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Welcome  

• Ken Komatsu 
– Rulemakings In Progress: Communicable Diseases 

• http://azdhs.gov/director/administrative-counsel-
rules/rules/index.php#rulemakings-active-
communicable-diseases  
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January 20th, 2017 

APIC State of the State 

Teresa Jue 

Updates 



• New adult and childhood blood lead reporting in 
MEDSIS.  
2 Methods: 
a. Direct Entry into MEDSIS 
b. Submission of a standardized spreadsheet 
 

 
 
 

 
 

If your facility performs blood lead testing and would like to report 
through either method, please contact the MEDSIS Help Desk at 
medsishelpdesk@siren.az.gov 

• Next of Kin table 
a. Introduced in November 2016!! 
b. New next of kin table available during New Case Entry; users can 

provide additional contact information for public health follow-up. 

2016 MEDSIS Updates 

mailto:medsishelpdesk@siren.az.gov


• Selecting default roles for users with multiple 
facilities 
a. Users who are reporting on behalf of multiple facilities 

can now select which default role you would like when 
accessing MEDSIS.  

 

 
 

Click to see 
the Dropdown 
menu 

Click to set the 
selected role 

2016 MEDSIS Updates 



• 1 focus group and 2 workgroup meetings were 
held in 2016.   

 
• The 2017 MEDSIS Healthcare User Workgroups  

a. Will be scheduled in the next few weeks.  
If you are interested in providing feedback and helping with 
the prioritization of future enhancements or fixes,              
please e-mail the MEDSIS Help Desk at   

           medsishelpdesk@siren.az.gov 

2016 MEDSIS DE Updates 

mailto:medsishelpdesk@siren.az.gov


• More enhancements to improve the case 
reporting workflow in MEDSIS 
a. Currently researching how hospital users can add 

additional information to previously reported 
cases instead of creating new cases for each new 
result or update. 

b. More auto-populated fields, like county based off 
of zip code. 

 

What’s next for 2017? 



Questions? 
 

medsishelpdesk@siren.az.gov  

mailto:medsishelpdesk@siren.az.gov


Meaningful Use 

Sara Imholte 



Meaningful Use 

• Electronic Health Record Incentive Program 
run by CMS 

• Two types of healthcare providers 
– EP:  Eligible Professionals 
– EH/CAH:  Eligible Hospitals/Critical Access 

Hospitals 
• Three Stages (Stage 3 starts 2017 or 2018) 

– Continue support advanced use of Health 
Information Technology to improve outcomes for 
patients 



CMS Finalizes 2 New Rules  
Fall 2016 

1. Merit-Based Incentive Payment System 
(MIPS) and the Alternative Payment Model 
(APM) Incentive Under the Physician Fee 
Schedule, and Criteria for Physician-Focused 
Payment Models (also known as Quality 
Payment Program) 
 

2. Hospital Outpatient Prospective Payment and 
Ambulatory Surgical Center Payment 
Systems…  Electronic Health Record (EHR) 
Incentive Programs… (also known as OPPS) 

Presenter
Presentation Notes
https://www.federalregister.gov/documents/2016/11/04/2016-25240/medicare-program-merit-based-incentive-payment-system-and-alternative-payment-model-incentive-under
https://www.federalregister.gov/documents/2016/11/14/2016-26515/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment 

https://www.federalregister.gov/articles/2016/07/14/2016-16098/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment#h-4


What’s important for public health 
and partners to know 

• Meaningful Use hasn’t gone way 
• Incorporation of Meaningful Use into 

other CMS programs  
• Same Public Health measures 

available (counting may be different) 



Eligible Healthcare Provider Types 

Federal Rule 
and Program 

Stage 3 MU 
EHR Incentive 
Program 

MIPS/APM 
Quality 
Payment 
Program 

OPPS 
EHR Incentive 
Program  

Eligible 
Provider 
Type 

Medicaid 
clinicians, and 
hospitals who 
bill either 
Medicare or 
Medicaid 

Medicare 
part B 
clinicians 

Hospitals that 
attest to Medicare 
EHR incentive 
program or both 
Medicaid and 
Medicare (dual-
eligible) 

EP / 
Eligible 
Clinicians 
(EC) 

EP EH/CAH 
EH/CAH 



Public Health Measures Available 
at ADHS 

• Immunization Registry (ASIIS) bidirectional 

• Electronic Lab Reporting (ELR) to PH 
• Syndromic Surveillance 
• Cancer Registry 
• FUTURE - Electronic Case Reporting 

 
CDC   

– NHSN Antimicrobial Use and Resistance 
– National Health Care Surveys 

 
 

EP 

EP 

EP 

EH/CAH 

EH/CAH 

EH/CAH 

EH/CAH 

EH/CAH 

EP EH/CAH 

Presenter
Presentation Notes
Most AZ hospitals are already sending or signed up to send Immunizations, ELR and Syndromic Surveillance.
http://www.azdhs.gov/preparedness/epidemiology-disease-control/meaningful-use/




THANK YOU 
 
 

MeaningfulUse@azdhs.gov  |  602-542-6002 
 

 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:Meaningfuluse@azdhs.gov
mailto:Meaningfuluse@azdhs.gov
mailto:Meaningfuluse@azdhs.gov


Hepatitis B and C 
 

January 20, 2017 
Presenting To 

APIC: State of the State |  Phoenix, AZ 

Elizabeth Kim, MSPH  |  Epidemiologist 



Objectives 
 Hepatitis Refresher 
 Hepatitis B and C 
 Surveillance  
 Statistics 
 Risk Factors  
 Testing Recommendations 

 Hepatitis-HIV Co-Infections 
 

Healthy Liver Fibrosis Cirrhosis 



Hepatitis may also be caused by alcohol, side 
effects of medications, toxins, or bacteria. 

Image:  http://www.cdc.gov/hepatitis/  



*Based on ELR reports only 

961 

7,422 

Streptococcal Group A, invasive

Shigellosis

Pertussis

Streptococcus Pneumoniae, invasive

Hepatitis B

MRSA

Salmonellosis

Campylobacteriosis

Hepatitis C*

Coccidioidomycosis

Top 10 Reported Diseases in Arizona, 2015 

Presenter
Presentation Notes
Excluding STIs and flu, Hepatitis B and C are two of the most commonly reported infectious diseases in the state of Arizona. HBV or HCV are the leading causes of liver cancer and the most common reason for liver transplantation. Up to 75 percent of Americans living with chronic HBV or HCV do not know they are infected.



Hep 
B 

Estimated 
19,200 
acute 

cases in 
2014 

Vaccine Treatment 

10% 
develop 
chronic 

infection 

• Fever 
• Fatigue 
• Loss of 

appetite 
• Nausea 
• Vomiting 
• Abdominal 

pain 
• Dark urine 
• Clay-colored 

stool 
• Joint pain 
• Jaundice 
 

• Blood-borne 
• IDU  
• Occupational 

exposure  
• Perinatal 
• Sex 
 Hep 

C 

Estimated 
30,500 
acute 

cases in 
2014 

No 
Vaccine Cure 

80% 
develop 
chronic 

infection 

The ABCs of Hepatitis B & C 

Presenter
Presentation Notes
HCV is less common through sex and perinatal route.




Hepatitis B 



 
 

Acute Hepatitis B 
 Symptoms AND jaundice OR elevated liver enzyme levels 
 HBsAg+ AND IgM+ (if done) 

 
 
 

Image by Dia / CC BY-NC-ND 2.0  

Presenter
Presentation Notes
A documented negative test followed within 6 months by a positive test indicates recent infection.



 
 

Chronic Hepatitis B 
 IgM- AND HBsAg + OR HBV DNA+ OR HBeAg+ 
 Doesn’t meet criteria for acute 

 
 
 

Image by Dia / CC BY-NC-ND 2.0  

Presenter
Presentation Notes
A documented negative test followed within 6 months by a positive test indicates recent infection.



Reported Hepatitis B Cases in Arizona 
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Chronic 
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Hepatitis B: Average Annual Rate  
2006-2015 

Chronic Acute 

Presenter
Presentation Notes
Acute – Mohave highest on average, but lots of variability year to year.  
Chronic – more populous counties were consistently a little higher.  



HBV 

Presenter
Presentation Notes
Risks: 
Persons who have sex with an infected person
Those with multiple sex partners
Having a sexually transmitted disease
Men who have sexual contact with other men
Inject drugs or share needles, syringes, or other drug equipment
Lives with a person who has chronic hepatitis B/sharing personal care items
Infants born to infected mothers
Are exposed to blood on the job
Chronic Hemodialysis patients
Origin from countries with moderate/high rates of hepatitis B









HBV 

Screening for infection in adolescents 
and non-pregnant adults 

– high risk  
Screening for infection in pregnant 
women 

– first prenatal visit 
 
 

http://www.uspreventiveservicestaskforce.org/uspstf/uspshepb.htm  

U.S. Preventive Services Task Force 
Final Recommendation on HBV 

Presenter
Presentation Notes
Screening for hepatitis B virus infection in adolescents and non-pregnant adults
-Persons at high risk should be screened
Screening for hepatitis B virus infection in pregnant women
-first prenatal visit
This is available upon request to many people with health insurance, including Medicare.
Became available free of cost as a preventive service for individuals under the Affordable Care Act in May 2015. 






Hepatitis C  



 

Acute Hepatitis C 
 Symptoms AND jaundice OR elevated ALTs  
 Anti-HCV + OR HCV-RNA/NAT+ 

 
 
 
 

Image by Dia / CC BY-NC-ND 2.0  

Presenter
Presentation Notes
Only 20-30% of acutely infected persons are symptomatic. Available serologic tests do not distinguish between acute and chronic or past infection. A documented negative test followed within 12 months by a positive test indicates recent/acute infection.

No HCV surveillance program since 2009. 
2009 forward:  ADHS has been onboarding laboratories to report electronically (ELR). 50% of lab reports submitted electronically since mid-2012. 
HCV results from ELR cleaned, de-duplicated, compared to earlier reports to identify new cases.




 
 

Chronic Hepatitis C 
 No available evidence of illness 
 Anti-HCV+ OR HCV-RNA/NAT+ 

 
 

Image by Dia / CC BY-NC-ND 2.0  
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Birth Year 

Reported 1998-2008 Reported 2009-2015 (ELR only)

Excludes 735 cases with missing birthdate or ages <1 or >99 (possible data errors) 

~ 1978 – 1991 
 Birth cohort  

(currently ages 25 – 38) 

Presenter
Presentation Notes
Cases may not all be reported. Possible inaccuracies in identifying whether a case is newly-reported or not. Insufficient resources to investigate all cases. 
HCV stats after 2008 only include ELR data and may not be completely representative.




*Based on ELR Reports, relative to county population 

Hepatitis C:  
Average Annual Rate*  

2013-2015 

Presenter
Presentation Notes
Acute – Mohave highest on average, but lots of variability year to year.  
Chronic – more populous counties were consistently a little higher.  



HCV 

Presenter
Presentation Notes
The following persons are at known to be at increased risk for HCV infection:
Current or former injection drug users, including those who injected only once many years ago
Recipients of clotting factor concentrates made before 1987, when more advanced methods for manufacturing those products were developed
Recipients of blood transfusions or solid organ transplants before July 1992, when better testing of blood donors became available
Patients who have ever received long-term hemodialysis treatment
Persons with known exposures to HCV, such as health care workers after needle sticks involving HCV-positive blood, recipients of blood or organs from a donor who tested HCV-positive
Persons with HIV infection
Unregulated tattooing/piercing
Children born to HCV-positive mothers (to avoid detecting maternal antibody, these children should not be tested before age 18 months)
Risk through sexual contact low











1 

2 

7 

11 

15 

25 

27 

52 

65 

67% 

Clotting Factor before 1987

Born to HCV Positive Mother

Occupational Blood Exposure

Contact of person with HCV

Piercing

Blood/Organ Transplant <1992

Other Blood Exposure

Tattoo

Ever used Intranasal Drugs

Ever used Intravenous Drugs

Risk factors of 
investigated 

cases,  
1998-2008 



HCV 

U.S. Preventive Services Task Force 
Final Recommendation on HCV 

Screening for infection in adults 
– high risk 
– 1-time screening to birth cohort 1945 to 

1965 
 
 

http://www.uspreventiveservicestaskforce.org/uspstf/uspshepc.htm  

Presenter
Presentation Notes
Screening for hepatitis C virus infection in adults
-Adults at high risk should be screened
-Health care professionals should offer 1-time screening to adults born between 1945 and 1965

Available upon request to many people with health insurance, including Medicare
Became available free of cost as a preventive service for individuals under the Affordable Care Act in June 2014

Baby Boomers: Make up 75% of all people infected in the U.S. This age group at highest risk than other age groups.





Co-infections 
with HIV  



2% of HBV 

1% of HCV 

Arizona,  
1998 - 2014 

Presenter
Presentation Notes
ADHS HIV Surveillance Program - investigations and surveillance for HIV since 1983.
HBV & HCV surveillance data from 1998 – 2014 were cross-matched with HIV data from the same time period to identify individuals with co-infections.
Hep B: 534 cases, 90 acute, 444 chronic; 95-97% male; around 50% reported to PH first with HBV, average age of HVB report 36-39 years.
Hep C: 975 cases; 83% male; around 25%reported to PH first with HCV; average age of HCV report 41 years.
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4% 

3% 

10% 

8% 

7% 

67% 

Adult received
transfusion/transplant

Perinatal exposure

Adult with no reported risk

Adult with no identified risk

Adult MSM & IDU

Adult injection drug user (IDU)

Adult high-risk heterosexual
contact

Adult MSM

Chronic HBV and HIV 

Chronic HBV-HIV
HIV overall



0% 

2% 

4% 

20% 

39% 

6% 

29% 

Perinatal exposure

Adult with no reported risk

Adult with no identified risk

Adult MSM & IDU

Adult injection drug user (IDU)

Adult high-risk heterosexual
contact

Adult MSM

Chronic HCV and HIV 

Chronic HCV-HIV
HIV overall



Presenter
Presentation Notes
Epi Profile: A document that describes the burden of disease on the population of an area in terms of socio-demographic, geographic, behavioral, and clinical characteristics of persons with the condition. Use state specific criteria to: prevent new cases, increase awareness (community or individual), planning of services.

HIV guidelines: http://www.cdc.gov/hiv/pdf/guidelines_developing_epidemiologic_profiles.pdf 





hepatitisaz.org/  

http://hepatitisaz.org/


THANK YOU 
Elizabeth Kim, MSPH  |  Epidemiologist 

Elizabeth.Kim@azdhs.gov  |  602-542-4077 
 

 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:Elizabeth.Kim@azdhs.gov


Hepatitis B surface antibody 
(HBsAb) = recovery 

Hepatitis B 
surface antigen 
(HBsAg) 

= infectious 

Presenter
Presentation Notes
The incubation period for HBV infection averages 60 to 90 days (range of 45-180 days)

HBsAg: first to appear and appears 6-16 weeks after infection. A protein on the surface of the virus which can be detected in high levels in serum during acute or chronic infection. The presence of this indicates that the person is infectious. The body produces antibodies to HBsAg as part of the normal immune response to infection.

Hepatitis B surface antibody: this indicates recovery and immunity from an infection. After vaccination, this antibody can be used as a marker of successful vaccination. 





Hepatitis B envelope 
antigen (HBeAg) 

= highly 
infectious 

Hepatitis B envelope antibody 
(HBeAb) = recovery 

Presenter
Presentation Notes
HBeAg: indicates presence of active HBV replication and high infectivity

HBeAb: indicates no replication is occurring; less infectious or not infectious



Hepatitis B 
surface antigen 
(HBsAg) 

= infectious 

IgM antibody to hepatitis B core antigen (IgM anti-HBc) 
= recent infection 

Hepatitis B core  
antigen (HBcAg) 

= infectious 

Presenter
Presentation Notes
HBcAg is an indicator of active viral replication; this means the person infected with Hepatitis B can likely transmit the virus on to another person (i.e. the person is infectious). However, this degrades rapidly in the serum is and not detectable. 

IgM antibody to hepatitis B core antigen: this is one of the antibodies that the body produces in response. It is usually produced within the first 6 months after infection and therefore indicates a recent or acute infection.

Total hepatitis B core antibody: when a person becomes infected with hepatitis B, their body produces this antibody and it persists for life. Therefore, it can be used to indicate if a person has ever been infected with hep B in their lifetime or is currently infected. However, it cannot distinguish between acute and chronic infection. 




Nonreactive  

How to Diagnose Hepatitis C Infection 
HCV antibody  

Reactive  



Nonreactive  

No HCV antibody 
detected  

Stop 

How to Diagnose Hepatitis C Infection 
HCV antibody  

Reactive  



Not Detected  

Nonreactive  

No HCV antibody 
detected  

Stop 

How to Diagnose Hepatitis C Infection 
HCV antibody  

HCV RNA  

Detected 

Reactive  



Not Detected  

No current HCV 
infection  

Additional testing as 
appropriate   

Nonreactive  

No HCV antibody 
detected  

Stop 

How to Diagnose Hepatitis C Infection 
HCV antibody  

HCV RNA  

Reactive  



Link to Care   

Not Detected  

No current HCV 
infection  

Additional testing as 
appropriate   

Nonreactive  

No HCV antibody 
detected  

Stop 

How to Diagnose Hepatitis C Infection 
HCV antibody  

HCV RNA  

Detected 

Current HCV 
infection  

Reactive  



Vaccine Preventable Diseases 2016: 
Update on Fevers, Rashes, and Coughs 

January 20, 2017 

Presenting To 

APIC Grand Canyon’s State of the State |  Phoenix, AZ 

Susan Robinson, MPH |  Vaccine Preventable Disease Epidemiologist 



2016 2015 
Haemophilus influenzae 

Type B 
5 3 

Measles 29 7 

Meningococcal Invasive 
Disease 

3 5 

Mumps 7 2 

Pertussis 271 580 

Tetanus 1 2 

Varicella 276 270 

* There were no cases of rubella, congenital rubella syndrome or polio reported to public health in 2016* 



Haemophilus influenzae Type B 

Presenter
Presentation Notes
AZ has seen a total of 5 cases (all on reservations)
NM has seen 3 additional cases
All cases have been associated with reservations

Although Hib is rare in both the United States and Arizona there are still cases occurring. 
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Measles 



May 2016 

May 25: 
• Detainee taken to ED with symptoms compatible 

with measles. PCR positive at ASPHL by the end 
of that day  

August 2016 

Presenter
Presentation Notes
- Proper airborne precautions were taken for the first individual and no there were no healthcare exposures



May 26: 
• Employee is 2nd confirmed case. There were 

multiple community exposures including 2 
different healthcare facilities and a casino.   

May 2016 August 2016 



May 2016 

May 27-31: 
• Recommendations including infection control measures 
were sent over to the detention center.  
• Pinal County public health opened their immunization clinics 
to help get the detention center staff vaccinated.  
• HAN sent out to healthcare facilities and Measles Surveillance 

Toolkit updated 

August 2016 



May 27-31: 
• Recommendations including infection control measures 
were sent over to the detention center.  
• Pinal County public health opened their immunization clinics 
to help get the detention center staff vaccinated.  
• HAN sent out to healthcare facilities and Measles Surveillance 

Toolkit updated 

May 2016 August 2016 

Presenter
Presentation Notes
This document was original created during the 2015 measles outbreak 
It was updated with the aid of input from the healthcare facilities to make it as useful as possible
The toolkit also made it easier to communicate public health recommendations in a place where everyone had access to them



June 2: 
• ADHS, Maricopa County and Pinal County continued to 

put out guidance for both the public and providers 
• New community exposures were continually updated via 

StopTheSpreadAZ.org  

May 2016 August 2016 



June 16: 
• A new exposure at the facility moves the date 

of the outbreak closure back 42 days 

May 2016 August 2016 

Presenter
Presentation Notes
- The maximum incubation period for measles is 21 days but we wait 2 incubation periods or 42 days after the last expsoure to make sure that we don’t miss any cases. 



July 5: 
• ID physician with ADHS goes to the 

facility to talk with the employees about 
the importance of vaccination 

May 2016 August 2016 



August 8: 
• Outbreak ends after 42 days since the 

last exposure in the facility with no 
additional cases 

May 2016 August 2016 



May 2016 August 2016 

Public Health Healthcare 
Facilities 

Presenter
Presentation Notes
From the beginning of the outbreak and throughout, public health and the healthcare facilities maintained consistent contact
Updating on new cases, measles testing, updated recommendations, new suspect cases, collection of specimens and shipping to the state lab




13  

Presenter
Presentation Notes
- There were 13 unique health care facility exposures that occurred during the measles outbreak



13  

645  

Presenter
Presentation Notes
645 individuals were exposed in those facilities
Many hours had to be devoted from both the facility and public health to create lists of exposed individuals, get in contact with them and conduct fever/symptom watch for 21 days to make sure that no one became symptomatic



BEFORE AFTER 
Public Health Knew There Was a Measles Outbreak 

70 % 30 % 

Presenter
Presentation Notes
70% of those exposures occurred prior to the first measles case being identified 
- This highlights the importance of the communication between public health and healthcare facilities



Presenter
Presentation Notes
- Early detection and proper precautions



Presenter
Presentation Notes
- Fast reporting/communication between public health and healthcare facilities 



Presenter
Presentation Notes
- Specimen collection and testing completed



0 Community Cases 

Presenter
Presentation Notes
- All of this was accomplished by the communication between the healthcare facilities and public health



Meningococcal Disease 

United States Arizona 

Presenter
Presentation Notes
Both the United States and Arizona have been seeing a decrease in Meningococcal cases since the 1990s
Arizona is currently at an all time low number of cases





Trends of Meningococcal Disease 

United States Arizona 

Image by Matt Witmer / CC BY-NC 2.0 

Presenter
Presentation Notes
One of the risk factors for meningococcal disease in the United States is living in close community settings such as a college dorm
There have been several meningococcal outbreaks that have occurred at colleges and universities across the US over that past couple of years
Outbreaks are generally a fairly small proportion of the total cases seen each year






Rapid identification 
and reporting of 

suspect 
meningococcal 
cases is crucial 

Please contact public health 
when you have a suspect 

meningococcal case. 

Image by HanZhan  / CC By_NC 2.0 

Presenter
Presentation Notes
- Chemoprophylaxis for close contacts is limited or no benefit 14 days after the onset of the illness

http://www.azdhs.gov/preparedness/epidemiology-disease-control/index.php#resources-county


There have been 
several outbreaks 

related to school or 
college settings in 

2016.  

Mumps 

Presenter
Presentation Notes
In generally the number of mumps cases each year can range from a few hundred cases to a few thousand cases
Although there is not a lot going on with mumps in AZ, there has been quite a bit of action for other states in 2016
Arkansas has had a large community based outbreak happening since August with 2000+ cases
University of Missouri, University of Illinois, Iowa State, Tufts, and Harvard have all had outbreaks in 2016
Mumps is generally a fairly mild illness but there can be complications including orchitis, pancreatitis, deafness, meningitis and encephalitis
In general, risk factors such as sharing food, drinks, and utensils, living in close quarters, etc. are much more prevalent on college campuses



Presenter
Presentation Notes
Parotitis is usually the hallmark symptom that people think of when you talk about mumps but this is usually only seen in 30 – 65% of patients
To complicate this there are many other viruses, bacteria and other causes of parotitis including influenza, Epstein-Barr virus, parainfluenza virus, and enteroviruses (all are fairly common viruses, much more common than mumps) 




Laboratory tests can be an important tool… 

but should be interpreted with caution. 

Presenter
Presentation Notes
- PCR and IgM/IgG serology tests are available both commercially and through public health



Possible considerations: 
• Vaccination status of patient 

• False negatives can be common in highly vaccinated populations 

• Timing of specimen collection 

Presenter
Presentation Notes
2 doses of a mumps containing vaccines has approximately 88% effectiveness although cases can occur in full vaccinated individuals
Although vaccination does decrease the risk of mumps a fully vaccinated individual can become infected with mumps
According to data that the Immunization Program collects, in Arizona approximately 94% of children in kindergarten have at least 2 doses of MMR
The United States would be considered a highly vaccinated population for the most part
ASU, University of Arizona and NAU all require proof of immunity to measles, mumps and rubella
For PCR, the ideal timeframe for specimen collection is within the first 3 days after parotitis onset and for serology tests IgM antibodies are usually detectable 5 days after illness onset
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Pertussis 

Presenter
Presentation Notes
Pertussis is generally thought to have a 3-5 year cyclical pattern
In Arizona and the United States, there has been an overall increase in cases since the 1990s
AZ had a peak year in 2013 with 1,440 cases and we have had a decrease in cases since 2013 with a low in 2016 of 271 cases




Presenter
Presentation Notes
- Pertussis can affect all ages but babies and young children are the most likely to have severe and potentially deadly complications



45 % of infants reported with 
pertussis were hospitalized in 2016 





Image by Pimthida / CC BY-NC-ND 2.0  

Additional Resources: 

• ADHS VPD Website 
• CDC Pink Book 
• CDC Manual for the Surveillance 

of Vaccine-Preventable Diseases 

E-mail VPD@azdhs.gov with any questions 

http://www.azdhs.gov/preparedness/epidemiology-disease-control/vaccine-preventable/index.php
https://www.cdc.gov/vaccines/pubs/pinkbook/index.html
https://www.cdc.gov/vaccines/pubs/surv-manual/index.html
https://www.cdc.gov/vaccines/pubs/surv-manual/index.html
mailto:vpd@azdhs.gov


THANK YOU 
Susan Robinson |  Vaccine Preventable Disease Epidemiologist 

Susan.Robinson@azdhs.gov  |  480-435-3929 
 

 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:Susan.Robinson@azdhs.gov


Tick-borne & Zoonotic Disease Updates 
 

January 20, 2017 
 

Presenting to APIC Grand Canyon State of the State 
HSAG– Phoenix, AZ 

 
Hayley Yaglom, MS, MPH |  Epidemiologist 



2016 at a Glance 

RMSF 

R. parkeri 

Tularemia 

Hantavirus 

19 

3 

3 

4 



Spotted Fever Group Rickettsia 

Presenter
Presentation Notes
Rocky Mountain spotted fever is caused by a tick-borne bacterium called Rickettsia rickettsii. 
The disease occurs throughout much of North and South America and is found in several different species of ticks.
RMSF is carried by a different tick vector in other parts of the United States. These ticks live in woods and people come into contact with them when hiking or camping. Unfortunately, much of what is published about this disease is related to these ticks and may not apply to the disease or the tick that is found in Arizona.
Between 2000-4500 cases are reported from the US each year, occurring mostly in the southeast and south-central US. 
R. rickettsii is an intracellular bacterium which infects endothelial cells, the cells that line blood vessels. Because it is not usually found free-floating in the blood, it can be very challenging to detect by PCR and blood culture, except in severe or fatal cases. 
RMSF causes a widespread vasculitis, leading to damage to all organ systems. Because it affects multiple organs, RMSF causes a wide variety of symptoms and may mimic other diseases or syndromes.
RMSF is a treatable disease. Doxycycline, especially when started early, is very effective. However, other non-tetracycline antibiotics, even broad-spectrum antibiotics, are not effective.




 Fever 
 Headache 
 Abdominal pain 
 Vomiting 
 Respiratory signs 
 Muscle pain 
 
 Maculopapular 

rash* 

Presenter
Presentation Notes
RMSF is a rapidly progressing illness, which usually starts with a fever, headache, and muscle aches 3-12 days following tick bite.
In the first few days of illness, some patients may have abdominal pain or experience nausea, or may have respiratory signs including a cough or difficulty breathing. A rash may occur during this phase, but is not always present.
Low platelet count and low serum sodium, as well as elevations in liver enzymes, may occur at this time but are not always present in the first 4 days, and should not be relied upon for early indication of RMSF. 




Presenter
Presentation Notes
In Arizona, a different tick, the brown dog tick (also known as Rhipicephalus sanguineus) is spreading RMSF in this part of the country and some parts of Mexico. This was a fairly new situation, and we are still learning about how this tick influences RMSF risk factors and transmission. 

The “brown dog tick” as seen in this picture is the most common tick in the world. This tick can live anywhere that dogs live, which usually means around people. 
It is not as sensitive to climate as other species of ticks because it can find the moisture and temperature it needs by living in and around people’s houses.
Because of the warmer temperatures in Arizona and the common infestations in and around homes, tick-vector remains active year-round in Arizona, although most human cases are reported March-October.





 In the United States, the correct diagnosis is missed in 60-85% 
on initial evaluation 

 
 Therapeutic window for best outcome is narrow (first 5 days 

of illness) 
 
 Half of all US deaths occur within 8 days after illness onset 

 

Clinical Dilemma…and Solution 

Presenter
Presentation Notes
With all rickettsial infections, early treatment with the proper antibiotic therapy is the effective way to prevent severe illness and death. 
Doxycycline is treatment of choice for all suspected rickettsial diseases in persons of all ages. 
Use of other broad spectrum antibiotics, especially sulfa derivatives have been associated with more severe illness and death.
Doxy is most effective if administered within the first 5 days of illness onset.






RICKETTSIA PARKERI RICKETTSIOSIS 



ROCKY MOUNTAIN  
SPOTTED FEVER 

RICKETTSIA PARKERI 
RICKETTSIOSIS 

Rhipicephalus sanguineus Amblyomma maculatum 

Severe symptoms Mild symptoms 

Rapidly progressive,  
severe or fatal if not treated 

Less severe, no fatal cases 

Dark necrotic scab (eschar) rarely 
identified at site of tick bite  

Eschar frequently identified at  
site of tick bite  

Doxycycline is the recommended and most effective treatment. 

Presenter
Presentation Notes
Fever, headache, muscle aches, rash, and eschar
Symptoms develop within days to weeks after tick exposure
Serological assays will not distinguish between infection caused by R. rickettsii or R. parkeri 
No commercial assay for R. parkeri 
Whole blood, rash or eschar biopsy/swabs can be tested 




 Lab results don’t help! 

 Administer doxy! 

 Ask about exposures! 

 Report to public health! 

 Convalescent titer to confirm! 

 Prevention! 
 

Rickettsia: Take-home Messages 

Presenter
Presentation Notes
RMSF is a reportable disease, and it is very important to report all probable and confirmed cases to local and tribal health authorities, as well as to the Arizona Department of Health Services.
Public health investigation is extremely important to RMSF surveillance in Arizona. 




Plague 

Presenter
Presentation Notes
cdc.gov/plague



Buboes 

Bubonic    Septicemic     Pneumonic  

Presenter
Presentation Notes
Yersinia pestis
Black death in Europe
Rodent—flea cycle
Higher elevations
Multiple methods of transmission to humans
Since 2000, about 78 human cases, 8 deaths in Arizona 
Bubonic: sudden fever, headache, chills, and weakness, PLUS swollen, tender and painful lymph nodes usually results from the bite of an infected flea. 
Septicemic: fever, chills, extreme weakness, abdominal pain, shock, and possibly bleeding into the skin and other organs. Skin and other tissues may neuroses. 
Pneumonic: fever, headache, weakness, and a rapidly developing pneumonia with shortness of breath, chest pain, cough, and sometimes bloody or watery mucous. Most serious form, may cause respiratory failure and shock. 





Tularemia 



Presenter
Presentation Notes
cdc.gov/tularemia



 Ask about exposures! 

 Report to public health! 

 Collect whole blood, lymph node aspirates, abscess swabs! 

 Prevention! 
 

Plague/Tularemia: Take-home Messages 



Hantavirus 





 Ask about exposures! 

 Report to public health! 

 Collect serum! 

 Prevention! 
 

Hantavirus: Take-home Messages 



Download for  
free today! 

Have questions, problems, or feedback? Reach out to us at IDAZ@azdhs.gov | www.azhealth.gov/idaz  

mailto:IDAZ@azdhs.gov
http://www.azhealth.gov/idaz


THANK YOU 
Hayley D. Yaglom, MS, MPH  |  Epidemiologist 
Hayley.Yaglom@azdhs.gov  |  602-542-2521 

 
 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:Hayley.Yaglom@azdhs.gov


INFLUENZA UPDATE 2016-2017 
January 20, 2017 

Presenting To 

APIC Grand Canyon’s State of the State |  Phoenix, AZ 

Rachel Perry |  Cross-Cutting Epidemiologist 



Trivalent Vaccine 
A/California/7/2009 
(H1N1)–like virus 

A/Hong 
Kong/4801/2014 
(H3N2)–like virus 

B/Brisbane/60/2008
–like virus (Victoria 
lineage) 

Photo by CDC 



Quadrivalent Vaccine  
A/California/7/
2009 (H1N1)– 
like virus 

A/Hong 
Kong/4801/201
4 (H3N2)– like 
virus 

B/Brisbane/60/
2008–like virus 
(Victoria 
lineage) 

B/Phuket/3073
/2013–like virus 
(Yamagata 
lineage) 

Photo by CDC 

Presenter
Presentation Notes
Live attenuated nasal spray NOT recommended for use this season







Who should 
receive the 
flu vaccine? 

Photo by CDC 



Who should 
receive the 
flu vaccine? 

Photo by CDC 

Photo by silvoassuncao / CC BY-NC-ND 2.0 
  

Photo by Eden, Janine and Jim / CC BY 2.0 
 Photo by Ryan Ruppe / CC BY 2.0 

 

Presenter
Presentation Notes
The flu vaccine is recommended for everyone 6 months of age and older without contraindications.

Contraindications
People with severe, life-threatening allergies to the flu vaccine or any of its ingredients.

Recommendations for flu vaccination of persons with egg allergy have been modified for the 2016-2017 season. CDC recommends:
Persons with a history of egg allergy who have experienced only hives after exposure to egg should receive flu vaccine. Any licensed and recommended flu vaccine (i.e., any form of IIV or RIV) that is otherwise appropriate for the recipient’s age and health status may be used.
Persons who report having had reactions to egg involving symptoms other than hives, such as angioedema, respiratory distress, lightheadedness, or recurrent emesis; or who required epinephrine or another emergency medical intervention, may similarly receive any licensed and recommended flu vaccine (i.e., any form of IIV or RIV) that is otherwise appropriate for the recipient’s age and health status.  The selected vaccine should be administered in an inpatient or outpatient medical setting (including, but not necessarily limited to hospitals, clinics, health departments, and physician offices). Vaccine administration should be supervised by a health care provider who is able to recognize and manage severe allergic conditions.
A previous severe allergic reaction to flu vaccine, regardless of the component suspected of being responsible for the reaction, is a contraindication to future receipt of the vaccine.

https://www.cdc.gov/flu/protect/whoshouldvax.htm 
https://www.cdc.gov/flu/protect/vaccine/egg-allergies.htm 
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Presenter
Presentation Notes
Last season (the green line) had an unprecedented amount of reported flu with nearly 24,000 (23,689) reported cases. This is more than double the 5 year average of about 10,000 cases per season.

Not only was the amount of reported cases record breaking for AZ, it was unusually high compared to the rest of the nation. ADHS requested an Epi-Aid from the CDC to try to understand why. The investigation is still ongoing. 



2015-2016 Season by Subtype 

A (H1N1) pdm09 
48% 

A (H3)  
37% 

B/Yamagata 
13% 

B/Victoria 
2% 

Presenter
Presentation Notes
Flu type A was predominant, making up 85% of the season, but it was unusual for there to be approximately equal amounts of both subtypes of A. At the beginning of the season, H1N1 was predominant, but about halfway through the season, it switched and A (H3) became the predominant subtype. 



2015-2016 Season by Age 

 4,104  

 5,099  

 7,357  

 3,159  

 3,879  

 91  

0 to 4 years

5 to 18 years

19 to 49 years

50 to 64 years

65 years or older

Unknown age

Presenter
Presentation Notes
Generally, subtype H1N1 tends to affect those who are middle age (19-49) and H3 tends to affect the very young and the elderly. Because both subtypes had strong representation, it makes sense that all age groups were affected. 19-49 year olds were affected the most over the season, representing 31% of all reported flu cases.



2016-2017 Season by Type 
A (H1N1) pdm09 

2% 

A (H3)  
96% 

B/Victoria 
1% 

B/Yamagata 
1% 

Presenter
Presentation Notes
A (H3) appears to be the predominant subtype so far this season both in AZ and throughout the nation (CDC FluView); however, it is still early and the influenza season is unpredictable. H3-predominant seasons are often associated with more severe illness, especially in young children and people 65 and older. 



2016-2017 Season by Age 
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169 

305 

11 

0 to 4 years
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65 years or older

Unknown age

Presenter
Presentation Notes
So far this season, most of the reported flu cases are elderly and middle aged adults. 
Additionally in the US, we are seeing the highest hospitalization rates for flu in elderly patients compared to other age groups. 






• Pediatric influenza-
associated deaths – 
Provider reportable 
within 1 working 
day (A.A.C. R9-6-
202)  
 

Reporting 

Photo by NEC Corporation of America / CC BY 2.0 

Presenter
Presentation Notes
We work with county health departments to perform investigations on all pediatric flu-associated deaths -  are deaths in anyone less than 18 years of age where flu may have contributed. 



• Pediatric influenza-
associated deaths 

• Severely ill cases 

Reporting 

Photo by NEC Corporation of America / CC BY 2.0 

Presenter
Presentation Notes
Severely ill cases – if you notice an unusual trend in severely ill cases please let your local health department know, are they responding to antiviral treatment?




• Pediatric flu associated 
deaths 

• Severely ill cases 
• Travel-associated 

cases (international) 

Reporting 

Photo by NEC Corporation of America / CC BY 2.0 

Presenter
Presentation Notes
Could the case have been exposed to the virus in another country?  They could have a unique subtype or a subtype that isn’t common in AZ



• Pediatric flu associated 
deaths 

• Severely ill cases 
• Travel-associated cases 

(international) 
• Cases with known 

animal exposure 
(i.e. swine, poultry) 

Reporting 

Photo by NEC Corporation of America / CC BY 2.0 

Presenter
Presentation Notes
Could the case have been exposed from swine/poultry? If so, the patient could have a novel strain not commonly found in humans (e.g., H5N1, H7N9). Although people infected with these novel strains typically do not spread the flu to others, novel strains are capable of changing to be more transmissible to humans and could have a big burden on the population. It’s important to report suspect cases to your local health department. 





Presenter
Presentation Notes
Remember to urge people to get vaccinated as it does make a difference. It is key in preventing the flu and its spread!



Presenter
Presentation Notes
HAI advisory committee healthcare worker influenza vaccination toolkit – http://azdhs.gov/documents/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/step/2015-hwc-influenza-vaccination-toolkit.pdf 
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Presenter
Presentation Notes
We also perform RSV surveillance, and this year we are seeing an earlier season of RSV compared to past years. Young children are a high risk group; 84% of cases this season are <5 years old. 



THANK YOU 
Rachel Perry |  Cross-Cutting Epidemiologist 
Rachel.Perry@azdhs.gov  |  602-364-4068 

 
 azhealth.gov 

@azdhs 

facebook.com/azdhs 

Presenter
Presentation Notes
Weekly AZ reports on Wednesday – azdhs.gov/flu, flu activity reports
CDC Flu website – cdc.gov/flu
HAI Healthcare Worker Influenza Vaccination Toolkit - http://www.azdhs.gov/phs/oids/hai/documents/HAIcommittee/2015hwc-influenza-vaccination-toolkit.pdf 
http://www.cdcfoundation.org/businesspulse/flu-prevention-infographic 


mailto:Rachel.Perry@azdhs.gov


Zika Virus Update 
January 20, 2017 

Presenting To 

APIC Grand Canyon State of the State  

Kara Tarter |  Vector-borne & Zoonotic Disease Epidemiologist  



What is Zika virus disease (Zika)? 



1947: Zika Virus 
discovered in 
Uganda 

1947-2006: Serologic 
evidence in African & Asian 
countries. Only 14 human 
cases documented 

2007: Zika 
outbreak on Yap 
island in 
Micronesia 

2013-2014: 
Continued 
spread in the 
Pacific Islands 

2015: Zika 
arrives in 
Brazil 

Zika Virus: Timeline 

Presenter
Presentation Notes
Zika was first discovered in 1947, in a rhesus monkey, in the Zika Forest of Uganda. Testing of mosquitoes identified the vector to be Aedes africanus.

From 1947 to 2006, numerous studies were done to identify where Zika might be present, and identified evidence of the virus in multiple African and Asian countries. Despite the wide geographic range, only 14 human cases were documented.

The first large Zika virus outbreak outside of Africa and Asia occurred in Yap, Micronesia in 2007. Zika was estimated to have infected almost 75% of the population of the island; however, only about 20% of infected people experienced symptoms.

From 2013-2014, Zika virus continued to spread in the Pacific Islands, causing outbreaks in French Polynesia, New Caledonia, Cook Islands, Vanuatu, Fiji, the Solomon Islands, and Easter Island

Zika’s first introduction to the Americas occurred in 2015, when the virus circulation was identified in May in northeastern Brazil. From May to July, an increase in Guillain Barré syndrome, an illness that causes nerve damage and paralysis, was identified in some of the same areas where the virus was circulating. By December of 2015, local transmission of Zika had been identified in over 18 Brazilian states.



Zika Globally 

Presenter
Presentation Notes
This map from CDC depicts the countries with active Zika transmission as of Dec 14, 2016. There are currently over 55 countries and territories in the Americas, Pacific Islands, and Cape Verde in Africa are experiencing active transmission of Zika virus. That means the Zika is spreading locally within areas of these countries. https://www.cdc.gov/zika/geo/active-countries.html 

Locally-acquired cases of Zika virus in the U.S. have only been identified in Florida & Texas. 

Florida previously declared zones of active transmission, “red zones”, in Wynwood, Little River, and Miami Beach. These zones were lifted after 45 days passed without any new locally transmitted Zika cases. Miami-Dade county remains a Zika cautionary area—defined as an area where local spread of Zika virus has been identified, but there is not any evidence of widespread, sustained local spread. Yellow zones represent areas where pregnant women should consider postponing travel. https://www.cdc.gov/zika/intheus/florida-update.html

On November 28, 2016, the first case of local mosquito-borne Zika virus infection was identified in Brownsville, Texas. Additional local cases have been identified in the area; therefore, Brownsville, TX had also been identified as a Zika cautionary area. Yellow shows areas where pregnant women should consider postponing travel. https://www.cdc.gov/zika/intheus/texas-update.html





Presenter
Presentation Notes
Imported, or travel associated cases of Zika occur when someone gets infected with Zika while away from home. For example, if someone traveled to Brazil, got bit by a mosquito infected with Zika, and then came back to the U.S. and was diagnosed with Zika, she would considered to be an imported or travel-associated case of Zika. There have been travel-associated cases of Zika in the U.S.



Presenter
Presentation Notes
Local transmission of Zika virus occurs when a person who has not traveled gets sick where they live, work, or play. Areas that have local transmission of Zika virus are considered to be areas of active transmission. There has been no local transmission of Zika to date in Arizona but there has been in some areas of FL.



Transmission 

• Zika can be transmitted through: 
– Mosquito bites 
– From a pregnant woman to her fetus 
– Sexual contact 
– Blood transfusion 

Presenter
Presentation Notes
There are four ways that Zika is transmitted. 
The primary route is through mosquito bites – an Aedes mosquito bites someone infected with Zika virus, the Aedes mosquito becomes infected with Zika virus, the infected Aedes mosquito bites healthy people and infects them with Zika virus
From a pregnant woman to her fetus
Through unprotected sexual contact
Through blood transfusions



Symptoms 
• Only about 1 in 5 people infected with Zika 

will experience symptoms 

• For symptomatic cases, more common 
symptoms are: 
– Maculopapular Rash 

– Fever  

– Joint Pain 

– Conjunctivitis 

 

 

Presenter
Presentation Notes
It is estimated that up to 80% of Zika infections will be asymptomatic. The most common symptoms of Zika are fever, maculopapular rash, joint pain, and conjunctivitis or red eyes. Other symptoms include muscle pain and headaches. Almost all people (90+%) who have Zika symptoms will experience a rash. The rash is usually itchy and typically a fully body rash. Symptoms of Zika are very similar to other mosquito-borne diseases like dengue and chikungunya. 



Congenital Zika Virus Syndrome 
Pattern of birth defects described by: 

– Severe microcephaly 
– Decreased brain tissue with a specific pattern of 

brain damage 
– Damage to the back of the eye 
– Joints with limited range of motion, such as clubfoot 
– Too much muscle tone restricting body movement 

after birth 

Presenter
Presentation Notes
Zika virus infection during pregnancy has been linked to birth defects including: microcephaly, intracranial calcifications, and vision & hearing problems. Congenital Zika syndrome is a pattern of birth defects found among fetuses and babies who become infected with Zika during pregnancy, described by: severe microcephaly, decreased brain tissue with a specific pattern of brain damage, damage to the back of the eye, joints with limited range of motion, such as clubfoot, and too much muscle tone restricting body movement soon after birth. Not all babies with congenital Zika will have all these problems. Additionally, some infants who do not have microcephaly at birth may experience slowed head growth and develop postnatal microcephaly. 



Treatment 
• No vaccines or specific treatment  

• Treat symptoms: 

– Rest 

– Fluids 

– Acetaminophen 

Presenter
Presentation Notes
There are currently groups working on vaccines for Zika, but the timeline for development is currently unknown. 



Recommendations: 
Prevention 

• Pregnant women 
– Avoid traveling to areas with Zika 

• All individuals 
– Avoid mosquitoes 

– Avoid unprotected sex 

 

Presenter
Presentation Notes
People should take to protect themselves from the threat of Zika – specifically protecting against mosquito bites. Individuals who are pregnant should not travel to areas of active Zika transmission. 

It is also important for someone who was diagnosed with Zika or might have been exposed avoid unprotected sex for 8 weeks for women and 6 months for men. Individuals who are looking to conceive should also wait for 8 weeks (women) or 6 months (men) after their last possible exposure.




Recommendations: 
Evaluation 

ALL Pregnant       
Women 

• Evaluate for exposure 
at every visit 

• Consider testing if 
there is potential 
exposure 
(travel/sexual) 

Symptomatic 
Individuals 

• Ask about travel history 

• Include Zika, Dengue, 
and Chikungunya on 
differential 

Presenter
Presentation Notes
Currently, ADHS recommends testing pregnant women who might have been exposed to Zika virus (via travel or sexual exposure) regardless of symptoms. ADHS also recommends testing non-pregnant men and women with exposure (travel or sexual) and at least two of the principal Zika symptoms: fever, rash, joint pain, or conjunctivitis. The most recent testing algorithms are available at http://azdhs.gov/documents/preparedness/epidemiology-disease-control/mosquito-borne/zika/zika-healthcare-provider-algorithms.pdf. 




PCR Testing 

• Serum: 7 days 

• Urine: 14 days 

• Whole blood: 14 days 

IgM Testing 

• Serum: 2-12 weeks 

 

Recommendations: Testing 

Time frames are days/weeks since symptom onset or exposure. 
Exposure can be defined as date of return from travel or last 
unprotected sexual contact with someone who traveled. 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwii-empjr3RAhXpslQKHTG-Cf0QjRwIBw&url=http://store.mcguff.com/products/119.aspx&bvm=bv.144210762,d.cGw&psig=AFQjCNFGKZznUMvqv26nvlL6OiLW_bgcHQ&ust=1484327856256739
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwii-empjr3RAhXpslQKHTG-Cf0QjRwIBw&url=http://store.mcguff.com/products/119.aspx&bvm=bv.144210762,d.cGw&psig=AFQjCNFGKZznUMvqv26nvlL6OiLW_bgcHQ&ust=1484327856256739
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwii-empjr3RAhXpslQKHTG-Cf0QjRwIBw&url=http://store.mcguff.com/products/119.aspx&bvm=bv.144210762,d.cGw&psig=AFQjCNFGKZznUMvqv26nvlL6OiLW_bgcHQ&ust=1484327856256739
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwii-empjr3RAhXpslQKHTG-Cf0QjRwIBw&url=http://store.mcguff.com/products/119.aspx&bvm=bv.144210762,d.cGw&psig=AFQjCNFGKZznUMvqv26nvlL6OiLW_bgcHQ&ust=1484327856256739


County Name Phone Number 
Apache County 928-337-4364 
Cochise County 520-432-9400 
Coconino County 928-679-7272 
Gila County 928-402-8811  
Graham County 928-428-1962  
Greenlee County 928-865-2601  
La Paz County 928-669-1100  
Maricopa County 602-506-6767  

County Name Phone Number 
Mohave County 928-753-0714 
Navajo County 928-524-4750 
Pima County 520-724-7770 
Pinal County 520-866-7325 
Santa Cruz County 520-375-7900  
Yavapai County 928-771-3134 
Yuma County 928-317-4550 

Recommendations: Testing  
Contact Local Public Health 

Presenter
Presentation Notes
When Zika infection is suspected, please contact your local public health office. In addition to conducting case investigation, public health can provide guidance on specimen collection and testing. All Zika testing at the Arizona State Public Health Laboratory must be coordinated through public health.




Kara Tarter, MPH 
Kara.Tarter@azdhs.gov | vbzd@azdhs.gov  
www.azhealth.gov/zika | www.cdc.gov/zika  

 

mailto:Kara.Tarter@azdhs.gov
mailto:vbzd@azdhs.gov
http://www.azhealth.gov/zika
http://www.cdc.gov/zika


Healthcare-Associated Infection Program:  
A Review of 2016 

 
Office of Infectious Disease Services 

Arizona Department of Health Services 
 



Healthcare-Associated Infection (HAI) Staff 
www.preventHAIaz.gov  

• Eugene Livar, MD 
– HAI Program Manager 
– Eugene.Livar@azdhs.gov  

 
• Rachana Bhattarai, BVSc & AH, MS  

– HAI Epidemiologist  
– Rachana.Bhattarai@azdhs.gov  

 
• Geoff Granseth, MPH 

– HAI Epidemiologist  
– Geoffrey.Granseth@azdhs.gov  

 
• Kasia Golenko, MPH  

– HAI Epidemiologist  
– Catherine.Golenko@azdhs.gov  

 

http://www.preventhaiaz.gov/
mailto:Eugene.Livar@azdhs.gov
mailto:Rachana.Bhattarai@azdhs.gov
mailto:Geoffrey.Granseth@azdhs.gov
mailto:Catherine.Golenko@azdhs.gov


HAI Advisory Committee and 
Subcommittees 

• Help Arizona: 
– Reduce the number and impact of 

HAIs  
– Standardize best practices  
– Educate the public and healthcare 

providers  
– Proactively address emerging HAI 

issues 
– Contact HAI@azdhs.gov if interested 

in joining Click on one to view the website! 

Long Term 
Care 

ESRD 
Antimicrobial 
Stewardship 

HAI 
Advisory 

Committee 

STEP Surveillance 

Arizona 
Needs 
You! 

 

mailto:HAI@azdhs.gov
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#long-term-care
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#long-term-care
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#end-stage-renal-disease
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#antimicrobial-stewardship
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http://www.azdhs.gov/phs/oids/hai/advisory-committee/index.htm
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#step-home
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2016 HAI Outbreaks 

51 outbreak in HCFs 
• 67% GI Illness 
• 16% Respiratory 
• 12% Lice and Mites 
• 6% Other* 
 
*Includes MRSA, C. difficile, Hepatitis C 

 

Outbreak Setting Frequency Percentage 
Assisted Living 26 51 
Long-Term Care 
Facility 

15 29 

Hospital 5 10 

Rehab Facility 3 6 

Outpatient Clinic 2 4 



Midwife Specific Legionellosis Resources  

• Water Birth Guidelines 
– Recommended Criteria for the Use of Water 

Immersion 
– Contraindications for Entering the Pool 

 
• Water Immersion 

– Management of Second & Third Stage 
– Newborn Resuscitation 
– Reasons for Leaving the Pool 

 
• Pool Setup and Cleaning Recommendations 

– Recommended Birth Pool and Components 
– Recommended Pools 
– Pool Management 
– Preparation 
– Quality Assurance 
– Birth Pool Documentation Logs 

 
• Midwife Safety 

http://www.azdhs.gov/documents/licensing/special/midwives/traini
ng/guidelines-for-water-immersion-water-birth.pdf  

Presenter
Presentation Notes
Developed educational resources to assist Licensed Midwifes performing water births
Objectives of resources
Address legionellosis risks
Provide guidance for providers
Resources
Guidelines for Water Immersion and Water Birth
Infographic: Legionnaire’s Disease: A Water Birth Concern
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Midwife Specific Legionellosis Infographic  

http://www.azdhs.gov/documents/licensing/special/midwiv
es/training/legionella-infographic.pdf  
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Public Health Based Guidance 



Arizona’s Infection Prevention 
Assessment Survey 2016 

• Arizona healthcare facilities were surveyed in 
2016 to assess infection control practices, 
infrastructure and outbreak reporting 
 

• Results provided a snapshot of infection 
prevention capacity in healthcare facilities 
throughout the state 
 

• Used to identify gaps and focus pointed 
interventions based on the findings 



EMS Regions 
• Predefined geographical 

areas of EMS System 
 

• Selected for simplicity and 
anonymity  

Regions were categorized based on 
self-reported responses as shown 
below: 

(Excellent) 
(Good) 

(Average) 

(Needs Improvement) 



Demographics of EMS Regions 
Demographics Arizona Central Northern Southeastern Western 

Hospitals Surveyed 86 49 15 15 7 

Hospitals Responded (Percent) 68 (79) 41 (84) 10 (67) 11 (73) 6 (86) 

Acute Care Hospitals 54 38 5 7 4 

Critical Access Hospitals* 14 3 5 4 2 

Median Bedsize (Mean) 123 
(169) 

188 
(207) 

40 (67) 100 (123) 140 (160) 

Median #Beds/IP (Mean) 109 
(114) 

138 
(133) 

29 (47) 83 (96) 140 (127) 

# of Hospitals with Primary IP 
with CIC status (Percent)** 

36 (55) 26 (67) 2 (20) 5 (50) 3 (50) 

Has a Clinical Pharmacist with 
ID training (Percent) 

26 (38) 17 (41) 5 (50) 1 (9) 3 (50) 

* ASP Data missing from 2 hospitals (1 each in central and northern regions) 
** Missing CIC data from 3 Hospitals (2 in central region and 1 in southeastern region) 



10 Core Concepts 
Notify public health about outbreaks 

Internal Validation of NHSN data 

Clinical Pharmacist with Infectious Disease (ID) training 3 

Fiscal support for infection prevention and control program 4 

Mandatory influenza vaccination program 5 

Competency-based training program for proper hand hygiene 6 

Competency-based training program for environmental cleaning 7 

7 core elements of Antibiotic Stewardship Programs (ASPs) 8 

Physician/Nurse Champion for Clostridium difficile infection (CDI)  9 

Drug Diversion Prevention Program 

2 

1 

10 



Summary of Core Concepts by Region 
Core Question Arizona Central Northern Southeastern Western 

1. Notification of Outbreaks 88% 80% 100% 100% 100% 

2. Validation of NHSN 49% 45% 57% 57% 60% 

3. ID Pharmacist 38% 41% 50% 9% 50% 

4. Fiscal support for IPC 81% 83% 90% 64% 83% 

5. Mandatory Flu Vaccine 81% 90% 70% 64% 67% 

6. Competency-based 
training for hand hygiene 

40% 24% 50% 82% 50% 

7. Competency-based 
training for environmental 
cleaning 

75% 76% 60% 82% 83% 

8. 7 Core elements of ASP 33% 28% 67% 27% 33% 

9. Physician and/or Nurse 
champion for CDI 

63% 59% 80% 55% 83% 

10. Drug Diversion 
Prevention Program 

18% 15% 30% 9% 33% 



Summary of Core Concepts by Bedsize 
Core Question Arizona CAH 50 or Less 51-200 200 + 

1. Notification of Outbreaks 88% 100% 91% 91% 82% 

2. Validation of NHSN 49% 40% 30% 45% 52% 

3. ID Pharmacist 38% 21% 22% 43% 50% 

4. Fiscal support for IPC 81% 71% 74% 78% 91% 

5. Mandatory Flu Vaccine 81% 71% 65% 87% 91% 

6. Competency-based 
training for hand hygiene 

40% 79% 57% 43% 18% 

7. Competency-based 
training for environmental 
cleaning 

75% 71% 61% 83% 82% 

8. 7 Core elements of ASP 33% 25% 19% 39% 41% 

9. Physician and/or Nurse 
champion for CDI 

63% 79% 70% 57% 64% 

10. Drug Diversion 
Prevention Program 

18% 14% 17% 22% 14% 



Conclusions 

• 6 of the 10 Core Concepts fell into the ‘needs 
improvement’ category during analysis 

• The following 3 areas were prioritized by the 
HAI Program as areas for immediate attention: 
– Validation of NHSN Data 
– Competency-based training for hand hygiene 
– 7 core elements of ASP 



7 Core Elements of ASP 
Leadership Commitment: Dedicate necessary human, financial and IT 
resources 

Accountability: Appoint a single leader responsible for program outcomes 

Drug Expertise: Appointing a single pharmacist leader responsible for working 
to improve antibiotic use 

3 

Actions: Implementing at least one recommended action, such as systemic 
evaluation of ongoing treatment need after a set period of initial treatment 

4 

Tracking:  Monitor antibiotic prescribing and resistance patterns 5 

Reporting:  Regular report information on antibiotic use and resistance to 
doctors, nurses and relevant staff 

6 

Education:  Educate clinicians about resistance and optimal prescribing 7 

2 

1 



Summary of 7 Core Elements of ASP by Region 
Core Element Arizona Central  Northern Southeastern Western 

1.Leadership 
Commitment 

68% 70% 78% 64% 50% 

2. Accountability 61% 65% 67% 55% 33% 

3. Drug Expertise 79% 83% 78% 73% 67% 

4. Action 85% 88% 89% 82% 67% 

5. Tracking 82% 80% 89% 82% 83% 

6. Reporting 48% 45% 78% 36% 50% 

7. Education 61% 55% 78% 64% 67% 



Summary of 7 Core Elements of ASP by Bedsize 

Core Element Arizona CAH  50 or less 51-200 200 + 

1.Leadership 
Commitment 

68% 42% 43% 74% 86% 

2. Accountability 61% 50% 48% 57% 77% 

3. Drug Expertise 79% 67% 76% 70% 91% 

4. Action 85% 75% 81% 78% 95% 

5. Tracking 82% 75% 76% 78% 91% 

6. Reporting 48% 50% 43% 52% 50% 

7. Education 61% 58% 48% 65% 68% 



7 Core Elements of ASPs 

Met all 7 core elements of ASP based on 
responses to questions regarding 
antibiotic stewardship. 

Arizona (n=66): 33%   

Region Positive Response 

Central (n=41) 28% 

Northern (n=10) 67% 

Southeastern (n=11) 27% 

Western (n=6) 33% 



For Complete slide sets visit: 

http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-
committee/index.php#surveillance 

 

http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#surveillance
http://azdhs.gov/preparedness/epidemiology-disease-control/healthcare-associated-infection/advisory-committee/index.php#surveillance


2017 HAI Progress Report 
• Will be published in Spring 2017 (based on 2015 

data) 
• Report will be in a different format this year 

– No longer have the state arrow page and state fact 
sheet 

– Main focus will be on excel data tables 
– Will include new 2015 baseline 
– VAE will be included this year 

• Will still include data explanation and talking 
points 
 



These will no longer be included! 
• The HAI Program will be working 

with the HAI Advisory Committee’s 
Surveillance Subcommittee to create 
an Arizona specific document 



Questions or Concerns? 

• Please feel free to contact the HAI Program 
– Eugene Livar 

• Eugene.Livar@azdhs.gov 
 

– Rachana Bhattarai 
• Rachana.Bhattarai@azdhs.gov 

 
– Geoff Granseth 

• Geoffrey.Granseth@azdhs.gov  
 

– Catherine “Kasia” Golenko 
• Catherine.Golenko@azdhs.gov 

 
 

 
https://www.pinterest.com/pin/266486502921061539/  

mailto:Eugene.Livar@azdhs.gov
mailto:Rachana.Bhattarai@azdhs.gov
mailto:Geoffrey.Granseth@azdhs.gov
mailto:Catherine.Golenko@azdhs.gov
https://www.pinterest.com/pin/266486502921061539/


Arizona Department of Health Services 
STD Control Update 

Ryan Kreisberg, MPH 
January 20, 2017 

APIC Meeting  
Health Services Advisory Group 



Objectives 

• Review the epidemiology of reportable 
sexually transmitted diseases in the state 
of Arizona 

• Review the importance of STD treatment 
and prevention at the clinical level 

• Review reporting opportunities for 
clinicians 



Today’s Items 

• Trends in chlamydia, gonorrhea and 
syphilis infections in Arizona, 2011-2015 

• Preliminary numbers for 2016 
• Treatment of STDs 
 

 











• Cases have increased by 
81% 

• Case rates have increased 
by 75% 









Repeat Infections 

Repeat CT Infections 
• 83 with 3 infections 

• 1370 with 2 infections 

Repeat GC Infections 
• 28 with 3 infections 
• 330 with 2 infections 















Treating Chlamydia in AZ 

CDC Recommended 
Regimens 

 

• Azithromycin 1g 
OR 

• Doxycycline 100mg bid/7 
days 

 
Full CDC guidelines can be found at: http://www.cdc.gov/std/tg2015/ 

 

Presenter
Presentation Notes
Emphasize that there are several alternatives depending on allergies, etc. Pass out the handouts and/or give the link to the treatment guidelines



Treatment of Reported Chlamydia 
Cases, Arizona 2015 

32,511 

22,118 

21,278 

• Laboratory confirmed 
cases of Chlamydia 

• Cases with reported 
treatment (68%) 

• Treated cases with CDC 
recommended TX (96% of 
TX’d cases) 

• 19,279 cases TX’d within 14 days 
(87% of TX’d) 

Presenter
Presentation Notes





Treating Gonorrhea in AZ 

CDC Recommended 
Regimen 

 

Ceftriaxone (Rocephin) 250mg 
IM 

PLUS 
Azithromycin 1g 

Full CDC guidelines can be found at: http://www.cdc.gov/std/tg2015/ 

 



Treatment of Reported Gonorrhea 
Cases, Arizona 2015 

8,270 

6,352 

5,166 

• Laboratory confirmed 
cases of Gonorrhea 

• Cases with reported 
treatment (77%) 

• Treated cases with CDC 
recommended TX (81% of 
TX’d cases) 

• 4,800 cases TX’d within 14 days 
(76% of TX’d) 



Questions? Concerns? 

Please feel free to contact us (ADHS STD 
Control Program) with any questions you 
have regarding: 
- STD Reporting 
- STD Treatment 
- Partner Services Referrals 

Presenter
Presentation Notes
Emphasize the importance of clean and quality data – garbage in, garbage out



THANK YOU! 
Ryan Kreisberg | Senior Epidemiologist 

ryan.kreisberg@azdhs.gov |  602-364-4761 
 

 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:ryan.kreisberg@azdhs.gov


HIV Epidemiology in Arizona 

Victoria Hansen, MS 
HIV Surveillance Epidemiologist, ADHS 
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• HIV and the United States 
• HIV and Arizona 

• HIV by Sex 
• HIV by Age 
• HIV by Race 
• HIV by Risk 
• Overview 
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39,513 people were diagnosed with HIV in 2015, 

 
 

 1.2 million people were living with HIV at the  
           end of 2013, 
 
 

  6,721 people died from HIV and AIDS in 2014 

Source: https://www.cdc.gov/hiv/basics/statistics.html 

In the US... 



Source: https://www.cdc.gov/hiv/basics/statistics.html 

In the US... 



Source: https://www.cdc.gov/hiv/basics/statistics.html 

In the US... 



Source: https://www.cdc.gov/hiv/statistics/overview/ataglance.html 

In the US... 
New HIV Diagnoses in the United States for the Most-Affected 

Subpopulations, 2015   
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719 Arizonans were diagnosed with HIV, 

 

 17,349 were living with HIV, 

 

  196 died from HIV and AIDS 

In 2015... 



0

5

10

15

20

25

30

35

1980 1985 1990 1995 2000 2005 2010 2015

Total
HIV
AIDS

HIV/AIDS incidence rate per 100,000, 1980-
2015 



Arizona HIV/AIDS prevalence counts, 
2004-2015 
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Arizona HIV/AIDS deaths, 1980-2015 
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Arizona males had a much higher rate (per 
100,000) of new HIV infection in 2015 
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Arizona HIV/AIDS incidence rate per 100,000 
by age, 2000-2015 
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Arizonans aged 25-29 had the highest rate 
(per 100,000) of new HIV infection in 2015 
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Arizona HIV/AIDS incidence rates per 
100,000 by race, 2000-2015 
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White, 
253 

Hispanic, 
252 

Black, 131 

Native 
American, 52 

Asian, 22 Multirace, 7 

White non-Hispanic and Hispanic Arizonan’s made 
up majority of all new HIV infections in 2015 

Presenter
Presentation Notes
52 new cases for NA
Percentage of AZ race populations:
White – 57%
Black – 4.7%
Hispanic – 31%
Native – 4.2% about 287,284
Asian –3.4%
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Reported Risk Acronyms 

MSM = Men who have sex with men 
 
IDU = Intravenous drug user 
 
HRH = High-risk heterosexual sex 
 
NRR = No risk reported 



Arizona HIV/AIDS incidence counts by risk, 
2000-2015 
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Men who have sex with men was the 
most reported risk in Arizona in 2015 

MSM, 426 
Not 

reported/Other, 
112 

HRH, 80 

IDU, 54 

MSM & IDU, 45 
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Source: https://www.cdc.gov/hiv/statistics/overview/ataglance.html 

In the US... 
New HIV Diagnoses in the United States for the Most-Affected 

Subpopulations, 2015   



New HIV Diagnoses in Arizona for the Most-Affected Sub 
Populations, 2015 

In AZ... 
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QUESTIONS? 



THANK YOU! 
Victoria Hansen| HIV Surveillance Epidemiologist 

Victoria.Hansen@azdhs.gov |  602-365-3580 
 

 azhealth.gov 

@azdhs 

facebook.com/azdhs 

mailto:Victoria.Hansen@azdhs.gov


Tuberculosis in Arizona 
January 20th 2017 

APIC Grand Canyon’s 
State of the State 

 
Amanda Swanson, MPH 

Tuberculosis Control Program 
 Arizona Department of Health Services 



TB Case Rates per 100,000 population 

In 2015 there were 9,557 cases, a national increase  

Presenter
Presentation Notes
I’ll start out by talking about state and national case rates. Arizona’s LHDs reported 198 cases of active TB with a case rate of 2.9 per 100,000. This represents a 2.6% increase in the number of cases and level case rate compared to 2014. According to the Centers for Disease Control, The overall number of TB cases in the United States increased over the previous year in 2015 after having declined yearly during 1993–2014. Despite a slight increase in case count, the TB incidence rate per 100,000 persons has remained relatively stable at approximately 3.0 since 2013.
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TB Case Rates by Race and Ethnicity 
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Presenter
Presentation Notes
Hispanic ethnicity of any race accounts for almost half of all reported TB cases annually. The second largest number of TB cases comes from people of Asian descent.
 




By Country of Birth 

Mexico 
•70 Cases 

United States 
•57 cases 

Philippines 
•14 cases 

India 
•9 cases 

China 
•6 cases 

Guatemala 
•4 cases 

U.S. Born 
 57 

Foreign-Born  
141 

Presenter
Presentation Notes
71.2% (141/198) of the TB cases were identified as foreign-born cases. U.S.-born TB cases accounted for 28.8% (57/198) of total reported cases. For TB surveillance purposes, a U.S.-born person is defined as someone born in the United States or its associated jurisdictions. It also includes someone born in a foreign country, but with at least one U.S.-citizen parent. 81% (160/198) of the cases came from the above countries. The remaining 38 cases came from several countries in Africa, Southeast Asia, the Middle East, and South America, but are represented by 3 cases or less. 





Refugee Class 

265 Class B1 
Referrals 

46% Evaluated 
within 30 days 

31% Completed 
Evaluation within 

90 days 

59% Initiated 
Evaluation 

Regardless of 
Time 

91% Completed 
Evaluation 

Regardless of 
Time 

Presenter
Presentation Notes
Immigrants and refugees traveling to the U.S. are evaluated for TB as part of the admission process, and are assigned a classification according to the status of their disease. Class A individuals have TB disease and have been granted a waiver. Class B1 includes individuals with non-infectious pulmonary TB disease with negative acid-fast bacilli sputum smears and cultures. Class B1 also includes extra pulmonary TB cases



TB Risk Factors 
71% • Country of birth other than the US 
20% • Diagnosed while in a correctional facility 
17% • Any Substance abuse 
16% • Diabetes mellitus 
8% • Contact of Infectious TB Patient <2 years 
6% • HIV co-infection 
6% • Homeless within past year 
4% • Migratory Agricultural Worker 
4% • Healthcare worker 
3% • Incomplete LTBI Therapy 

Presenter
Presentation Notes
Here are the identified risk factors for Arizona TB cases and percentages of each among 2015 cases, as you see we have…



Drug Resistance 
Mono-Resistant TB: TB resistant to one first line anti-Tuberculosis 
medication(Isoniazid, Rifampin, Ethambutol, or pyrazinamide). 
 
Multi-Drug Resistant(MDR) TB: TB resistant to both Isoniazid and 
Rifampin. 
 
Extensively Drug Resistant TB: Resistant to isoniazid, rifampin, and at 
least one second-line injectable(i.e., amikacin, kanamycin, or 
capreomycin) and one fluoroquinolone. 

Presenter
Presentation Notes
Now I’m going to talk a little bit about drug resistance in TB. Just a quick review…



Drug Resistance to Anti TB Drugs 
Any INH Resistance 
11.6% 

MDR TB (2 cases) 
1.0% 

Other Resistance 
13.2% 

Total Resistance 
24.5% 

Presenter
Presentation Notes
In 2015, 74.2% (147/198) of cases had culture positive results. Of these cases, 100% reported drug sensitivity results. Drug resistance in Arizona has been slowly increasing in Arizona. 2015 had the highest percentage of total resistance. Almost 1 in 4 TB cases had some sort of drug resistance.




New TB Guidelines 

Presenter
Presentation Notes
As of date, there are new TB guidelines, I apologize for not including a URL but they can be found at the blank website



New TB Recommendation 

Presenter
Presentation Notes
The blank organization also has new screening guidelines for latent tb in adults, as you can see the findings include….



World TB Day 

Presenter
Presentation Notes
Just a quick reminder, World TB day is on March 24th and all finals case numbers for 2016 will be released to our website.



Local Health Departments 
County Health Departments 

 Apache 
 Cochise 
  Coconino   
  Gila 
  Graham 
  Greenlee   
  La Paz 
  Maricopa 
  Mohave 
  Navajo 
  Pima 
  Pinal 
  Santa Cruz 
  Yavapai 
  Yuma      

Tribal Health Departments 
 Gila River Indian Community 
 Navajo Nation 
 San Carlos Apache Tribe 
 White Mountain Apache Tribe 

 
 

Presenter
Presentation Notes
On a final note, As many of you know, if you suspect a case of TB, please continue to contact your local health departments



Contact Information 

                 Amanda Swanson 
               Direct: 602-542-0025 
        Amanda.Swanson@azdhs.gov 
                TB Control Program 
                    602-364-4750 
               
 Thank you! 

mailto:Amanda.Swanson@azdhs.gov


Foodborne Disease Outbreak 
Update  

January 20, 2017 
 
 

Bria Hamlet 
CDC Public Health Associate 

Enteric Disease Investigation Team  
Arizona Department of Health Services | Phoenix, AZ 



Foodborne illness can b. cereus! 

• Acquired through ingestion of contaminated food or 
beverages 

• Caused by bacteria, viruses, parasites, and toxins 
• Clinically featured as diarrhea, nausea, vomiting, and 

abdominal pain 
• Have varying incubation periods 

Presenter
Presentation Notes
Contaminated food and beverages can come from undercooked raw products and improperly handled ready-to-consume products
Bacillus cereus (although salmonella is a wildly popular example), norovirus, cryptosporidium, and botulism
Those symptoms can vary depending on the pathogen and the case
Norovirus has a quick turnaround of 12-48 hours, whereas symptoms of crypto can appear over a week after exposure



Presenter
Presentation Notes
The case definition for Campylobacter changed; cases that used to be considered ‘Suspect’ (weren’t included in reporting to CDC) were now classified as ‘Probable’. We also saw an increase in cases statewide that weren’t due to this case definition change
An increase in STEC may be due to increased popularity of CIDTs
Salmonella increased due to the very large S. Poona outbreak (over 150 people in our state infected)
There was an increase in Shigella outbreaks in child care centers in 2015 



OUTBREAKS OF 2016 
The Fecal-Oral Report: What Had Everyone Running to the Bathroom Last Year 



E. Coli O121/O26 in Flour 

• Onset dates: Late 12/2015 – 
4/2016 

• Multistate outbreak – 63 
cases in 24 states 

• 79% of cases were female 
• Median age was 18 years 
• A sample of flour from an 

AZ case tested positive for 
O121 

 

Presenter
Presentation Notes
Symptoms include diarrhea (sometimes bloody), abdominal pain, and occasional vomiting.
Can be very dangerous in children, as they can develop Hemolytic Uremic Syndrome, which can cause death

This outbreak put a new spin on don’t eat the raw cookie dough; we thought we were innovative when we came up with egg-free dough, but e. coli came along to make sure we couldn’t enjoy it once and for all
14 cases of e. coli O121 with the same rare PFGE pattern across 12 states; 3 in AZ
79% were female with a median age of 18 years (aged 5-70) –
Onset dates fell over the holidays, just in time to partake in a favorite past time… cookie baking
Another piece of information that helped solve this mystery was a restaurant sub-cluster from Maryland, Texas and Virginia.  At a chain Mexican restaurant, children were given dough to play with before the meal arrived. Not surprisingly, this restaurant used Gold Medal flour to create this dough
*collected flour from an AZ case and it tested positive for O121 (collected by Kat and Brenna) at ASL
5/31/16: Gold Medal conducted a voluntary recall of flour products distributed between November 14, 2015 and December 4, 2015
7/19/16: Recall expands to include Signature Kitchens and Wondra brand flours, as well as includes pattern O26 in the outbreak, followed by several other products containing the contaminated flour




Norovirus at a Wedding 

• Onset dates: 8/13/16-
8/15/16 

• Wedding took place at a 
privately-owned property 

• 32 guests met the case-
definition of illness 

• All but one cases reported 
having water from a specific 
well 
 

 

Presenter
Presentation Notes
Norovirus may provide you with the worst 24 hours of your life.  I often describe it as a very humbling experience. Anyone who has had noro will agree with what I was once told about the virus: the first day you think you’re going to die, and the second day you wish you’d died
Nausea, vomiting, diarrhea
low-grade fever, chills, headache
General feelings of death
Incubation period of 12-48 hours (average 30 hours)
Lasts 12-60 hours (average 24-48 hours)
Immunity is short lived (= you can get it again)
CCPHSD (?) received a call from an individual that several attendees of a wedding were reporting illness via Facebook and conversations (wedding took place on 8/13/16)
A qualtrics survey was created to gather exposure data and risk factors from of the attendants (distributed via Facebook) – of the 90 attendees, 59 responded. 32 met the case definition/reported illness
Stool specimens were collected and sent to ASL for testing (two stools tested positive for noro)
Facility consented to testing of waters (turned out they did not have a permit to operate in this capacity and were served with an order to cease and desist)
Water was collected from two different operating wells on the property (7 samples from well #1 and 1 from well #1); faucets, outdoor spigots were sampled
Water was tested for noro, salmy, shig, campy, and stec; tested above acceptable levels for Noro at both the spigot and well heads (this water was used for a variety of things, including making tea)






Salmonella Javiana at a Seafood Restaurant 

• Exposure dates: 7/16/16 – 
8/22/16 

• 33 lab-confirmed cases 
reported dining at 
Restaurant A 

• A case-control study was 
done to identify potential 
food sources 

• Food item of significance 
was unfried shrimp 

 
 

Presenter
Presentation Notes
First discovered when the SAFER student interviewer team discovered two unrelated cases of Salmy reportedly dined at Restaurant A within the week before symptom onset; turned on there was an individual who had also reported illness after eating at Restaurant A as well

Student Aid for Field Epidemiology Response Team




Cryptosporidium in RW 

• Onset dates: 7/7/16 – 
12/24/2016 

• 567 cases reported 
• 72% of cases interviewed 

reported RW exposure 
• Over 90 facilities 

remediated in response 

 
 

Presenter
Presentation Notes
In AZ, we average ~49 cases of crypto annually
In 2016, we had 567 cases of crypto
The last outbreak occurred in 2008 with approximately 50 people involved
Prior to July, there were only 24 reported cases
7/7 to 12/24 encompassed the outbreak; while the original outbreak is over, we are still seeing an increase in sporadic cases compared with normal years
First noticed an association with one recreational water facilities, but it clearly spread to other facilities across the community, and then the state (this includes pools, spas, water parks, and splash pads, but does not include natural bodies of water, like lakes and streams)
EH: Counties worked with environmental health and contacted named facilities to do remediation
The biggest concern was that 19% of cases interviewed still used water facilities while ill (not after symptoms subsided, but with diarrhea)
We considered it, but there is not a good test to detect Crypto (can’t differentiate between dead and live organisms)
This is why we have healthy and safe swimming week, to discourage unhealthy water behaviors (visit the link above for more info)



Which Enteric Diseases are Mandated 
as Reportable in Arizona? 

• Amebiasis 
• Botulism* 
• Brucellosis 
• Campylobacteriosis 
• Cholera 
• Cryptosporidiosis 
• Cyclospora 
• Cysticercosis 
• Enterohemorrhagic E. coli* 
• Entertoxigenic E. coli* 
• Giardiasis 
• Hepatitis A and E 

• Listeriosis* 
• Salmonellosis 
• Shigellosis 
• Typhoid Fever* 
• Vibrio infection (including 

cholera) 
• Yersiniosis 
• Outbreaks of diarrhea, nausea or 

vomiting 

 

Presenter
Presentation Notes
*The starred diseases must be reported to ADHS by telephone or to our electronic reporting system within 24 hours after a case or suspect case is detected, diagnosed, or treated

*REMINDER OF IMP OF REPORTING AND HAVING A CX PERFORMED AND NOT JUST A CIDT WHERE WE CANNOT DO PFGE AND ID AS PART OF AN OUTBREAK




Foodborne Specimens & The Lab 
By law, the following positive 
specimens must be forwarded to 
ASPHL: 

– Salmonella 
– Enterohemorrhagic E. coli 
– Listeria 
– Vibrio 

 
Specimens are then serotyped to 
determine species (i.e. S. Enteritidis)  

 

Presenter
Presentation Notes
We still have the capacity to test for shigella, but there is no longer a requirement to forward the specimen.
*note* Shigella is still reportable



Questions? 
 

bria.hamlet@azdhs.gov  
602-364-4693 

 
 azhealth.gov 

@azdhs 

facebook.com/azdhs 

food@azdhs.gov 

mailto:bria.hamlet@azdhs.gov
https://www.facebook.com/azdhs
https://www.facebook.com/azdhs


Coccidioidomycosis in Arizona 
January 20, 2017 

Presenting To 

APIC State of the State |  Phoenix, AZ 

Xandy Peterson, MPH |  Epidemiologist 



Source: Centers for Disease Control and Prevention (2015). Sources of Valley Fever (Coccidioidomycosis). CDC.  

Presenter
Presentation Notes
Coccidioidomycosis or Valley Fever is caused by a fungus made up of two species that look clinically identical in presentation as well as management.

The fungus is only located in the Western hemisphere. In addition to the locations shown here in arid, desert regions, the fungus can be found in parts of Central and South America. 
Note: certain areas are highly or hyper-endemic and these include highly-populated Phoenix and Tucson area as well as Bakersfield, CA.
Also note: Spot in SE Washington where it was recently discovered.



Presenter
Presentation Notes
60% of people infected with valley fever experience no or mild symptoms. In those that do develop disease, it most commonly resembles the flu or community-acquired pneumonia. Clinical symptoms of Valley Fever include those listed here. Predominant symptoms are fever, cough, and exhaustion. In a small number of cases, the disease can become disseminated.



Source: Garcia SCG, Alanis JCS, Flores MG, Gonzalez SEG, Cabrera LV & Candiani JO 
(2015). Coccidioidomycosis and the skin: a comprehensive review. Anais Brasileiros de 
Dermatologia 90(5): 610-619.  

Presenter
Presentation Notes
Dissemination most commonly occurs in skin (as shown here), bone, joints, and rarely, in the central nervous system – causing meningitis. 

Disseminated valley fever can present in multiple ways in the skin; this example is an erythematous, crusted plaque in the upper extremity 



Images by CDC 

Presenter
Presentation Notes
Increased Risk for Severe/Disseminated Disease
African Americans
Filipinos
Pregnant women (particularly 3rd trimester)
Immunosuppressed patients
Diabetic
HIV Positive and patients on corticosteroids and TNF inhibitors
Organ Transplant Recipients
Chemotherapy Patients

Anyone who lives or visits an area where the disease is endemic is at risk of contracting valley fever. However, there are certain groups that have shown a higher risk of disseminated or severe disease. These include African Americans, Filipinos, pregnant women in third trimester or post partum, and immunosuppressed patients, such as patients that are diabetic, HIV+, organ transplant recipients or chemotherapy patients. 



Image by CDC 

Image by NIH (CC BY-NC-SA 2.0) 
 

Surveillance 

Presenter
Presentation Notes
Reportable communicable disease in Arizona by both labs and healthcare providers. 
National case definition includes both positive laboratory results as well as symptoms.
However, in Arizona clinical symptoms are not required and only laboratory results are needed. 
Confirmed: A case that is laboratory confirmed.
Cultural, histopathological, or molecular evidence or Coccidioides species, OR
Immunological evidence of infection
Enzyme immunoassay (EIA)
Immunodiffusion (ID)
Complement fixation (CF)
Tube precipitin 
Latex agglutination


Valley Fever is a reportable condition by healthcare providers and labs in Arizona. Arizona does not require clinical symptoms to be confirm cases, which differs from the CSTE definition that most states, including California adhere to. However, enhanced surveillance of cases found that 95% of those with positive tests also had symptoms of the disease. Therefore, due to the high number of cases reported in Arizona, only laboratory confirmation is required. 



Image by Alan Stark  (CC BY-SA 2.0) 

Image by CDC 
 

Image by andyde (CC BY-NC 2.0) 
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Presentation Notes
Potential factors that could be influencing the yearly variability include: 
Changes in laboratory testing practices and reporting 
Migration of susceptible people to the highly endemic counties in Arizona.
Increased recognition and testing by healthcare providers.
Increased awareness and care-seeking among the general public.
An increase in the number of people with weakened immune systems due to aging, immunosuppressive medications, or underlying health conditions.
Changes in precipitation, dust storms, and other weather-related phenomena that may affect fungal growth, spore formation and dispersal.
Increased construction or desert soil disturbance in areas where the fungus is present.



Number of Reported Cases, 1998-2015 

Presenter
Presentation Notes
Nationwide Arizona accounts for 65% of cases (in green), California accounts for around 30% and other states less than 5% of cases. 



Reported Cases of Valley Fever per 100,000 population, 
Arizona 1990-2015 

Presenter
Presentation Notes
Valley Fever became laboratory reportable in Arizona in 1997. Rates have steadily increased since then.
In 2009, after consultation with ADHS,  a major laboratory  altered its reporting practices for valley fever to include reporting of enzyme immunoassay (EIA) results, greatly increasing the total number of reported cases. In 2012, the same laboratory changed their testing methods, which contributed to a substantial decline in the number of cases reported in late 2012 and 2013. In 2015, the rate was 112.8 cases per 100,000. 



Cases Reported Annually by Reporting 
Organization, 2009-2015 

Presenter
Presentation Notes
To show the potential impact of these lab changes.
99% of cases were reported by labs in 2015 (between 50-75% of cases were reported by Lab A between 2009 and 2015). 



Rates of Reported Cases by County, 2015 

Presenter
Presentation Notes
All counties reported cases in 2015.
Maricopa (5,339 cases, 131.0 rate), Pinal (656 cases, 161.4 rate), and Pima (1,201 cases, 119.0 rate) counties report the highest rates. 



*Age could not be ascertained for 17 cases (approximately 0.2% of all cases). 

Rates of Reported Cases by Age Group 

Presenter
Presentation Notes
In 2015, valley fever cases ranged from 9 months to 102 years old with a median of 55 years old. The highest rates occurred in individuals 85 years and older with the rates being more than twice those in the general population (112.2 rate). 



Rates of Reported Cases by Sex 

Presenter
Presentation Notes
54% of cases were female and 46% of cases were male. Prior to 2009, the majority of reported cases were male. This shift may be related to the recent reporting and testing changes. 



Rates of annually reported cases by month, 
2009-2015 

Presenter
Presentation Notes
Seasonal variation in valley fever have been noted in previous years. Cases increase from June to August and November to December. 
This graph shows when cases were reported to ADHS NOT when exposure occurred or symptoms began. Due to the 1-4 week incubation period, delays in seeking help, delays in testing, and time associated with lab testing, there could be delays between exposure and reporting. 



Hospitalizations with a primary diagnosis 
of valley fever, 2005-2015 

Presenter
Presentation Notes
In 2015, there were 746 hospitalizations with a primary diagnosis of valley fever, with $50 million in hospitalization charges. 
Counties with the highest rates of hospitalization (per 100,000) in 2015 were Graham and Pinal (31.2 and 22.9) followed by La Paz (14.2), Maricopa (12.0), Gila (11.0), and Pima (10.3)
Additionally, although rarely lethal, in 2015, 50 deaths were attributable to valley fever – potentially underreported based on a recent investigation, so likely an underestimate of the true number of deaths attributable to valley fever. 




Impact of Valley Fever 
Image by Micheal J  (CC BY-NC 2.0) 

Presenter
Presentation Notes
Impact
ADHS Surveillance Study 
Ill for median of 120 days
75% missed school or work (median: 14 days)
75% unable to perform daily activities (median: 47 days)
44% visited the ER
25% saw a doctor 10+ times
Median of 11 days before first seeking care
Time from onset of symptoms to diagnosis median: 23 days
Patients already aware of valley fever more likely to ask for testing and decreased time to diagnosis 




Public Education and Outreach 

Presenter
Presentation Notes
Valleyfeverarizona.org – Website with data and resources
Valley Fever Awareness Week (VFAW) – PSAs at Harkins Theatres, Governor Proclamation, social media outreach, etc. 
Educational Materials – infographic, brochures (English and Spanish)
Annual Valley Fever Report – published during VFAW each year







Questions? 



THANK YOU 
Xandy Peterson, MPH |  Epidemiologist 

alexandra.peterson@azdhs.gov  |  602-364-3818 
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Arizona Department of Health Services 
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