MENASHA ADLDERMEN OCCASIONALLY ATTEND MEETINGS OF THIS BODY. IT IS POSSIBLE THAT A
QUORUM OF COMMON COUNCIL, BOARD OF PUBLIC WORKS, ADMINISTRATION COMMITTEE,
PERSONNEL COMMITTEE MAY BE ATTENDING THIS MEETING. (NO OFFICIAL ACTION OF ANY OF
THOSE BODIES WILL BE TAKEN.)

CITY OF MENASHA
Board of Health

Menasha Health Department
January 9, 2008

8:15 AM
AGENDA

+ Back =, Print
1. CALL TO ORDER
A.

2.  MINUTES TO APPROVE-MINUTES & COMMUNICATIONS TO
RECEIVE

Minutes to approve:
A. December 12, 2007 BOH Meeting Minutes []

Attachments
3.  REPORT OF DEPARTMENT HEADS/STAFF/CONSULTANTS
A. Food Security in the Wisconsin WIC Population []
Attachments
B. Public Health Preparedness Indicators
C. November 2007 Communicable Disease Report []
Attachments

D. Emergency Preparedness Funding

4. ACTION ITEMS
A. Review of Parochial School Fees for 2008-2009 School Year

S.  ADJOURNMENT
A.

Board of Health Members
Dorothy Jankowski, Lori Asmus, Susan Nett Candyce Rusin, Theresa Shoberg

"Menasha is committed to its diverse population. Our Non-English speaking population or those with
disabilities are invited to contact the Menasha Health Department at 967-3520 at least 24-hours in advance
of the meeting so special accommodations can be made."
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Menaspa

Board of Health Meeting
December 12, 2007
Minutes

1. Meeting called to order at 8:25 AM by Chairman C. Rusin.
Present: Candyce Rusin, Dorothy Jankowski, Lori Asmus, Susan Nett.
Excused: Dr. Teresa Shoberg

2. Motion to approve minutes from November 14, 2007 meeting made by D Jankowski
and seconded by L. Asmus. Motion carried.

3. Report of Department Head

A. Pandemic Flu Preparedness Committee met for a second time and continued
exploring a continuity of operations plan for the city.

B. The October 2007 Communicable Disease Report was distributed and discussed.

C. The report card “Health of Wisconsin” July 2007 was distributed.

D. Wisconsin Local Health Department survey 2005 was distributed and discussed.
The per capita cost for expenditures remains one of the lowest in the areas. Board
member C. Rusin pointed out that this continues to occur and includes the health
services for the schools directly providing a savings to Menasha tax payers.

E. S. Nett distributed a copy of a report on surveillance of sexually transmitted
diseases for 2006. Board members were interested in comparing the
statewide data to the local data and noted the increase in Chlamydia and
gonorrhea. S. Nett reviewed for board members the educational program on
STD prevention for all 9™ graders presented by health department staff.

F. S. Nett reviewed the status of the vacant full time PHN position. A temporary
RN from a local temporary placement agency has been working in the
department part time assisting staff in the school setting and limited public
health. This temporary RN has been hired for the vacant full time PHN
position effective 2-1-08.

G. The health department has administered 186 flu shots to date Flu vaccine is
available yet and will be offered to anyone wanting a flu shot into Jan. and
Feb.

4. Action Items
A. Motion by L. Asmus and seconded by D. Jankowski to hold until the next
meeting discussion on the completed City of Menasha Needs Assessment
recently finished by Aurora Health System. Motion carried.



B. S. Nett discussed staff immunization clinic concerns. Staff would like to try
doing a clinic 1 day a month with a morning session and a late afternoon
session. Extra clinic times would need to be added in the fall when school
immunizations are needed. Motion to do a 3 month trial of a day-long clinic
made by D. Jankowski and seconded by L. Asmus. Motion carried. Staff
concerns were also discussed by S. Nett of clinic participants who receive
their immunizations here but may reside outside the Menasha school district.
Board members discussed there may be parents who find it more convenient
to get an appointment here because they may have children in daycare here
or because of open enrollment in the schools have children who attend
Menasha Schools. Motion to track participant data for 12 months made by L.
Asmus and seconded by D. Jankowski. Motion carried.

C. There was a lab error on results from the last 60+ wellness screening and the
lab didnt charge for those tests resulting in approximately $600 of surplus
funds. S. Nett discussed possible uses of the $600. Board members were in
agreement the monies should be used for a screening at no cost to seniors.
Suggestions included macular degeneration screening and osteoporosis
screening. Health department staff will pursue with community providers to
see what could be arranged.

5. Held over Business
A. S. Nett thanked board members who spoke at the council budget public
hearing. The 2008 budget was passed without any changes.

6. Motion to adjourn at 9:20 AM made by L. Asmus and seconded by D. Jankowski.
Motion carried.
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Food Insecurity in the Wisconsin WIC Population, 2007

Although the US is one of the wealthiest nations in the world, the disparity between rich
and poor is also comparatively high'. As a result, “food security,” or having enough food to
sustain an active and healthy lifestyle, remains a primary concern within many US households.
Only a minority of American families suffer from “food insecurity” during any given year.
However, this problem affects nearly 13 million US households annually, including an estimated
200,000 households in Wisconsin®>.

According to the United States Department of Agriculture (USDA), a household is
considered “food secure” if, during the course of a year, all members of that household: 1) had
ready access to foods that were safe and sufficient to satisfy their nutritional requirements and 2)
were able to obtain these foods in socially acceptable ways (e.g., without stealing, using food
pantries, or depleting emergency household food reserves). In contrast, in households with “low
food security” (or “food insecurity”), access to safe, nutritious foods was limited or uncertain for
at least one individual, at some point during the year. A subset of food insecure households are
additionally categorized as having “very low food security” because one or more individuals
actually reduced their food intake or changed their normal eating patterns during that year, due to
a lack of money or other resources””.

In the US, food security is monitored annually by the USDA through the US Census
Bureau’s Current Population Survey *. Based on recent results from this survey (2004-2006
combined years), more than 1 in 10 American households (11.3 %) now have low food security,
while nearly 1 in 25 households (3.9 %) have very low food security, and these values are
somewhat higher for households with children. The overall level of food insecurity in the US has
increased in recent years >, reversing previously observed improvements in these values®.
Wisconsin fares somewhat better than this national average, with 8.9% of households reporting
low food security and 2.7% of households reporting very low food security. However, based on
recent reports, it’s unclear as to whether overall levels of food insecurity in Wisconsin are
actually increasing” or stable’.

Because food insecurity is still a significant problem for Wisconsin families, and because
food insecurity also has a negative impact on the health of individuals, a survey was conducted
throughout the month of January, 2007, in the 70 Wisconsin projects of the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC). The purpose of this report is to
describe the conduct of this survey and to present levels of food insecurity at the local and state
levels for this large, convenience sample. Because this same survey was also conducted in
Wisconsin WIC projects in 2002°, state and local values from that survey are included here for
convenience. In addition, because 2007 survey responses were entered into the larger program
database, more detailed information from this survey, such as food insecurity values by
race/ethnicity, household income, etc., may be evaluated at some point in the future.

Impact of food insecurity on health
Household food insecurity represents a serious health threat to individuals living in

affected households. Extreme levels of household food insecurity are likely to result in hunger in
individuals. However, even when overt hunger is not present, children and adults living in food
insecure households tend to consume diets that are comparatively lower in fruits and vegetables,
as well as in overall variety and nutrient content *. In adults, nutritional inadequacies may also
be apparent in blood tests, although children are often spared this consequence, due to efforts by
adults to protect them from negative health effects’. Ironically, adult members of food insecure

households (especially women) are also at increased risk of being overweight or obese® *°,
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perhaps partly due to an increase in consumption of inexpensive foods that are also relatively
high in sugar and fat *°. Adult members of food insecure households also tend to have a greater
risk of depression and chronic disease and poorer levels of overall health ®*, Compared with
children from food secure households, those from food insecure households tend to have
relatively poor levels of physical health and school achievement and higher levels of behavioral
and emotional problems’. A few recent studies have also found a link in children and adolescents
between food insecurity and overweight or at risk of overweight status. '

Because food insecurity can have a profound impact on the health and well being of
individuals, it’s not surprising that addressing this issue is considered a key aspect of one of
Wisconsin’s eleven current health priorities'': ensuring “adequate and appropriate nutrition”
throughout the state. Similarly, in recent years articles in both American Family Physician® and
the Journal of the American Dietetic Association® have called for physicians and dieticians,
respectively, to help counter this problem.

Food insecurity and WIC

As a federal preventive nutrition program, WIC serves as one of the buffers against food
insecurity within communities. This program, which is funded by USDA and administered
through the Division of Public Health, is intended to help ensure the healthy development and
growth of infants and young children. Individuals eligible to receive WIC include pregnant and
postpartum women, infants, and children under age of five who are found to be at increased
nutritional risk. Because participants must also either have a family income at or below 185
percent of the US poverty level or be qualified to receive the Food Share Program, Medicaid, or
the Wisconsin Works (W-2) Program'*", individuals eligible to receive WIC are at considerably
higher risk for household food insecurity, relative to the general population.

WIC benefits include food instruments (vouchers) for nutritious foods and nutrition
education and referrals to other health services or social services, when appropriate. The
available studies support the ability of WIC to improve the variety and quality of diets and health
outcomes of its participants’. Nevertheless, because WIC is intended as a supplementary
program, it cannot guarantee the nutritional adequacy of the diets of its participants. Other state,
federal, or community programs (for example, the National School Lunch Program, the School
Breakfast Program, the Food Share Program, local food pantries and emergency kitchens) are
also required to effectively address this issue. &' '

The primary purpose of the survey was to determine the level of low food security and
very low food security in the households of individuals who visited the Wisconsin WIC Program
for services in January, 2007.Values are provided for the entire state and by county of WIC
service, WIC project, and county of household residence. In the past, results from this survey
have been used to help determine resource allocation and education or referral procedures within
local WIC projects and to provide information for local health departments or other
organizations working to counteract this problem.

Measuring food security

Survey. The standard measure for household food security has been developed and
tested through a collaborative effort between experts in the federal government, academic
community, and private and non-profit sectors®>. Although an 18-item version of the food
security survey is optimal, the 6-item version works well when resources are limited or
participant effort must be kept to a minimum. The short form is slightly less accurate for
households with children, but it still correctly classifies food security status for the vast
majority of households, including those with children.'® This six-question form was used in
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both 2002 and 2007; however, a few minor changes have been made by USDA to the
standard instrument since the previous survey'®'’: Question wording has been modified
slightly to clarify that changes are due to a lack of money. Question order was changed, to
reflect increasing levels of severity of food insecurity. Also, for ease of self-administration,
questions 3 and 4 were combined for participants but separated for analyses. (Questions are
provided in Table 1.)

Recruitment. The survey was conducted, using the same basic strategy as that used
in 2002. All participants who visited a WIC project during January were again invited to
take the survey (one survey per household). Spanish and Hmong survey translations were
also available. Participants again completed paper surveys and placed them into covered
boxes. However, because surveys were subsequently entered into the WIC database,
responses were no longer anonymous and were instead protected by standard WIC
confidentiality policies. (This was also clearly described in the survey’s introductory
paragraph.) The majority of projects again simply recruited throughout the month of
January. Exceptions included eight Milwaukee projects, which again limited recruitment to
a two-week period, due to relatively high caseloads at these projects. In addition, in 2007,
three projects chose to extend their recruitment periods, to improve the quality of their
values. Several projects also contacted the State WIC Office to report one or more missed
recruitment days. For these projects, comparable recruitment days were scheduled
whenever possible. Statewide levels of state food insecurity were again determined after
weighting households to reflect differences in recruitment periods at different locations.

Results

Participation. Based on the surveys entered into the WIC database, a total of 19,746
WIC households across the state were invited to participate. Of these, 162 families refused and
an additional 2 families answered fewer than two questions, leaving a total of 19,582 surveys
(99%) available for analysis.

Observed values for food security status. Table 1 presents the individual questions and
shows the percentage of affirmative responses to each question for both 2007 and 2002. Table 2
provides food security prevalence values for both years, for the state and by county of WIC
service. Tables 3 and 4 also present 2007 results by WIC project and by county of household
residence, respectively. (No comparable tables are available from 2002.) Based on survey results
(Table 2), in January 2007, the statewide prevalence of very low food security was 15%,
compared with an observed value of 19% in 2002. However, in 2007, the statewide prevalence of
food insecurity in general, or low food security, was 51%, compared with an observed value of
44% in 2002. Also of interest is the fact that, in 2007, the levels of affirmative responses to
individual food insecurity questions were either similar to or higher than those offered in 2002
(Table 1). In summary, in 2007, affirmative responses to food insecurity questions were no less
common than those given in 2002, but they were more widely distributed across families. This
response pattern also translated into a lower observed level of very low food security but a higher
observed overall level of low food security in 2007, relative to 2002.

Interpreting results. As noted previously, these estimates of food insecurity were
obtained using methods that were as similar as possible to those employed in 2002, and great
care was taken with respect to the use of valid instruments, standardization of procedures across
sites, etc. However, because random sampling is not currently feasible for surveys within
Wisconsin WIC projects, results may or may not be representative of the entire WIC population
at any point in time and for any given location'®. To help compensate for this potential limitation,
a long recruitment period was used, so as to include a relatively high percentage of eligible WIC
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households in the sample. In fact, at the state level, an estimated 28% of WIC families
participated in the 2007 survey. However, it’s possible that certain types of households may still
be over- or under-represented, relative to their actual levels in the Wisconsin WIC population.
Compared with statewide results, values obtained for individual counties or projects are based on
much smaller numbers and are also more likely to be impacted by small changes, such as
unanticipated deviations from the recruitment protocol, January scheduling anomalies,
scheduling or participation changes across years, etc. In short, survey results offer one indication
of food insecurity levels at a given time, in a particular location. However, results should not be
interpreted without due consideration given to these potential sampling limitations, especially at
the local level.

Discussion

Based on these results, the percentage of the sampled Wisconsin WIC families that
reported experiencing very low food security, a level at which some individuals within the
household are also likely to be experiencing hunger, was 15% in 2007, a value lower than the
value of 19% observed in 2002. However, during this same time, the observed percentage of
households that reported experiencing some level of food insecurity, low food security, increased
from 44% to 51%. As noted, it’s possible that the above-mentioned limitations in survey
methods may have contributed to the observed changes between years. However, these observed
changes suggest that, although the severity of food insecurity may be diminishing somewhat in
Wisconsin WIC households, a larger percentage of families may also now be impacted by this
problem. At the national level, based on results from the Current Population Survey, in 2006, an
estimated 9% of WIC households had very low food security, while 37% had low food security”.
Because such results are based on the long version of the survey and were administered by
telephone, and to a randomly selected segment of the population, they are not entirely
comparable with those presented here. Nevertheless, they do raise the question as to whether
Wisconsin’s WIC population may actually have a particularly high level of disadvantage with
respect to food insecurity.

With respect to the observed decrease in very low food security between January, 2002
and January, 2007, it’s possible that the shift from anonymous to confidential procedures may
have caused some families to be less open in their reporting. However, if this were the case, we
would also expect overall food insecurity levels to have decreased between 2002 and 2007,
rather than increasing. It’s also conceivable that observed values in overall food insecurity in
Wisconsin WIC families may have increased during this time because more disadvantaged
families are being appropriately referred to WIC. Nevertheless, based on the most recent
available results from the US Census Bureau'’, the percentage of all Wisconsin families with
children under the age of five that are living in poverty increased from 12.3% in 2002 to 16.7%
in 2004. Given these estimates, and the fact that, depending upon how recent years from the
Current Population Survey are combined >, low food security (but not very low food security)
may have also increased somewhat in the general Wisconsin population, it seems perhaps as
likely that the changes reported here provide another indication of a trend toward increasing need
throughout the state.

It should be reiterated, however, that stronger conclusions could have been drawn if
representative methods had been used. As a result, different or additional survey procedures
could potentially be considered in the future to address this limitation.
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Table 1. Food Insecurity Prevalence and Percent Affirmative Responses to Individual Questions®
for Participating Wisconsin WIC Families in 2007 and 2002

security (affirmative responses to five or more survey
questions)

Food Insecurity Prevalence 2007 2002
(n=19582) (n=18248)

WIC households/families identified as having low food 51% 44%

security (affirmative responses to two or more survey

questions)

WIC households/families identified as having very low food 15% 19%

Responses to Individual Survey Questions”

Percent Affirmative

1. The food we bought just didn’t last, and we didn’t have 58% 45%
money to get more. Was that 1) often, 2) sometimes, or 3) often/ often/
never true for you in the last 12 months. sometimes sometimes

2. We couldn’t afford to eat balanced meals. Was that 1) 47% 42%
often, 2) sometimes, or 3) never true for you in the last 12 often/ often/
months. sometimes sometimes

3. Inthe last 12 months, did you, your family, or other adults 35% 30%
in your household ever cut the size of your meals or skip Yes Yes
meals because there wasn’t enough money for food?

4. How often did this happen...1) almost every month, 2) 15% of those | 21% of those
some months but not every month, or 3) only in 1 or 2 who who
months? answered Yes | answered Yes

to #3 to #3
answered answered
lor2 lor2
(5% of all (6% of all
families) families)

5. In the last 12 months, did you ever eat less than you felt 32% 31%
you should because there wasn’t enough food? Yes Yes

6. In the last 12 months, were you ever hungry, but didn’t eat 20% 18%
because you couldn’t afford enough food? Yes Yes

*Survey questions only constitute a valid measure of food insecurity when combined into an index.

® The names, but not the meanings, of food insecurity categories have changed since 2002.
Previously, households were classified as having food insecurity with or without hunger. These
same cut-points are now used to classify households as with very low food security and low food
security, respectively '°. Since 2002, questions were also reordered to reflect increasing need (as
shown here), and question wording was changed slightly to clarify that experiences were due to a
lack of money."’




Table 2. Percent of Participating WIC Households® Reporting Low and Very Low
Food Security by Tribe and County of WIC Service, 2007 and 2002

2007 2002
Households”| Low Food | Very Low [Households” Low Food | Very Low

County of WIC Service Security S i(::iity Security S ch(:l?iity

n % % n % %
Statewide 19582 51 15 18248 44 19
GLITC" 205 53 19 243 36 14
Menominee Tribe 192 36 11 167 40 10
Oneida Tribe” 185 54 17 138 45 19
Adams 71 37 13 48° 31 13
)Ashland 135 30 9 108 37 19
Barron 207 53 11 305 33 15
Bayfield 22°¢ 27 NR ¢ 75 41 15
Brown 1293 58 16 1274 49 23
Buffalo 37°¢ 57 19 52 38 13
Burnett 97 48 21 92 49 15
Calumet 54 48 9 102 43 16
Chippewa 285 55 20 251 48 24
Clark 133 44 7 23°¢ 61 22
Columbia 187 56 24 103 37 10
Crawford 65 46 8 161 45 22
Dane 1208 58 18 627 49 21
Dodge 253 47 12 178 42 17
Door 83 35 13 100 32 9
Douglas 277 51 17 219 44 19
Dunn 171 54 17 158 35 13
Eau Claire 495 48 15 440 49 23
Florence 21°¢ 24 NR ¢ 35¢ 29 14
Fond du Lac 504 53 18 442 40 18
Forest 36° 17 NR ¢ 61 43 13
Grant 169 34 8 224 20 7
Green 122 49 19 23°¢ 43 NR ¢
Green Lake 71 45 14 45°¢ 44 13
lowa 93 48 16 97 37 12
Iron 13°¢ NR ¢ NR ¢ 23°¢ 43 NR ¢
Jackson 64 52 13 78 49 19
Jefferson 225 54 12 278 45 20
Juneau 135 42 12 87 43 17
Kenosha 855 47 13 717 40 17
Kewaunee 69 45 10 55 33 13
La Crosse 335 51 17 377 48 19
Lafayette 23°¢ 30 NR ¢ 27°¢ 37 NR*®
Langlade 17°¢ 41 NR ¢ 93 30 16
Lincoln 46° 35 NR ¢ 59 36 14
Manitowoc 364 46 17 226 42 15
Marathon 154 46 10 204 41 17
Marinette 262 42 16 179 38 15




2007 2002
. Households®| Low Food | Very Low [Households” Low Food | Very Low
County of WIC Service Security Fﬁod Security Fﬁod
Security Security

n % % n % %
Marquette 26° 69 19 43° 53 21
Milwaukee 3468 50 14 4051 47 20
Monroe 185 47 19 165 36 16
Oconto 135 47 16 118 42 18
Oneida 150 43 18 132 39 15
Outagamie 668 60 19 509 50 21
Ozaukee 109 44 12 73 37 16
Pepin 19° 26 NR ¢ 25°¢ 24 NR ¢
Pierce 170 50 12 94 30 16
Polk 144 54 15 158 34 13
Portage 189 46 16 229 36 15
Price 92 41 14 103 29 11
Racine 603 44 10 521 37 14
Richland 82 46 13 80 38 13
Rock 243 60 19 377 41 16
Rusk 99 37 12 58 40 12
St.Croix 429 57 16 193 35 17
Sauk 289 54 17 240 38 17
Sawyer 58 29 NR* 69 55 25
Shawano 46°¢ 41 NR © 134 42 20
Sheboygan 509 58 17 235 40 18
Taylor 90 50 21 111 41 12
Trempealeau 126 40 10 254 36 17
'Vernon 89 43 7 143 37 13
Vilas 59 42 12 65 37 14
Walworth 419 59 20 239 43 13
'Washburn 114 45 16 85 32 11
'Washington 262 47 13 273 53 25
'Waukesha 561 56 15 239 43 21
'Waupaca 120 53 14 155 46 19
'Waushara 75 60 24 65 38 12
'Winnebago 445 54 18 514 45 23
Wood 276 50 17 304 38 19

* The number of households represents the number of (unduplicated) WIC families that visited a WIC
project during the survey recruitment period and completed at least two survey questions.

" The Great Lakes Inter-Tribal Council (GLITC) includes data from sites in Bayfield, Burnett, Forest,
Jackson, Sauk, Sawyer, Shawano, Vilas, and Wood counties. The Oneida Tribe includes data from Brown

and Outagamie counties.

¢ Estimates of percent low food security and percent very low food security should only be considered
minimally reliable if they are based on at least 50 households, although all available values are presented
here for completeness. To protect confidentiality, cells containing fewer than five (0-4) households are

not reported (NR).
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Table 3. Percent of Participating Households® Reporting Low and Very Low Food Security
by WIC Project, 2007

Households" | Low Food |Very Low
Security Food
WIC Project Security

n % %
Statewide 19582 51 15
1 205 53 19
2 1293 58 16
3 192 36 11
4 283 44 11
5 561 56 15
7 263 46 13
8 172 55 19
9 277 51 17
10 90 50 21
11 668 60 19
12 185 54 17
13 217 43 10
14 504 53 18
15 855 47 13
16 335 51 17
17 189 46 16
18 64 52 13
19 83 35 13
20 171 54 17
21 206 40 12
22 495 48 15
23 285 55 20
24 185 47 19
25 92 41 14
26 126 40 10
27 445 54 18
28 207 53 11
29 419 59 20
30 59 42 12
31 429 57 16
32 187 56 24
33 100 50 13
34 110 55 18
35 902 51 11
36 431 52 14
37 225 54 12
38 243 60 19
39 56 46 14
40 530 44 11
42 262 42 16

43 46° 41 NR°
44 509 58 17
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Households® | Low Food |Very Low
Security Food
WIC Project Security

n % %
45 364 46 17

46 21° 24 NR°

47 36° 17 NR°
48 97 48 21

49 58 29 NR°
50 135 47 16
51 276 50 17
52 589 54 20
53 1208 58 18
56 89 43 7
57 289 54 17
58 114 45 16
59 99 37 12
60 133 44 7
61 69 45 10
62 371 46 12
63 885 47 15
65 120 53 14
66 54 48 9
67 253 47 12
68 170 50 12
69 144 54 15
71 169 34 8
72 170 28 7
73 122 49 19
74 73 44 7
75 168 45 16

* The number of households represents the number of (unduplicated) WIC families that visited a WIC
project during the survey recruitment period and completed at least two survey questions.

® Estimates of percent low food security and percent very low food security should only be considered
minimally reliable if they are based on at least 50 households, although all available values are presented
here for completeness. To protect confidentiality, cells containing fewer than five (0-4) households are
not reported (NR).
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Table 4. Percent of Participating WIC Households®* Reporting Low and Very Low Food
Security by County of Residence”, 2007

Households" Low Food Very Low
Security Food
County of Residence” Security
n % %
Statewide 19582 51 15
Unknown county” 1 --- -—-
Adams 75 45 17
Ashland 122 36 11
Barron 208 51 11
Bayfield 64 31 8
Brown 1415 58 16
Buffalo 39°¢ 62 18
Burnett 90 47 19
Calumet 70 50 17
Chippewa 309 53 20
Clark 135 45 7
Columbia 181 56 25
Crawford 66 44 8
Dane 1198 58 19
Dodge 284 48 14
Door 81 35 12
Douglas 271 51 16
Dunn 189 54 19
Eau Claire 455 48 15
Florence 21°¢ 24 NR ¢
Fond du Lac 478 53 18
Forest 55 24 NR €
Grant 176 37 8
Green 113 48 17
Green Lake 62 44 11
Towa 84 48 15
Iron 17°¢ NR ¢ NR €
Jackson 67 52 15
Jefferson 204 56 14
Juneau 125 41 14
Kenosha 842 48 12
Kewaunee 67 43 10
LaCrosse 337 50 17
Lafayette 40° 23 NR°
Langlade 21°¢ 33 NR°
Lincoln 42° 31 NR ¢
Manitowoc 350 46 17
Marathon 171 49 12
Marinette 262 42 16
Marquette 33° 64 24
Menominee 158 37 11
Milwaukee 3451 50 14
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Households” Low Food Very Low
Security Food

County of Residence” Security

n % %
Monroe 196 47 17
Oconto 137 50 18
Oneida 144 44 17
Outagamie 686 59 18
Ozaukee 107 45 12
Pepin 24°¢ 38 NR °
Pierce 166 51 12
Polk 150 54 13
Portage 196 45 15
Price 79 42 18
Racine 626 44 12
Richland 70 44 13
Rock 258 60 19
Rusk 96 34 11
Saint Croix 413 58 16
Sauk 313 56 17
Sawyer 61 30 8
Shawano 127 39 12
Sheboygan 520 57 18
Taylor 85 47 18
Trempealeau 125 41 10
Vernon 91 46 7
Vilas 174 52 17
Walworth 425 59 20
Washburn 115 45 17
Washington 267 46 12
Waukesha 544 55 15
Waupaca 119 53 13
Waushara 81 57 19
Winnebago 479 53 18
Wood 279 51 18

* The number of households represents the number of (unduplicated) WIC families that visited a WIC
project during the survey recruitment period and completed at least two survey questions.

® Physical address was used to establish county of residence. However, mailing address was used for 29
households that did not have an available physical address. For one household, neither type of
information was available.

¢ Estimates of percent low food security and percent very low food security should only be considered
minimally reliable if they are based on at least 50 households, although all available values are presented
here for completeness. To protect confidentiality, cells containing fewer than five (0-4) households are
not reported (NR).
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Appleton Health Department
Ph 920.832.6429

Calumet County Health Department
Ph 920.849.1432

Green Lake County Department of
Health & Human Services

Ph 920.294.4070 November 2007
Marquette County Health

Department Monthly Reportable

Ph 608.297.3135 i .
| Disease Bulletin
City of Menasha Health

Department
Ph 920.967.3520

N hD t of Publi The data within this document is provisional.
eenah Department of Public Users are cautioned to consider carefully the provisional nature of this

Health information before using the data.
Ph 920.886.6155

Oshkosh Health Department
Ph 920.236.5030

Outagamie County Public Health
Division
Ph 920.832.5100

Waupaca County Department of
Health & Human Services
Ph 715.258.6323

Reporting of communicable diseases is required by Wisconsin State Statute
Waushara County Health Chapter 252.05 and Wisconsin Administrative Code HES 145.04. To obtain
Department a copy of a reporting form, please call the State Division of Public Health
Ph 920.787.6590 Communicable Disease Section at (608) 267-7321, or visit the website at
http://dhfs.wisconsin.gov/communicable/diseasereporting/index.htm. For a
: list of diseases that are reportable to your local public health department,
Winnebago County Health please see the back of a DOH 4151 — Acute and Communicable Disease
Department Case Report Form, the aforementioned website or Appendix A of HFS 145.
Ph 920.232.3000 Please note that Category | diseases or suspect diseases require immediate
reporting to the local public health department.




INFECTIOUS DISEASE CASE OF THE MONTH

The holidays are here, and people are showing up in the ER and practitioner’s
offices with nausea, vomiting, and diarrhea. Do you know where to begin? Do you
need to do testing? Do you need to contact your local health department? See the
attached chart for helpful hints on managing foodborne and waterborne illnesses.

**Note: Some of these illnesses are reportable to your local public health department. For a list of
reportable diseases, please visit http://www.legis.state.wi.us/rsb/code/hfs/hfs145 app a.pdf

Please post the following chart in a prominent place so staff can easily access it if
needed. Source: http://dhfs.wisconsin.gov/communicable/resources/pdffiles/FDWTRBorneMAN.pdf

Table 7A. Criteria for confirmation of bacterial agents responsible for foodborne and waterborne illness.

Etiologic Agent

Incubation Period
Average (Range)

Clinical Syndrome

Characteristic Foods

Bacillus cereus

A. Vomiting type
2-4 hours (1-6 hours)
B. Diarrheal type
12 hours (4-16 hours)

A. Vomiting, nausea, occasional diarrhea
(Heat-stable enterotoxin)

B. Diarrhea (watery), abdominal cramps
(Heat-labile enterotoxin)

A. Boiled or fried rice
B. Custards, sauces, meat loaf, cereal
products, refried beans, dried potatoes

Campylobacter 2-5 days Abdominal cramps (often severe), diarrhea, bloody Poultry, unpasteurized milk, water, raw
jejuni (1-10 days) diarrhea, fever, headache clams
Clostridium 12-48 hours Acute bilateral cranial nerve impairment and Canned low-acid foods, smoked fish,
botulinum (2 hours -8 days) descending weakness or paralysis; usually preceded cooked potatoes, marine mammals

by blurred or double vision, difficulty swallowing,

dry mouth, vomiting and constipation
Clostridium 10-12 hours Diarrhea (watery), colic, nausea and gas Inadequately heated or reheated meats,
perfringens (6-24 hours) (Vomiting and fever are uncommon and symptoms meat pies, stews, gravy, sauces, refried

usually resolve within 24 hours).

beans

Escherichia coli 10-12 hours Profuse watery diarrhea without blood or mucus, A. Uncooked vegetables, salads, water
(Enteroinvasive or (Heat-stable toxin) abdominal cramping, vomiting, low-grade fever and B. Undercooked ground beef and beef,
Enterotoxigenic) 10-12 hours dehydration raw milk, soft cheese, water
E. coli 0157:H7 (Heat-labile toxin) Bloody or non-bloody diarrhea, severe abdominal
(Enterohemorrhagic) 48-96 hours cramps and occasional vomiting; fever infrequent

(up to 10 days)
Salmonella spp. 18-36 hours Acute enterocolitis, diarrhea, fever, nausea, Poultry, egg products, meat,

(Non-typhoid)

(12-72 hours)

abdominal cramps, headache, occasional vomiting.

unpasteurized milk

Salmonella Typhi 3 days - 3 months Insidious onset of fever, headache, malaise, Fecally contaminated foods such as
(1-3 weeks) constipation or diarrhea, anorexia shellfish, raw fruits, and water

Shigella 24-72 hours Diarrhea, fever, nausea, vomiting, tenesmus, severe Fecally contaminated foods such as
(12-96 hours) abdominal cramping salads, cut fruit and water

Staphylococcus 2-4 hours Sudden onset of severe abdominal cramps, nausea, Ham, meat & poultry, cream filled

aureus (1-8 hours) vomiting, diarrhea, chills, headache, weakness, pastries, custard, high protein leftover

dizziness foods
Vibrio cholerae 24-72 hours Sudden onset of profuse watery diarrhea, rapid Raw fish or shellfish, crustacea, water,

01 or 0139 (few hours - 5 days) dehydration, vomiting fecally contaminated foods

Vibrio cholerae Watery diarrhea, vomiting

non-01

Vibrio 12-24 hours Watery diarrhea, abdominal cramps, nausea, Marine fish, shellfish, crustacea (raw or
parahaemolyticus (4-96 hours) vomiting, fever, headache contaminated)

Vibrio vulnificus 24-48 hours Fever, nausea, abdominal cramps and muscle aches; raw oysters

often leads to septicemia in immunocompromised
persons




Table 7B. Criteria for confirmation of bacterial agents responsible for foodborne and waterborne illness.

Etiologic Agent Laboratory and Epidemiologic Criteria for Confirmation Specimen WSLH Kit #
S 6 .
Bacillus cereus Isolation of 10 B. cereus/gm of implicated food, OR 5-50 g stool Kit#10
Isolation of B. cereus from stool of ill person.
Campylobacter Isolation of C. jejuni from implicated food, OR 15 ml stool Kit# 10
jejuni Isolation of C. jejuni from stool or blood of ill person.
Clostridium Detection of C. botulinum toxin from implicated food, OR 25-50 g sterile, leak-proof
botulinum Detection of C. botulinum toxin from human sera, or feces, OR stool container
Isolation of C. botulinum from stool of persons with clinical syndrome, OR
Consistent clinical syndrome in persons known to have eaten same food as
persons with laboratory proven cases.

1. 3 p
Clostridium Isolation of >10 C. perfringens/gm of implicated food, OR 5-50 g stool Kit# 10
perfringens Isolation of C. perfringens in stool of ill persons, OR

Detection of enterotoxin by latex agglutination (from stool extracts of culture
isolates).
Escherichia coli Demonstration of E. coli of same serotype in implicated food and stools in 15 ml stool Kit# 10
(Enteroinvasive or persons, OR
Enterotoxigenic) Isolation of E. coli of the same serotype shown to be enteroinvasive or
E. coli 0157:H7 enterotoxigenic from stool of ill persons, OR
(Enterohemorrhagic) Demonstration of E. coli isolates from stools that are enterotoxigenic or
enterohemorrhagic.
Salmonella spp. Isolation of Salmonella from implicated food or water, OR 15 ml stool Kit# 10
(Non-typhoid) Isolation of Salmonella from stool from ill persons.
Salmonella typhi Isolation of S. typhi from blood, stool or other clinical specimens. 15 ml stool Kit# 10
Shigella Isolation of Shigella from implicated food, OR 15 ml stool Kit# 10
Isolation of Shigella from stool of ill persons.
Staphylococcus Isolation of an enterotoxin producing strain of S. aureus in implicated food, 5-50 g stool Kit# 10
aureus OR
Isolation of enterotoxin producing strain of S. aureus from stool of ill
persons
Vibrio cholerae Isolation of toxigenic V. cholerae 01 or 0139 from implicated food, OR 15 ml stool Kit# 10
01 or 0139 Isolation of V. cholerae 01 or 0139 from stool or vomitus of ill persons, OR
Vibrio cholerae Significant rise (fourfold) in vibriocidal antibodies.
non-01 Isolation of V. cholerae non-01 from stool of ill person.
Isolation of V. cholerae non-01 from implicated food is supportive evidence.
I ’ 3 B
Vibrio parahaemolyticus Isolation of 10 /g V. parahaemolyticus from implicated food (usually 15 ml stool Kit #10
seafood), OR
Isolation of V. parahaemolyticus from stool of ill persons.
Vibrio vulnificus Isolation of V. vulnificus from blood of ill persons. Blood Sterile Container

Table 8A. Criteria for confirmation of viral agents responsible for foodborne and waterborne illness.

Etiologic Agent Incubation Period Clinical Syndrome Characteristic Foods
Average (Range)

Hepatitis A virus 28-30 days Acute febrile illness with anorexia, fever, abdominal Fecally contaminated cold foods or
(15-50 days) discomfort, nausea, jaundice water, raw shellfish

Norovirus 30-36 hours Nausea, vomiting (often projectile), diarrhea, abdominal Fecally contaminated cold foods or

(formerly called

“Norwalk-like” viruses)

(10-96 hours)

cramps, muscle aches, headaches, low-grade fever

water, oysters or clams, frostings




Table 9A. Criteria for confirmation of parasitic agents responsible for foodborne and waterborne illness.

Etiologic Agent Incubation Period Clinical Syndrome Characteristic Foods
Average (Range)

Cyclospora s 7 days Fatigue, protracted watery diarrhea, often relapsing Fecally contaminated fruits,
cayetanensu (1-11 days) produce or water
Cryptosporidium 7 days Profuse watery diarrhea, abdominal cramps, nausea, low-grade fever, Fecally contaminated fruits,
parvum (2-12 days) anorexia, vomiting produce or water
Entamoeba 2-4 weeks Illness of varying severity ranging from mild chronic diarrhea to fulminant | Fecally contaminated fruits,
histolytica (few weeks - several | dysentery produce or water

months

Giardia lamblia 7-10 days Diarrhea, abdominal cramps, bloating, weight loss, malabsorption; Fecally contaminated fruits,
(2-25 days) infected persons may be asymptomatic produce or water

Trichinella spiralis | 8-15 days Initially diarrhea, nausea, vomiting, abdominal discomfort, muscle aches, Undercooked pork or bear
(5-45 days) edema of the eyelids; variable symptoms depending on the number of meat

larvae ingested

Table 8B. Criteria for confirmation of viral agents responsible for foodborne and waterborne illness.

Etiologic Agent Laboratory and Epidemiologic Criteria for Confirmation Specimen WSLH
Kit #
Hepatitis A virus Positive anti-HAV IgM test, OR 3 ml serum or 7ml vacutainer, Kit #
Liver function tests compatible with hepatitis in persons who ate the no additives 22
implicated food.
Norovirus Diagnosed is often based on symptoms, onset times, and ruling out other 15 ml stool Kit #
(formerly called “Norwalk- enteric pathogens, OR 10
like” viruses) Identification of virus in stool by polymerase chain reaction (PCR).
Table 9B. Criteria for confirmation of parasitic agents responsible for foodborne and waterborne illness.
Etiologic Agent Laboratory and Epidemiologic Criteria for Confirmation Specimen WSLH
Kit #
Cyclospora s Demonstration of C. cayetanensus in stool of two or more ill persons. Walnut-sized Kit#3 or
cayetanensu stool 10% formalin
Cryptosporidium Isolation of C. parvum oocysts from implicated food, OR Walnut-sized Kit#3 or
parvum Isolation of C. parvum oocysts from stool of ill persons, OR stool 10% formalin
Demonstration of C. parvum in intestinal fluid, or small bowel biopsy specimens, OR
Demonstration of C. parvum antigen in stool by a specific immunodiagnostic test (e.g.,
enzyme-linked immunosorbent assay (ELISA).
Entamoeba Isolation of E. histolytica from stool of ill persons, OR Walnut-sized Kit#3 or
histolytica Demonstration of E. histolytica trophozoites in tissue biopsy, culture or histopathology stool 10% formalin

Giardia lamblia

Isolation of G. lamblia cysts from implicated food or water, OR

Isolation of G. lamblia from stool of ill persons, OR

Demonstration of G. lamblia trophozoites in duodenal fluid or small bowel biopsy, OR
Demonstration of G. lamblia antigen by specific immunodiagnostic test (e.g., direct
fluorescent antigen (DFA)).

Walnut-sized
stool

Kit # 3 or
10% formalin

Trichinella spiralis

Detection of T. spiralis from muscle biopsy from ill person, OR

Fourfold change or positive serologic test, OR

Demonstration of T. spiralis in implicated food, OR

Associated cases are confirmed if patient ate epidemiologically linked meal and is
clinically compatible.

Tissue or
serum

Sterile container




Table 10A. Criteria for confirmation of other agents responsible for foodborne and waterborne illness.

Etiologic Agent Incubation Clinical Syndrome Characteristic Foods
Period
Average (Range)
Heavy metals Usually < 1 hour | Compatible clinical syndrome - usually gastroenteritis with High acid foods/beverages stored or
(antimony, cadmium, | (5 minutes - 8 metallic taste prepared in containers coated, lined, or
coppet, iron, tin, hours) contaminated with the offending metal
zinc)
Scombroid fish Usually < 1 hour | Flushing, headache, dizziness, burning of mouth and throat, Temperature abused fish (especially tuna,
poisoning (1 minute - 3 upper and lower gastrointestinal symptoms, urticaria and mahi-mahi, mackerel, bluefish)
hours) generalized pruritis
Ciguatoxin 2-8 hours Gastrointestinal symptoms followed by neurologic Fish (especially snapper, grouper,
(1-48 hours) manifestations, including pricking or burning sensation of amberjack)
lips, tongue or extremities, reversal of hot/cold sensations
Paralytic shellfish 30 minutes - 3 First symptoms include tingling and numbness of lips and Shellfish
poisoning (PSP) hours mouth, spreading to adjoining parts of face; symptoms vary
depending on type, amount and retention of toxins in the
body
Mushroom poisoning | 6-24 hours Initially nausea, vomiting, watery diarrhea which may Mushrooms (usually of the genus
(1-24 hours) progress to liver failure and death Amanita)
Monosodium Usually < 1 hour | Burning sensation in chest, neck, abdomen or extremities, Food containing large amounts of MSG
glutamate poisoning (3 minutes - 2 sensations of lightness and pressure over face, or heavy (usually >1.5g)
hours) feeling in the chest

Table 10B. Criteria for confirmation of other agents responsible for foodborne and waterborne illness.

Etiologic Agent

Laboratory and Epidemiologic Criteria for Confirmation

Specimen

WSLH
Kit #

Heavy metals
(antimony, cadmium,
coppet, iron, tin, zinc)

Demonstration of high concentrations of metallic ion in implicated food or beverage (e.g., >400
ppm for tin).

Scombroid fish poisoning

Demonstration of elevated histamine levels (>50mg/100g) in implicated fish, cheese, or other
food, OR

Clinical syndrome in persons known to have eaten fish of Order Scombrodei or types of fish
previously associated with scombroid poisoning (e.g., mahi-mahi, tuna, bluefish).

Ciguatoxin Demonstration of ciguatoxin in implicated fish, OR * *
Clinical syndrome in persons who have eaten a type of fish previously associated with ciguatera
poisoning (e.g., amberjack, snapper, grouper).
Paralytic shellfish Detection of toxin in implicated mollusks, OR * *
poisoning (PSP) Detection of large numbers of shellfish poisoning-associated species of dinoglagellates in water

from which implicated mollusks were gathered.

Mushroom poisoning

Demonstration of toxic chemical in implicated mushrooms, OR
Epidemiologically implicated mushrooms identified as toxic.

Monosodium glutamate
poisoning

History of ingesting implicated foods containing large amounts of MSG (usually >1.5g).

* If an outbreak involves any of the agents listed on these tables, immediately contact the Bureau of Communicable Diseases and

Preparedness (BCDP) / Communicable Disease Epidemiology Section (CDES) at (608) 267-9007, and receive instructions as to which
specimens to collect, how to transport these specimens.
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November 2007 Number of Cases
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Please Note:

(1) Diseases listed in italics are Category I. All others are Category Il.
(2) Only diseases with at least one reported case during the month will be shown.



Fox Valley Public Health Preparedness Consortium
November 2007 Incidence Rate per 100,000 Population
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Pertussis (whooping cough) Confirmed 3.0/ 0.0f 0.0 60.5| 0.0] 0.0] 0.0f 0.0f 0.0] 0.0] 0.0 4.2 0.2] 4.8 --—---
Pertussis (whooping cough) Suspect 0.0/ 0.0] 15.1] 205.8/ 3.0 0.0]24.2] 3.0f 0.0 6.1] 0.0 17.2 3.4] 51.2)  --—---
Tuberculosis 0.0] 0.0] 0.0 0.0f 0.0 0.0] 0.0] 0.0f 3.0f 0.0f 0.0 0.2 0.0] 04 -—-
Campylobacter 0.0/ 0.0 6.1 3.0/ 0.0/ 0.0f 3.0/ 0.0/ 3.0/ 0.0] 0.0 1.0 1.7] 27.9 11.0
Cat-scratch Disease 0.0] 0.0] 0.0 0.0f 3.0/ 0.0] 0.0] 0.0f 0.0f 0.0f 0.0 0.2 0.0] 0.6] --—--
Cryptosporidiosis 0.0/ 0.0] 3.0 0.0/ 0.0/ 6.1f 3.0/ 0.0] 0.0] 0.0] 0.0 0.8 0.0] 122  -----
E. coli 0157:H7 0.0{ 0.0 0.0 0.0] 0.0 0.0] 3.0/ 0.0f 0.0/ 0.0] 0.0 0.2 0.0] 2.9 3.0
Ehrlichiosis 0.0/ 0.0f 0.0 0.0/ 0.0/ 3.0f 0.0] 0.0/ 0.0/ 0.0] 0.0 0.2 00] 1.3 -----
Giardiasis 0.0{ 0.0 0.0 0.0] 3.0 0.0/ 0.0] 0.0f 6.1] 0.0] 0.0 0.6 1.3] 105  --—---
Hepatitis B 0.0/ 0.0/ 0.0 0.0/ 0.0/ 3.0f 0.0] 0.0/ 0.0/ 0.0] 0.0 0.2 04 6.7 -----
Hepatitis C 0.0{ 0.0 0.0 0.0/ 3.0/ 0.0f 0.0] 0.0] 6.1] 6.1] 6.6 1.2 25| 26.6] -----
Lyme disease 0.0/ 0.0/ 0.0 15.1f 6.1] 3.0/ 0.0/ 0.0/ 3.0/ 0.0 0.0 1.8 1.3] 331  --—---
Meningitis, bacterial 0.0{ 0.0 0.0 0.0] 0.0f 0.0/ 0.0] 0.0f 0.0/ 0.0 6.6 0.2 0.0] 0.8 ----
Meningitis, viral 3.0 0.0/ 0.0 0.0/ 0.0/ 0.0f 0.0] 0.0/ 0.0] 0.0] 0.0 0.2 0.0] 25 ----
Mumps: Suspect 3.0/ 0.0f 0.0 0.0f 0.0 0.0] 0.0] 0.0f 0.0f 0.0f 0.0 0.2 0.2] 10.5| --—---
Mycobacterial disease (nontuberculosis) 0.0 0.0] 0.0 3.0/ 0.0/ 0.0f 3.0/ 0.0] 0.0]{12.1] 0.0 1.2 0.8] 44| --—--
Salmonellosis 0.0{ 0.0 0.0 0.0] 0.0 0.0] 0.0] 0.0f 3.0/ 3.0/ 0.0 0.4 1.3] 15.5 8.0
Shigellosis 0.0/ 0.0f 0.0 0.0/ 0.0/ 0.0f 0.0] 0.0/ 3.0/ 0.0] 0.0 0.2 0.2 1.5 4.0
STD: Chlamydia trachomatis infection 3.0] 6.1 24.2 18.2| 9.1|112.1|148.4| 12.1/18.2|87.8| 6.6 16.1 19.9] 195.7 138.0
STD: Genital herpes infection 3.0l 0.0] 9.1 6.1] 0.0/ 3.0f 9.1] 0.0] 3.0/ 9.1] 0.0 2.8 29] 443 --—---
STD: Gonorrhea 0.0/ 0.0 6.1 0.0] 0.0]{12.1{15.1] 0.0|15.1|15.1] 0.0 4.2 2.7] 26.6 63.0
STD: Syphilis 0.0/ 0.0f 0.0 0.0/ 0.0/ 3.0f 0.0] 0.0/ 0.0/ 0.0] 0.0 0.2 0.0] 2.1 0.2
Streptococcus group B invasive disease 0.0] 0.0] 3.0 0.0/ 0.0 0.0] 3.0/ 0.0] 0.0f 0.0f 0.0 0.4 0.0] 1.5 --—--
Streptococcus pneumoniae invasive disease 0.0/ 3.0/ 3.0 0.0f 0.0/ 0.0/ 0.0] 0.0] 0.0f 0.0f 0.0 0.4 04] 55 ---
Trichinosis 0.0{ 0.0 0.0 0.0] 0.0 0.0] 0.0] 0.0f 3.0/ 0.0] 0.0 0.2 0.0] 0.2 -
Varicella (chickenpox) 0.0/ 0.0f 0.0 0.0/ 0.0{12.1f 0.0] 0.0] 0.0] 0.0] 0.0 0.8 0.0] 13.2  -----

Please Note:
(1) Diseases listed in italics are Category |. All others are Category Il.
) Only diseases with at least one reported case during the month will be shown.

(2
(3) Bolded incidence rate in the agency specific columns indicates that the incidence rate is HIGHER than the consortium-wide monthly incidence rate.
(4) Bolded incidence rate in the "CY 2006 Consortium" column indicates that the incidence rate is HIGHER than the Healthiest Wisconsin 2010 Objective.

* Data does not include Marquette County.
**Healthiest Wisconsin 2010 Objectives are an annualized incidence rate per 100,000.



Fox Valley Public Health Preparedness Consortium
November 2007 Total Number of Cases

Q
NN AN WA AN A WA
¥ & /R W S S S

Cholera 0 0 0 0 0 0 0 0 1 0 0 1
Foodborne or waterborne outbreaks 0 0 0 1 0 0 0 0 0 0 0 1
Haemophilus influenzae invasive disease 1 0 0 1 0 0 1 0 1 0 0 4
Meningococcal disease 0 0 1 0 0 0 1 0 0 1 0 3
Pertussis (whooping cough) Confirmed 2 0 1 0 1 1 3 4 0 3 21 36
Pertussis (whooping cough) Probable 0 0 0 0 2 0 0 2 0 2 0 6
Pertussis (whooping cough) Suspect 16 14 5 7 6 2 7 17 4 13 85 176
Tuberculosis 1 0 2 0 0 1 0 0 1 0 1 6
Arboviral infection (encephalitis/meningitis) 0 0 0 0 0 1 1 0 0 0 0 2
Blastomycosis 2 0 0 2 1 2 0 1 2 0 0 10
Brucellosis 0 0 0 0 0 0 1 0 0 0 0 1
Campylobacter 4 5 8 6 11 8 10 14 12 13 5 96
Cat-scratch Disease 0 0 1 1 0 0 0 0 1 0 1 4
Cryptosporidiosis 3 2 2 0 3 4 14 10 25 9 4 76
Cyclosporiasis 0 0 0 0 0 1 0 0 0 0 0 1
E. coli 0157:H7 0 1 1 2 0 4 4 2 3 2 1 20
Ehrlichiosis 0 2 0 0 1 3 2 0 6 2 1 17
Encephalitis, viral 1 0 1 0 0 0 0 0 1 0 0 3
Giardiasis 2 2 3 2 5 6 4 6 4 9 3 46
Hepatitis B 1 2 3 1 2 1 0 2 3 0 1 16
Hepatitis C 15 4 9 10 5 10 12 5 5 8 6 89
Kawasaki disease 0 0 2 0 0 0 0 0 0 1 0 3
Legionellosis 0 0 0 0 0 1 0 0 1 0 0 2
Listeriosis 0 1 0 0 0 0 0 0 0 0 0 1
Lyme disease 10 6 3 3 16 37 81 59 21 23 9 268
Meningitis, bacterial 0 0 1 0 0 0 3 0 0 1 1 6
Meningitis, viral 5 0 1 0 0 1 2 2 2 3 1 17
Mumps: Confirmed 0 2 3 1 0 0 0 0 0 0 0 6
Mumps: Probable 0 4 4 7 3 0 1 0 0 0 0 19
Mumps: Suspect 0 0 11 4 1 2 1 0 0 0 1 20
Mycobacterial disease (nontuberculosis) 7 1 6 3 4 3 4 5 3 3 6 45
Salmonellosis 9 8 6 8 7 8 11 13 10 8 2 90
Shigellosis 0 0 0 0 1 0 0 3 0 0 1 5
STD: Chlamydia trachomatis infection 99 84 102 91 81 54 74 86 97 103 80 951
STD: Genital herpes infection 21 15 14 15 21 18 22 17 16 24 14 197
STD: Gonorrhea 15 6 6 14 17 7 9 16 16 16 21 143
STD: Pelvic inflammatory disease 0 0 0 0 1 0 0 0 0 1 0 2
STD: Syphilis 1 0 0 1 1 2 1 0 0 1 1 8
Streptococcus group A invasive disease 0 0 1 0 0 1 2 0 0 0 0 4
Streptococcus group B invasive disease 0 0 0 0 1 1 0 1 0 0 2 5
Streptococcus pneumoniae invasive disease 3 1 3 1 7 1 0 1 0 1 2 20
Toxic substance: Lead intoxication 3 0 0 1 0 1 1 3 2 2 0 13
Trichinosis 0 0 0 0 0 0 0 0 0 0 1 1
Varicella (chickenpox) 18 1 3 4 54 7 0 0 0 1 4 92
Please Note:

(1) Diseases listed in italics are Category |. All others are Category Il
(2) Only diseases with at least one reported case during the year will be shown.




Cumulative Number of Confirmed Human Cases of Avian Influenza

A/(H5N1) Reported to WHO

4 December 2007

Country | 2003 | 2004 | 2005 | 2006 | 2007 | Total
‘ cases |deaths | cases |deaths |cases |deaths |cases |deaths |cases |deaths |cases |deaths
| Azerbaijan ) 0 o o o o 8 |5 o |o |8 |5
|Cambodia ) 0 o o 4 4 2 2 1 |1 7 |7
|China 11 11 o o 8 |5 13 (8 |4 |3 126 |17
| Djibouti ) 0 o o o o 1 |0 Jo o 1 o
|Egypt ) 0 o o o o 18 |10 |20 |5 138 |15
|Indonesia ) 0 o o 20 |13 |55 (45 |38 (33 (113 |91
\Iraq ) 0 o o o o 3 |2 o |o 3 |2
Lao People's
Democratic 0 0 0 0 0 0 0 0 2 2 2 2
Republic
Nigeria ) 0 o o o o o |0 1 |1 |1
| Thailand ) 0 17 12 |5 |2 3 3 o Jo |25 |17
Turkey o o Jo o Jo o |12 [4 Jo |o |12 |4
Viet Nam 3 3 |29 |20 [e1 f19 Jo fo |7 |4  |100 |46
|Total 4 |4 Ja6 32 |e8 (43 (115 |79 [73 |49  [336 |207

Total number of cases includes number of deaths.
WHO reports only laboratory-confirmed cases.
All dates refer to onset of illness.

Source: http://www.who.int/csr/disease/avian influenza/country/cases table 2007 12 04/en/index.html




