mos 1 year later and tmenniaky IM or SG
Cattle 2 3 mos Annualy IMaor 3G
Horses 2 3 mos Annually IM or SG
Ferrets 1 3 mos Annually SG
MRAB 3TF Merial. Inc. Kerial. Inc. Dogs 1 3 mas 1 year later and trienniaky 18 or SG
License Mo. 288 GCats 1 3 mos 1 year later and trenniaiy I8 or SG
Ferrets 1 3 mos Annualty SG
MRAS Merial. Inc. Merial. Inc. Catile 2 3 mes Annualy I8 or SG
Large Animal License Mo. 293 Harses 2 3 mas Annually 18 or SG
Sheep 2 3 mos 1 year later and tmennialy IM or SG
MRAS 1 Merial. Inc. Merial. Inc. Dogs 1 3 mos Annually 5G
License Mo. 298 Cats 1 3 MoE Annualny =G
B} MONOVALENT {Rabies glycoprotein, live canary pox vector)
PUREVAX Feline Merial. Inc. Kerial. Inc. Cats 1 B wiks Annualy SC
Babies License Mo. 298
C) COMBINATION (Inactivated rabies)
Equine POTOMAVAC Merial. Inc. Nerial. Inc. Horses 1 3 mos Annually 18
+ IMRAB License Mo. 208
MY STIQUE I Interves, Inc. Intervet, Inc. Horses 1 3 Mos Annualy 181
POTOMAVAC + License Mo. 288
0} COMBINATION (Rabies glycoprotein, live canary pox vector)
PUREVAX Feline Merial. Inc. Kerial. Inc. Cats 1 B wiks Annualy = o]
3/Rabies License Mo. 208
PUREVAX Feling Merial. Inc. Nerial. Inc. Cats 1 B wks Annually 5G
4/Rabies License Mo. 208
E) ORAL {Rabies glycoprotein, live vaceinia vector) - RESTRICTED TO USE 1M STATE AND FEDERAL RABIES-CONTROL PROGRAMNMS
BABORAL V-RE Merial. Inc. Kerial. Inc. Raccoons Mia Mia Ag determined oy local Oral
License Mo, 298 Caoyotes authorities

* Minirmurn age jor older) and revaccinated 1 year later.

T1 montn = 26 days.
F Imtramuscularty.
1 supeutanecusty.



CERTIFICATION OF REGULATION

This is to certify that the abo\W®UT REGULATION NAME HERE was adopted by the
Mississippi State Board of Health on Bate Here to become effective Put
Date Here

Brian W. Amy, MD, MHA, MPH
Secretary and Executive Officer



