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Reporting a Communicable Disease

Timely reporting of certain diseases and conditisfiegally mandated by the California Code of Ragu
tions (CCR Title 17). The Monterey County Healtedartment Communicable Disease Unit places the
highest priority on preserving the confidentiatifiywhom it serves. Public health officials rely on
healthcare providers, laboratorians, and otheriptiglalth personnel to report the occurrence afiabte
diseases to their local health departments. Timet/accurate reporting of disease provides phielath
data necessary to reduce and prevent morbidity.ekample removing individuals from sensitive occupa-
tions such as food handling prevents the spreaisefises such as salmonellosis and hepatitis rilaSly,
the detection and treatment of patients with tullesss, the identification and treatment of asymptic
carriers of typhoid or gonorrhea, and the rapid imrpation of people exposed to vaccine-preventdiste
eases are additional examples of successful pabditth prevention and intervention made possibléhby
timely reporting of communicable disease. Failoreeport can result in increased disease in thawoani-
ty, increased absences from work or school, ineitassts for diagnosis and treatment, increasquithbs
zation, and increased poor health outcomes. Plesiseur website for a complete listing of re@ite dis-
eases and conditions, provider reporting procedares our Confidential Morbidity Report (CMR) form
for providers.

Provider morbidity reporting:

Monterey County Health Department
Communicable Disease Unit
1270 Natividad Road
Salinas, CA 93906
Phone: (831) 755-4521
Fax: (831) 754-6682

Tuberculosis Unit
1270 Natividad Road
Salinas, CA 93906
Phone: (831) 755-4593

Fax: (831) 796-1272

www.mtyhd.org



Key Findings

« In 2012, the Monterey County Health Department’sn@anicable Disease Unit (CDU
received 19,555 reports of illnesses from medicaviders and laboratories. This rep
sented a 46% increase from 2011.

« There were 36 reported outbreaks of communicalsieadies in 2012, affecting 1,465
individuals. Viral gastroenteritis, commonly cadd® norovirus, with person-to-persol
transmission was the most commonly identified pgéimo

« Syndemics, or synergistically interacting epidemadsSTIs including HIV/AIDS, TB, and
viral hepatitis emerged and require comprehengpeaaches for successful prevention an
intervention strategies.

« Climate change indicators being monitored by then@ainicable Disease Unit included Lyme
disease, dengue fever, West Nile virus, hantavWiisjo infections, coccidioidomycosis, and malari

« Specific diseases or conditions that showed astitally significant increase in incidence rateseveam-
pylobacteriosis, chlamydia, coccidioidomycosisc@8i non-O157 (STEC), chronic hepatitis C, pertsissi
and early syphilis.

- Diseases that showed a statistically significact@se in incidence rates during the same timeframe
were giardiasis, gonococcal infections, hepatitisifal meningitis, and tuberculosis.

« Overall, the rate of all reported morbidity hasalscreased statistically over the last ten years.

« The most commonly reported enteric illnesses warepylobacteriosis, salmonellosis, and shigellosis.
Affected population groups differed between thegerc pathogens, but in general incidence rates we
highest among children less than 15 years old.

« Sexually transmitted infections (STIs) represetibedlargest portion of diseases reported in Mogtere
County. Individuals age 15 to 24 accounted formttagority of reported chlamydia and gonorrhea cases
African Americans and Others (comprised of inditiuof Native American/Alaskan Native, Multi-
racial, and Other racial groups) were dispropotilyraffected by chlamydia and gonorrhea. Men who
have sex with men (MSM) were disproportionatelyetéd by syphilis.

« In 2012, there were approximately 600 individuaisg in Monterey County with Human Immunodefi-
ciency Virus/Acquired Immune Deficiency Syndromd\(AIDS). Rates of newly reported cases were
highest among African Americans. Among males, Mi@Rresented the most common exposure risk
group. Among females, heterosexual exposure was coonmonly reported. More Asian/Pacific Is-
landers, Hispanics, and Others progressed to Alilm12 months of HIV diagnosis than Whites.

Fewer African American, Hispanic, and Other induads survived more than 36 months following an
AIDS diagnosis than White individuals. Barriersetrly testing, diagnosis, and treatment for ircineils
of color may explain these HIV/AIDS disparities.

- Pertussis remained prevalent among Monterey Caestgents. Rates were highest among children less
than 15 years of age, Hispanics, Asian/Pacifimi$tas, and Whites.

- Asian/Pacific Islanders were disproportionatelyaféd by chronic hepatitis B and tuberculosis (TB).

« Sporadic cases of animal rabies were detected amitdife and domestic animals, posing a risk tdhoo
pets and humans.

+ Rates of newly reported chronic hepatitis C amamg-correctional based community members have in-
creased since 2003. Overall, rates were higheshgmales age 45 to 64 years old. African Amesdcan
were disproportionately affected.

« The incidence of endemic vectorborne diseasesasitlyme disease, plague, tularemia, and West Nile
virus remained low. Sporadic cases of internatigrecquired dengue and malaria continued.

« Incidence of coccidioidomycosis increased among tel@y County residents. Rates were highest
among residents of South County, individuals age®®4 years, and African Americans.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—-2010. SacramentofoDzf, September 2012; State of California, Daparit
of Finance, Report P-3: State and County Popul&ifections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2



Outbreaks

A disease outbreak is a greater-than-expected nuofilsases that occur within temporal a
spatial proximity and with a likely common sour@saciation or reasonably identifiable
chain of transmission. Health Department resptmsesuspected outbreak is determinec
the magnitude of the outbreak (how many individ@atsinvolved), the communicability o1
the organism (how easily it is passed from oneviddial to another), and virulence of the
disease (how sick the organism makes people). réakb are managed by a multidisciplinai
team working collaboratively. Key individuals inde epidemiologists, public health nurses,
microbiologists, and environmental health sped®lid/iral gastroenteritis (norovirus) with per-
son-to-person transmission is the most commonlgrted cause of outbreaks in Monterey Coun

Table 6: Number of Reported Outbreaks in Monté&eunty by Date of Symptom Onset: 2008-2012

Type of Outbreak Year of Symptom Onset

2008 2009 2010 2011 2012
Foodborne 4 5 0 2 1
Waterborne 0 1 0 0 0
Gastrointestinal (Non-Foodborne 7 14 12 9 19
Rash lliness 2 2 6 2 11
Respiratory, Viral 6 0 1 4
Respiratory, Bacterial 0 1 0
Other 0 1 0 0
Total 19 33 20 14 36
Number of I ndividuals Affected 359 1,091 301 210 1,465

State and National Clusters

Outbreak investigations listed above included dnbnterey County residents. However, additionaiesta
and national cluster outbreak investigations inetu¥onterey County residents during 2012. Theskeidd
ed:
« Campylobacter jejunfsource: unpasteurized milk)
« SalmonellaBraenderup (source: mango)
SalmonellaJaviana (suspected source: produce)
- Salmonellaviontevideo (suspected source: live poultry)
« SalmonellaPomona (suspected source: live turtles)
SalmonellaNorthington (source: mango and/or papaya)

Timely provider reporting and submittal of specimdéy laboratories for specialized testing aidslentify-
ing and controlling outbreaks.

Source: Monterey County Health Department CommintécRisease Unit, data are current as of June3.20



Syndemics

When developing strategies to reduce morbidityeriasn populations, it is essential to rec
ognize that diseases and other health conditiansféen tied together. The term
“syndemic” refers to synergistically interactingagmics, also referred to as “intersecting
epidemics” or “twin epidemics.” In an infectiousease context, it refers to a pathogen-
pathogen interaction. For example, two diseagestifluenza and bacterial pneumonia ac
together to create excess morbidity and mortdiigntwould be seen with either alone.

Syndemics of STls (including HIV/AIDS), TB, and airhepatitis are emerging worldwide. For
example, individuals with HIV/AIDS are more likely develop active TB because of their immu
nodeficiency. In fact, HIV infection is the mosiwerful risk factor for progressing from TB infec-
tion to active disease. The main determinantsafth outcomes related to viral hepatitis, STIs| @B
syndemics in any given society create a dynamerdy between the infectious agents themselvétgrpa
of risk behavior, and the effectiveness of exispngvention and control interventions. An indivédig risk
of acquiring these diseases is also dependenttheaisk of other people (partners, household mesbe
community contacts) as well as characteristichefindividual’s social and sexual networks, the cami-
ties within which these networks reside, and sgEeatharacteristics including socioeconomic comait and
cultural norms (also called health determinants).

While public health interventions have reduceditbeden of disease among some populations, othepgro
are at increased risk and require new approachgis¢ase prevention and control. New strategiesldh
promote and support a more comprehensive approgutevention by identifying and implementing effec-
tive individual, community, and societal level intentions. Recent changes in CDC recommendataarits-f
tate information sharing between HIV/AIDS, STl,alihepatitis, and TB control programs. As a resh#é
Health Department is developing integrative appneado address these syndemics. Contacts forehakhH
Department’s related programs are listed below.

Viral Hepatitis, STI, and Tuberculosis Prevention
HIV/AIDS and Control Unit
Prevention Services Phone: 831-755-4593
Phone: 831-755-4626 Fax: 831-796-1272
Fax: 831-796-8638

Communicable Disease Unit
Phone 831 (55 451
Fax 0l (54 6602
www.mtyhd org

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013.



Climate Change

The Council of State and Territorial Epidemiologi@ESTE) have developed a set of heal
related climate change indicators (English et.281Q9). Climate change refers to any sigr
icant change in measures of climate (such as tetyer precipitation, wind, and other
weather patterns) that lasts for decades or longke world’s climate is showing signs of |
shift such as warmer, wetter weather and more éeextreme weather events. As a rest
experts predict that many areas will begin to $@mges in incidence and geographic distrit
tion of certain diseases. Health outcomes selexgadimate change indicators and monitorea
by the Monterey County Health Department’s Commaiplie Disease Unit (CDU) include case
of :

Lyme disease (pages 10 and 41)

Dengue fever (pages 8 and 41)

West Nile virus (pages 12, 41, and 42)

Hantavirus (page 9)

Vibrio infections (non-cholera, page 12)

Coccidioidomycosis (Valley Fever; pages 8, 131,46, and 47)

Malaria (page 10)

Data on these diseases are presented in this rapodferenced by the page numbers above. Wslém-
portant to remember that changes in incidencesgfaties may occur for many different and complesores
these seven diseases serve as sentinels and nvadepearly warning of shifting disease patterns tue
changes in climate.

Although scientific understanding of the effectstfnate change is still emerging, there is a pngsseed to
prepare for potential health risks. The goal ohitaving morbidity trends in these diseases isdayp to cur-
rent and anticipated health impacts and ultimgtedyent iliness. By monitoring these diseasesHeath
Department can also identify locations and popaoitagiroups at greatest risk for health impacts duitnate
change.




Reportable Diseases and Conditions

In 2012, the Monterey County Health Department'sn@wnicable Disease Unit (CDU) re
ceived 19,555 reports of communicable illnesses fnoedical providers and laboratories.
This represented a 46% increase from 2011. Reperis screened for duplication, adjus!
as appropriate, investigated, and assessed acgdadihe Centers for Disease Control anc
Prevention’s (CDC’s) standard surveillance casendefins. Of those reports, a total of 3,7t
incidents representing over 100 different diseaselsconditions met the “confirmed,”
“probable,” and/or “suspect” surveillance casemigbns set by the CDC and the Council of
State and Territorial Epidemiologists (CSTE).

Table 1 shows the number of reported cases mettingurveillance case definitions by the year in
which the case first became symptomatic. The yeahich symptoms first began, in which diagnosasw
made by a provider, and in which the case was tegdo the local health department may differ dudd-
lays in seeking treatment, testing, diagnosis, ntepp and public health investigation. In ordeftchieve
consistency of reporting, all counts and rates shiowthis publication were based on the year ofstym
onset when such information was available. Plsasghe Technical Notes section of this documennfore
information about dates of onset, diagnosis, apdrte

Table 2 shows the annual incidence rate for replartdiseases and conditions with rates greaterltanas-
es per 100,000 population. In addition, the diasiksignificance of temporal trends (2003 thro@gii 2)
was tested for each reportable disease or condiftbease see the Technical Notes section of tuardent
for more information on the methodology used asadintitations. Specific diseases or conditiong tha
showed a statisticap(value <0.05) increase in incidence rates from 2003 thr@2@t? were:

* Campylobacteriosigpg0.01) e Chronic Hepatitis C<0.01)
e Chlamydia p<0.01) * Pertussis=0.02)
* Coccidioidomycosisg<0.01) * Early Syphilis p<0.01)

* E. colinon-O157, Shiga Toxin Producing=0.04)

Diseases that showed a statistical decrease meince rates during the same timeframe were:
* Giardiasis =0.02)
* Gonococcal Infectiong€0.01)
* Hepatitis A p=0.03)
* Viral Meningitis (p=0.02)
e Tuberculosis§=0.01)

The remaining reportable diseases showed no gtatishange over the same time period. The oveatdl
of reported communicable disease increased stafigtover the last ten yeans<0.01)

Timely reporting by physicians to the Health Offiggovides health information necessary to reduogord-
ity due to communicable disease. Race and etfinidirmation that is collected is used to guidéwrally-
appropriate prevention and intervention prograimsaddition, community-based organizations rely on
Health Department data to support their grant appbins. Furthermore, the Health Department pesvid
community-level information back to local providexsthat they are aware of changing morbidity tsend
among certain populations within their practiceakmg individual-level interventions more effectivRe-
grettably, in 2012, approximately half (51%) of @vider-submitted reports were missing race dhdie-
ty information. Analyzing the burden of diseasd associated risk factors is problematic when sulelnge
portion of key information is missing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsimé 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—-2010. SacramentofoDzf, September 2012; State of California, Daparit
of Finance, Report P-3: State and County Popul&imfections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2



Reportable Diseases and Conditions. Cases

Table 1: Number of Communicable Disease Cases aiMomgerey County Residents by Year of Symptom Qri#3-2012

Number of Cases
2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012

Disease/Condition

Acquired Immune Deficiency

Syndrome (AIDS) 25 25 24 19 31 23 13 8 21 9
Amebiasis 7 2 6 4 1 2 2 0 2 1
Anaplasmosis/Ehrlichiosis 0 0 0 0 0 0 0 0 1 11
Animal Bites 165 186 218 167 154 134 240 156 234 184
Anthrax 0 0 0 0 0 0 0 0 0 0
Babesiosis 0 0 1 0 0 0 0 0 0 0
Botulism, Adult 0 0 1 0 0 0 0 0 0 0
Botulism, Infant 1 1 2 1 0 0 1 0 0 0
Botulism, Wound 0 0 0 0 0 0 0 0 0 0
Brucellosis 0 1 0 0 1 0 0 0 0 1
Campylobacteriosis 42 47 34 36 48 57 47 63 89 100
Chancroid 0 0 0 0 0 0 0 0 0 0

Chlamydia trachomatitnfec-
tions, including Lymphograny 1,229( 1,193 1,290 1,380 1,303 1,292 1,354 1,415 1,521 1,759
loma Venerium (LGV)

Cholera 0 0 0 0 0 0 0 0 0 0
Ciguatera Fish Poisoning 0 0 0 0 0 0 0 0 1 0
Coccidioidomycosis 14 20 33 50 41 29 41 60 80 74
Creutzfeldt-Jakob Disease

(CJD) gnd Other Transmlsglt NR! NR! NR! NR! 0 0 0 1 0 0
Spongiform Encephalopathie

(TSEs)

Cryptosporidiosis 1 1 2 2 4 2 1 0 6 1
Cyclosporiasis NR'| NR! NR'Y NR}Y NR' NR! NR'! NR! 0 0
Cysticercosis or Taeniasis 2 1 3 3 2 0 0 2 0 0

Dengue 0 0 4 0 1 0 0 1 1 1




Reportable Diseases and Conditions. Cases

Table 1 Continued

Disease/Condition

Number of Cases

2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012
Department of Motor Vehicle
Related Conditions (Lapses ¢
Consciousness, Alzheimer's 224 247 201 219 213 195 177 217 181 222
Disease, etc.)
Diphtheria 0 0 0 0 0 0 0 0 0 0
Domoic Acid Poisoning
(Amnesic Shellfish Poisoning 0 0 0 0 0 0 0 0 0 0
Encephalitis, Bacterial Not
Otherwise Specified £ 1 £ £ g g g g 1 1
E_ncephalltls, Non-Arboviral 4 1 0 0 0 0 0 0 1 5
Viral
Encephalitis, Unspecified 1 1 3 2 2 5 5 5 3 1
Encephalitis, Western Equing 0 0 1 0 0 0 0 0 0 0
Escherichia coliO157:H7 In-
fection 1 2 0 1 4 2 8 2 7 8
Escherichia colnon-0O157,
Shiga Toxin Producing 0 0 0 0 0 0 1 0 1 !
Foodborne Disease, Single
Case Not Otherwise Reporta 1 1 0 13 0 0 0 0 0 0
ble
Giardiasis 25 29 21 36 31 11 9 7 12 14
Gonococcal Infections 201 212 188 204 140 131 93 83 90 201
Haemophilus influenza®edi-
atric Invasive Disease 2 3 0 0 0 1 2 2 2 1
Hantavirus Infection 0 0 0 0 0 0 0 0 0 0
Hemolytic Uremic Syndrome
(HUS) 0 0 0 0 0 1 0 0 0 0
Hepatitis A 11 8 7 2 2 4 3 1 2 0
Hepatitis B, Acute 5 2 1 0 0 0 1 0 0 4
Hepatitis B, Chronic 78 75 63 79 71 86 75 82 82 64
Hepatitis B, Perinatal 0 0 0 0 0 0 0 0 0 0

10




Reportable Diseases and Conditions. Cases

Table 1 Continued

Number of Cases

Disease/Condition

2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012
Hepatitis C, Acute 2 1 0 0 0 1 0 0 1 8
Hepatitis C, Chronic 316 342 458 653 725| 1,256 1,077 1,086 1,034 728
Hepatitis D, Acute 0 0 0 0 0 0 2 0 0 0
Hepatitis E 0 0 0 0 0 0 0 0 0 0
\'jit:lrjnsa(”H'lr\n/)m“”OdeﬁCiency 15 of 16| 19| 23| 25| 25| 20| 34| 16
Influenza, Severe Novel NR'[ NR'! NR'| NR! 0 o] 159 2 0 0
Influenza, Severe Seasonal NR'| NR'| NR!' NR! 0 0 0 0 5 1
Legionellosis 0 0 1 2 1 2 1 3 3 2
Leprosy (Hansen Disease) 0 0 0 0 0 0 0 0 0 0
Leptospirosis 0 0 0 0 0 0 0 0 0 0
Listeriosis 1 3 1 1 1 2 2 2 2 2
Lyme Disease 1 1 2 0 0 1 3 1 2 1
Malaria 0 0 2 0 0 1 2 3 3 0
Measles (Rubeola) 0 0 0 1 0 0 0 0 0 0
pergpe Saceraibaronf gl o 4 4§
Meningitis, Fungal 0 1 0 1 1 2 3 2 1 2
Meningitis, Meningococcal 7 0 0 o 1 y (
Meningitis, Parasitic 0 0 0 0 1 0 0 0 0 0
Meningitis, Unspecified 1 1 1 0 1 4 (
V'\\’/'iigiggrjgi’iﬁ\géa' Nt Ol 48| 82| 22| 13| 17| 26| 40| 49| 24| 12
g/lp(zr;iir;igecécoccal Infection, Un{ 0 2 1 0 ] ] q
Mumps 2 0 3 0 3 5 3 1 0 3
Paralytic Shellfish Poisoning 0 0 0 0 0 0 0

11




Reportable Diseases and Conditions. Cases

Table 1 Continued

Disease/Condition

Number of Cases

2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012

(PF?IISi)c Inflammatory Disease 8 11 23 18 13 8 14 24 15 11
Pertussis (Whooping Cough) 5 50 34 10 22 4 19 133 38 17
IFI:(jaj;[;cide—Related lllness or 37 22 22 12 a1 20 42 22 17 36
Plague, Animal 0 0 1 0 0 0 0 0 0 0
Plague, Human 0 0 0 0 0 0 0 0 0 0
Poliovirus Infection 0 0 0 0 0 0 0 0 0 0
Psittacosis, Human 0 0 0 0 0 0 0 0 0 0
Q Fever 0 1 0 0 1 1 0 1 1 1
Rabies, Animal 6 1 8 11 4 6 6 5 2 7
Rabies, Human 0 0 0 0 0 0 0 0 0 0
Relapsing Fever 0 0 0 0 0 0 0 0 0 0
\I?ngky Mountain Spotted Fe- 0 0 0 0 1 0 0 0 > 8
Rubella (German Measles) 0 0 0 0 0 0 0 0 0 0
Rubella Syndrome, Congenit 0 0 0 0 0 0 0 0 0 0
Sﬁm"gg\'/'gfis’ Otherthan Ty~ 46| 40| 8 st 6 3 g 51 |78
Scombroid Fish Poisoning 0 0 0 0 0 0 1 0 1 1
gs)vrﬁge(ézgz )Respiratory Synn- NR NR! 0 0 0 0 N q 0 )
Shiga Toxin Detected in Fect 0 0 0 0 0 0 1 1 3 0
Shigellosis 43 24 42 22 2 16 1 1 B4 18
Smallpox (Variola) 0 0 0 0 0 0 0 0 0 0

12



Reportable Diseases and Conditions. Cases

Table 1 Continued

Disease/Condition

Number of Cases

2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012
Spotted Fever Rickettsioses
(excluding Rocky Mountain NRY| NRY NRY NRY NRY NRY NRY NRY NR 2
Spotted Fever)
Staphylococcus aureuSeverg 1 1 1 1 1
Community-Acquired NR NR NR NR NR & £ £ 7 -
Streptococcal Infections in
Food Handlers or Dairy Work 0 0 0 0 0 1 0 0 0 0
ers
Syphilis, Congenital 0 0 0 0 0 0 0 0 0 0
Syphilis, Early (Primary, Sec
ondary, and Early Latent) 6 1 0 1 1 2 1 13 16 22
Syphilis, Late (Latent, Late
Latent, Latent Unknown Durg 9 4 10 6 2 4 4 4 9 17
tion, and Late)
Tetanus 0 0 0 0 0 0 0 0 0 0
Toxic Shock Syndrome (TS 0 0 1 0 0 0 0 0 0 0
Trichinosis 0 0 0 0 0 0 0 0 0 0
Tuberculosi$ 54 29 37 29 22 24 16 21 25 18
Tularemia 0 0 0 0 0 0 0 0 0 0
Typhoid Fever, Acute 0 0 0 0 0 0 0 0 0 1
Typhoid Fever, Carrier 0 0 0 0 0 0 0 0 0 0
Typhus Fever 0 0 0 1 0 0 0 0 0 0
Unusual/Other Disease 0 0 0 0 0 3 2 5 1 2
Varicella, Severe 0 0 0 0 1 2 1 1 1 0
Vibrio Infections, Other Than
Cholera 2 1 0 0 0 1 0 2 2 4
Viral Hemorrhagic Fevers NR'| NR! 0 0 0 0 0 0 0 0
West Nile Virus (WNV) Infec+ NR! NR! 0 0 0 0 1 0 0 1
tions
Yellow Fever 0 0 0 0 0 0 0 0 0 0




Reportable Diseases and Conditions. Cases

Table 1 Continued

Number of Cases
Disease/Condition
2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012
Yersiniosis 2 0 0 0 d @ ( | 1 D
All 2681 2646| 2,898 3,071| 3,005 3,423| 3,604| 3,565| 3,734| 3,708

INR = Disease/condition not reportable under Tifleol the California Code of Regulations.
%Counts shown are by year of case report; informatio year of onset and diagnosis were unavailable.

Sources: California Department of Public HealttaifBotulism Treatment and Prevention Program, i@yt County Animal Services, Monterey County Enwiro
mental Health Bureau, Monterey County Communic&8h$ésase Unit, and Monterey County Tuberculosis @bhtnit. Data are current as of June 6, 2013.
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Reportable Diseases and Conditions. Rates

Table 2: Incidence Rates of Selected Communicalded3es among Monterey County Residents: 2003-2012

Disease/Condition

Rate per 100,000 Population

2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | Trend
Acquired Immune Defi
ciency Syndrome 6.1 6.1 5.9 4.7 7.6 5.6 3.1 1.9 5.0 2.1| ==
(AIDS)
Amebiasis 1.7 0.5 15 1.0 0.2 0.5 0.5 0.0 0.5 0.2| 4=
Animal Bites 40.1| 45.2| 53.4| 411 378 32.6] 580 375 557 43.5 &=
Campylobacteriosis 10.2] 114 8.3 89| 11.8) 139 114 151 21.2| 23.6 I
Chlamydia trachomati
Infections, including
Lymphogranuloma 298.3] 290.2] 316.2] 340.0| 319.4] 314.4 327.4 339.9] 362.1 416.0 I
Venerium (LGV)
Coccidioidomycosis 3.4 4.9 8.1 12.3] 10.1 7.1 99| 144 19.0f 175 t
Cryptosporidiosis 0.2 0.2 0.5 0.5 1.0 0.5 0.2 0.0 1.4 0.2| ¢=mp
Department of Motor
Vehicles-Related Con-
ditions (Lapses of Con|  60.0| 49.1f 53.7| 525 47.8 43.1] 53.2 435 533 558 =
sciousness, Alzheimer
Disease, etc.)
Encephalitis, Unspeci-
fied 0.2 0.2 0.7 0.5 0.5 1.2 1.2 1.2 0.7 0.2| )
Escherichia coli
0157-H7 Infection 0.2 0.5 0.0 0.2 1.0 0.5 1.9 0.5 1.7 19| =
Escherichia colnon-
0157, Shiga Toxin Prd 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 2.6 1.7 I
ducing
Foodborne Disease,
Single Case Not Other; 0.2 0.2 0.0 3.2 0.0 0.0 0.0 0.0 0.0 0.0| ==
wise Reportable
Giardiasis 6.1 7. 5.] 8.9 7. 2 42 1.7 2.9 3.{
Gonococcal Infections| 48.8] 51.6] 46.1] 50.3] 34.3[ 31.9] 225 19.9] 214 475 l
Hepatitis A 2.7 1.9 1.7 0.5 0.5 1.0 0.7 0.2 0.5 0.0 l
Hepatitis B, Acute 12| o5/ 02/ 00| o0 00 02/ 00 00 09 =
Hepatitis B, Chronic 189 18.2| 15.4 195 17.4/ 209 18.1] 19.7] 195 15.1| ==
Hepatitis C, Chronic 76.7] 83.2] 112.3] 160.9 177.7| 305.7| 260.4 260.9| 246.2 172.2 l

=
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Reportable Diseases and Conditions. Rates

Table 2 Continued

Rate per 100,000 Population

Disease/Condition

2003 | 2004 [ 2005 | 2006 | 2007 | 2008 [ 2009 | 2010 | 2011 [ 2012 |Trend
Human Immunodeficiency
Virus (HIV) 36| 22| 39| 47 56 6.1/ 6.0 48| 8.1 3.8
Influenza, Severe Novel NR'| NR![ NR'| NR' 0.0 0.0 384 0.5 0.0 0.0| 4=
Influenza, Severe Seasond NR'| NR'| NR'| NR'[ 00| 00| 00 00 12| 02|
Meningitis, Bacterial Not
Otherwise Specified 19/ 15 17| 10 12| 10/ 07 17 19 1.9 =
Meningitis, Meningococcal| 1.7 0.0 0.0 0.0 0.2 05/ 0.0 0.0 0.0 0.0 ==
Meningitis, Unspecified 0.2 0.2 0.2 0.0 0.2 0.5 0.0 22| 0.0 0.0| ¢mmp
Meningitis, Viral Not Other- 1
wise Specified 11.7] 19.9 5.4 3.2 4.2 6.3 9.7 11.8 5.7 2.8
Mumps 05/ 00| 0.7 0.0 07 12| 0.7 02| 0.0 0.7 =
(F;Dﬁ'g')c nflammatory Diseas 4 ol 57| 56| 44| 32| 19| 34| 58 36 26| ¢
Pertussis (Whooping Coug 1.2| 12.2 8.3 2.5 5.4 1.0 4.6 32.0 9.0 4.0 t
ﬁﬁjrt;c'de’Re'ated linessol 94| 54| 54| 30| 101 49| 102 53] 40| 85| -
Salmonellosis, Other than
Typhoid Fever 11.2 9.7] 20.8] 13.6 14.7 9.7 8.7 12.5| 12.1] 18.4| =
Shigellosis 104 5.8 103 54| 66| 39 4.4 46 81| 43| =
Staphylococcus aureuSe- 1 1 1 1 1
vere Community-Acquired NR NR NR NR NR 1.0 15 14 1.7 0.2| =y
Syphilis, Early (Primary,
Secondary, and Early La- 15 0.2 0.0 0.2 0.2 0.5 0.2 3.1] 38 5.2 t
tent)
Syphilis, Late (Latent, Late
Latent, Latent Unknown 22 1.0/ 25| 15 05| 1.0 1.0 1.0l 21| 40| =
Duration, and Late)
Tuberculosié 13.1 7.1 9.1 7.1 5.4 5.8 3.9 5.0 6.0 4.3 l
Unusual/Other Disease 0.0/ 0.0/ 0.0 0.0 0.0l 07/ 05 1.2 02| 05| 4=
All 650.8 643.6 710.3| 756.6 736.7] 833.1 871.4] 856.4] 889.1] 876.9 I

INR = Disease/condition not reportable under Tifleol the California Code of Regulations.
2Counts shown are by year of case report; informatio year of onset and diagnosis were unavailable.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsiné 6, 2013. Population data: State of Caliggrbie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—-2010. SacramentofoDzf, September 2012; State of California, Daparit

of Finance, Report P-3: State and County Popul&ifections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2
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Enteric llInesses

Enteric illnesses enter the body through the maathintestinal tract. They are usually
spread through contaminated food and water or hyaco with emesis or feces. The CDC
estimates that each year approximately 1 in 6 Acaes (or 48 million people) become il
with a foodborne illness. An estimated 3,000 iidlrals die of foodborne diseases each y
(CDC, 2013).

Public health experts believe that foodborne ikniedikely underreported in Monterey County
and that the actual rates of enteric ilinessesmareh higher. This may be due to the fact that n
all patients with enteric infections seek medidtration. In addition, patients seeking medical at
tention may not be properly diagnosed by their glers. The most commonly reported enteric illne
es in Monterey County include salmonellosis, camipgtteriosis, and shigellosis; confirmed and prtebab
cases are included in the data presented in tbi®se

25 7

24
21
o 20 - 1
S 18
o
S 15 4 5 14 15 5
® 1 12 11
2 10 .%\4/10 10 0
Q 8 9 8
S 7
X 5 6 4 4 5 4
O T T T T T T T T 1

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012
Year of Symptom Onset

—@— Salmonellosis Campylobacterosis Shigellosis

Figure 1: Rate of Selected Enteric llinesses anMagterey County Residents: 2003-2012
Hollow symbols indicate the rate was based on smatibers and should be considered statisticalljabies

Food safety was selected as one of the CDC’s WierBdittles. Food handling safety risks are comaton
home. The four easy lessons of Clean, Separatk,@ad Chill can help prevent foodborne illnessaddi-
tion, washing hands thoroughly after using theroesh and before eating can prevent many enteniestes.
Medical providers can help reduce the transmissfdoodborne ilinesses by promptly reporting suspec
cases to the Health Department. The Environmétealth Bureau is the food safety specialists efdbun-
ty who, under authority granted by the Californieatith and Safety Code and the California Code guRe
tions, conduct regular inspections in food fa@stwith the goal reducing the incidence of foodbaliness
and ensuring active managerial controls are pra

ticed by food handlers and managers. Healthy People 2020 Tar gets:
Source: Case data: Monterey County Health Depatt@emmuni- . . .
cable Disease Unit, data are current as of JuB8%8. Population Salmonellosis: 11.4 cases per 100,000 population

data: State of California, Department of Financasé?Hispanics
Population with Age and Gender Detail, 2000—20Hzr&mento, L
California, September 2012; State of Californiap&#ment of Campylobacter|03|s. 8.5 cases per 100,000 popula
Finance, Report P-3: State and County Populatiojeétions by

Race/Ethnicity, Detailed Age, and Gender, 2010-2@@ramento,

California, January 2013, Shigellosis: None developed
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Enteric llInesses. Saimonellosis, 2010 - 2012
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Figure 2: Rate of Salmonellosis among Monterey @p®esidents by Age Group and
Gender: 20162012
*Rate based on small numbers and should be coesidgatistically unstable.

Risk Groups

There was no significant differ-
ence in salmonellosis incidence
rates between genders of the
same age group.

Among males, rates were sig-
nificantly higher among males
0 to 14 years compared to all
other male age groups except
males 65 and older. No other
significant differences between
age groups were found.
Among females, there were no
significant differences in rates
between age groups, although
rates were highest among fe-
males 65 and older.

Racial/Ethnic
Disparities

N
ul
]

N
o
1

+ Whites and Hispanics had the
highest rates of salmonellosis
among Monterey County resi-
dents.

« African Americans had the
lowest rates of salmonellosis

=
(03]
1

Rate per 100,000
|_\
o

(03]
1

15
13
. 9"
8
. 3"
among Monterey County resi-
dents. -

« There was no significant dif- 0
ference in salmonellosis inci- African Asian/  Hispanic  White Other
dence rates between racial/ American Pacific

ethnic groups. Islander

2010-2012

Figure 3: Rate of Salmonellosis among Monterey @pResidents by Race/Ethnicity:

*Rate based on small numbers and should be coesidgatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—2010. SacramentofoDaf, September 2012; State of California, Daparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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Enteric IlInesses; Saimonedllosis, 2012

Figure 4: Rate of Salmonellosis among Monterey @pResidents by US Census Bureau Tracts: 2012

Geographlc Distribution
Census tracts with incidence rates in the highesitide included portions of Carmel, Salinas, Watsle, and

Big Sur.

« Census tracts with incidence rates in the loweattde included Carmel Valley, Monterey, Seasidariva,
Gonzales, and San Ardo.

« Spatial trends for salmonellosis were difficulinterpret because the location of exposure was afté&known.

Notes: Rates are based on small numbers and sheufderpreted with caution. See Technical Noteseaend of this document for information on redééculation

and incidence mapping.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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Enteric llInesses. Campylobacteriosis, 2010 - 2012
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Figure 5: Rate of Campylobacteriosis among Mont&eynty Residents by Age Grod
and Gender: 2012012

*Rate based on small numbers and should be comsidgatistically unstable.

Risk Groups

There were no significant dif-
ferences in incidence rates of
campylobacteriosis between
genders of the same age
group.

Rates were significantly high-
er among males O to 14 years
compared to all other male age
groups except males 65 and
older. No other significant
differences between male age
groups were found.

Rates among females 65 and
older were significantly higher
than rates among females ages
15 to 24. No other significant
differences between female
age groups were found.

Racial/Ethnic

20
17
9* i I 9*

25 ~
Disparities
« As seen with salmonellosis, S 20 A
Hispanics and Whites had the| &
highest rates of campylobac- S 15 A
teriosis among Monterey N
County residents. g 10 -
« There was no significant dif- Q
ference between racial/ethnic g 5 |
groups.
0
African Asian/
American  Pacific
Islander

Hispanic

White Other

Ethnicity: 20102012

Figure 6: Rate of Campylobacteriosis among Mont&eynty Residents by Race/

*Rate based on small numbers and should be coesidgatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsimé 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Witk and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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Enteric llinesses. Campylobacteriosis, 2012

Pacific GrgVe

Pacific Ocean

San Ardo
L]

o  Cities
California Counties

Census Tracts: Rate of Campylobacteriosis|

| 00per100,000
1 0.1-26.5 per 100,000
| 26.6-50.5 per 100,000

[ 506 - 151.6 per 100,000

Figure 7: Rate of Campylobacteriosis among Mont&eynty Residents by US Census Bureau Tracts: 2012

Geographlc Distribution

Census tracts with incidence rates in the higheattde included portions of Carmel Valley, Carmdbnte-
rey, Del Rey Oaks, Watsonville, South Salinas, Sadihas, and Soledad as well as the rural Censciswest
of King City.

« Census tracts with incidence rates in the loweattde included portions of Big Sur and Pacific @and the
Census tracts surrounding Marina, Greenfield, aimg ICity.

- Spatial trends for campylobacteriosis were diffi¢alinterpret because the location of exposure aften un-
known.

Notes: Rates are based on small numbers and sheutderpreted with caution. See Technical Notébeaend of this document for information on regdculation
and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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Enteric llinesses. Shigellosis, 2010 - 2012

Rate per 100,000
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In general, rates of shigellosis
were higher among females
than among males of the same
age group. Rates for genders
of the same age group were
not significantly different.
Males and females aged O to
14 years had the highest rates.
Rates among the 0 to 14 age
group were significantly high-
er compared to all other age
groups except those in the 15

0-14 15-24

Age in Years at Symptom Onset

to 24 age group, for both gen-
ders. No other significant dif-
ferences between age groups
were found.

25-44  45-64

Figure 8: Rate of Shigellosis among Monterey Coulrégidents by Age Group and

Gender: 20162012

*Rate based on small numbers and should be coesid#atistically unstable.

Racial/Ethnic

Di

sparities

The Other racial/ethnic group
had the highest rate of shigel-
losis among Monterey County
residents, followed by Hispan-
ics.

There was no significant dif-
ference in rates between Oth-
ers and Hispanics.

Both Others and Hispanics
had significantly higher rates
than Whites.

No other significant differ-
ences were found between ra-
cial/ethnic groups.

25 A
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0 — — T
African Asian/  Hispanic = White Other
American Pacific
Islander
Figure 9: Rate of Shigellosis among Monterey Colregidents by Race/Ethnicity:
20102012
*Rate based on small numbers and should be coesidgatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Witk and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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Enteric llinesses. Shigellosis, 2012

|| california Counties
Census Tracts: Rate of Shigellosis|
| 00per100,000
| 0.1-17.4 per 100,000
| | 17.5-26.5 per 100,000
[0 2656 -57.3 per 100,000

Figure 10: Rate of Shigellosis among Monterey CoplRgsidents by US Census Bureau Tracts: 2012

Geographlc Distribution
Census tracts with incidence rates in the highesitide included portions of Marina, Watsonvillgush Salin-
as, and Gonzales.

+ Most Census tracts in Monterey County had low ienik rates.

« Spatial trends for shigellosis were difficult tadgrpret because the location of exposure was oft&nown.

Notes: Rates are based on small numbers and sheufderpreted with caution. See Technical Noteseaend of this document for information on redééculation

and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: U.S. Census Bureau
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Sexually Transmitted I nfections (ST 1)

Sexually transmitted infections (STIs) repres

Monterey County. Included in this section are tietladata on chlamydia, gonorrhea, syp
lis, and human immunodeficiency virus (HIV). Undeporting of STIs may be substantic
especially among male cases of chlamydia, becaasg people with STIs are asymptom.

ic and do not seek testing or treatment. Con
data presented in this section unless otherwi

e téarge portion of the diseases reported /

firaredi probable cases are included in the
senot
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—@— Chlamydia

Gonorrhea

Figure 11: Rate of Selected Sexually Transmittdecions among Monterey County Residents: 2003-2012

An individual’'s opportunity to make healthy c
to sexual health information, access to preve

hoicesd adopt healthy behaviors depends upon theaisacc
rEEmices, access to health care services, andsatocksni-

ly and community support. Policy makers can agafities that improve the community’s access taiaéx
health education, prevention services, and health

care. Health care providers can adopt practi
strategies that enhance identification of patie
at risk for STI, increase screening and testing
STI, and improve treatment outcomes for pa
tients and their sexual contacts. Parents can
openly engage their children in discussions
about sexual health and STI prevention. The
concerted efforts can increase opportunities
youth and young adults to make healthy choi
and adopt healthy behaviors that reduce thei
risk for STI .

Source: Case data: Monterey County Health Depatt@emmuni-
cable Disease Unit, data are current as of Jug@1&. Population
data: State of California, Department of Financa;d?Hispanics
Population with Age and Gender Detail, 2000-20E&r&mento,
California, September 2012; State of Californiap@#ment of
Finance, Report P-3: State and County Populatioje€tions by
Race/Ethnicity, Detailed Age, and Gender, 2010-2&@ramento,

‘Healthy People 2020 Tar gets:

yGamydia: In development (rate)

Gonorrhea: 251.9 cases per 100,000 females age4b t
years old; 194.8 cases per 100,000 males age4s to
years old

for
dddmary and Secondary Syphilis: 1.3 cases per 000,0

rfemales; 6.7 cases per 100,000 males
AIDS: 12.4 new cases per 100,000 population

AIDS: Increase proportion surviving >36 monthteaf
AIDS diagnosis to 92.4%

HIV: In development (incidence rate)

California, January 2013.
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STls: Chlamydia, 2010 - 2012
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Figure 12: Rate of Chlamydia Infections among MogyeCounty Residents by Age
Group and Gender: 2012012
*Rate based on small numbers and should be comsidgatistically unstable.

RISk Groups

Rates of chlamydial infections
were significantly higher
among females ages 15 to 24
years old when compared to all
other age and gender groups.
Rates were significantly higher
among females than males of
the same age for all age groups
except those 45 years and old-
er.

Differences in rates between
males and females as well as
between certain age groups
may be partly attributable to
differences in screening prac-
tices for males and females,
differences in clinical presenta-
tion between males and fe-
males, and differences in diag-
nosis and reporting.

Racial/Ethnic

410
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D| gparities

Rates of chlamydial infections| o

were significantly higher S 750 1

among African Americans g 547

than all racial/ethnic groups = 500 -

except Others. o
- Rates among Others were sig{ o

nificantly higher than rates T 250 -

among Whites and Asian/ o 140

Pacific Islanders. .
« Hispanics had the third highesi 0 :

rates of chlamydia. Rates
among Hispanics were signifi-
cantly higher than among
Whites and Asian/Pacific Is-

American Pacific
Islander

African  Asian/ Hispanic White Other

landers.
Ethnicity: 20162012

Figure 13: Rate of Chlamydia Infections among MogyeCounty Residents by Race/

*Rate based on small numbers and should be coesidatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population with and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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STls. Chlamydia, 2012

Figure 14: Rate of Chlamydia Infections among MogyeCounty Residents by US Census Bureau Traci® 20

Geographlc Distribution
Census tracts with incidence rates in the higheattile included portions of Monterey, Seaside{&¥aville,
Castroville, Salinas, Greenfield, and King City.

« Census tracts with incidence rates in the loweattde included portions of Pebble Beach, Carmegmas,
and extreme South County.

Notes: Rates are based on small numbers and sheufderpreted with caution. See Technical Noteseaend of this document for information on reééculation

and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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STIs: Gonorrhea, 2010 - 2012

Bl Male O Female
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« Females age 15 to 24 years
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S gonorrhea.
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= 75 between genders of the same
o 47 age group.
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o 15 to 24 were significantly
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Figure 15: Rate of Gonorrhea among Monterey CoRatsidents by Age Group and
Gender: 20162012

*Rate based on small numbers and should be comsidgatistically unstable.

Racial/Ethnic

Di

sparities

Gonorrhea incidence rates
were significantly higher
among African Americans
than all other racial/ethnic
groups.

As seen with chlamydia, Oth-
ers had the second highest
rates of infection.
Asian/Pacific Islanders and
Whites had the lowest rates of
infection.

Rates among Hispanics were
significantly higher than
among Whites.
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Figure 16: Rate of Gonorrhea among Monterey CoRatgidents by Race/Ethnicity:
2010-2012
*Rate based on small numbers and should be coesidgatistically unstable.

Notes: See Technical Notes at the end of this deotffior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population with and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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STls: Gonorrhea, 2012

o Cities
| ] california Counties
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Figure 17: Rate of Gonorrhea among Monterey CoRetsidents by US Census Bureau Tracts: 2012

Geographlc Distribution

Rates of gonorrhea incidence were distributedsiightly different pattern than chlamydia incidemages
when displayed by Census tracts.

« Census tracts with incidence rates in the highesttde included portions of Monterey, Marina, $ak, Gon-
zales, and Greenfield.

« Census tracts with the incidence rates in the logeartile included Pebble Beach, Carmel, Big 8img
City, and extreme South County.

Notes: Rates are based on small numbers and sheuderpreted with caution. See Technical Noteékeaend of this document for information on redculation
and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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STls: Early Syphilis, 2010 - 2012

o5 B Male OFemale RISk Groups
Rates of early syphilis
(primary, secondary, and early
o 20 A latent) were higher among
S males than females in each age
8‘ 15 4 group presented.
— o  Incidence rates among males
’g_ 10 . age 15 to 24 years old were
@ 1 7 the highest.
E - There were no significant dif-
5 ferences between the rates
1* among males in the 15 to 24,
0 25 to 44, and 45+ years age
' ' groups.
- 15-24 25-44 45+ - Men who have sex with men
Age in Years at Symptom Onset (MSM) comprised the majori-

ty of individuals diagnosed

Figure 18: Rate of Early Syphilis among Montereyity Residents by Age Group apd with early syphilis.
Gender: 20162012
*Rate based on small numbers and should be comsidgatistically unstable.

Racial/Ethnic o5 -
D| gparities
There were no significant dif- o 20 A
ferences in early syphilis inci- | &
dence rates across racial/ethnic 8 15 A
groups. —
« Prevention and intervention o 10 |
messaging for syphilis should ©
be culturally sensitive. T
ﬂf 5 . * *
. . :
0" 0"
0 N |
Geographic African  Asian/  Hispanic ~ White Other
Distribution American Pacific
. Rates were not calculated and Islander
compared by Census tracts | rigyre 19: Rate of Early Syphilis among MontereyiGiy Residents by Race/Ethnicity:
due to small case numbers. |2010-2012
*Rate based on small numbers and should be coesidgatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population with and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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STIs: HIV/AIDS

Reporting regulations for HIV and AIDS have changedr time, making analysis of temporal trends prob
lematic. Mandatory reporting of AIDS in Californiegan in March 1983. The case definition for AIDS
changed in 1993. Mandatory HIV reporting usingpbaname code began in July 2002, but then was cldange
to name-based reporting in 2006. Individual cdlsaswere reported using the code-based systemwmrly

not included in the data below. In 2008, labonateporting requirements were changed to includatipe

CD4 and viral load tests. Diagnosis and reportieigys may be significant with HIV/AIDS. As a réisu

counts and rates for years 2008 through 2012 shmuttbnsidered provisional and an under-representat
of the true number of cases.

H
[e0] o
1 ]

»

Rate per 100,000

N
1

O T T T T T T T T 1
2003 2004 2005 2006 2007 2008 2009 2010 2011 2012
Year of Symptom Onset

- HI\V AIDS

Figure 20: Rate of Newly Reported HIV and AIDS Gaaeong Monterey County Residents: 2003-2012
Hollow symbols indicate the rate was based on smafibers and should be considered statisticalljabies

The figure above presents HIV and AIDS incidentegaeparately in order to highlight the burdedis{
ease within Monterey County. Subsequently, HIV AIOS case data in this section have been combined,

as appropriate, in order to support programmatarvention and prevention efforts to reduce thegnais-
sion of HIV and increase linkage to care.

Notes: See Technical Notes at the end of this deatifior information on rate calculation and sigrdfice testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsiroé 30, 2013. Population data: State of Calidiorn
Department of Finance, Race/Hispanics Populatidh Age and Gender Detail, 2000-2010. Sacramentdp@éa, September 2012; State of California, D#pa

ment of Finance, Report P-3: State and County Rdipul Projections by Race/Ethnicity, Detailed Aged Gender, 2010-2060. Sacramento, California,afgnu
2013.
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STIs: HIV/AIDS, 2010 - 2012
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Figure 21: Rate of New HIV/AIDS Diagnosis among Nkney County Residents by
Age Group and Gender: 2012012
*Rate based on small numbers and should be coesidgatistically unstable.

Racial/Ethnic

D|

sparities

Rates of new HIV/AIDS diag-
nosis were higher among Afri-
can Americans than among all
other racial/ethnic groups.
There were no significant dif-
ferences found between racial
ethnic groups, unlike previous
years that demonstrated a sig-
nificant difference between
African Americans and all
other racial/ethnic groups.
Although there has been an
apparent decline in rates
among African Americans

RISk Groups

Rates of newly diagnosed HIV/
AIDS were highest among
males 25 to 44 years of age.
Rates among this group were
significantly higher than all
other age/gender groups except
for males ages 45 to 64 years.
Rates were higher among
males than females across all
age groups. There was a sig-
nificant difference between
males and females in age
groups less than 45 years of
age.

Due to the relatively long incu-
bation period for HIV/AIDS,
delay in diagnosis, and data
collection limitations, true inci-
dence (new infections) could
not be estimated.
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Islander

Other

over time, statistical compari-
sons between race/ethnic
groups are limited due to anal-

Figure 22: Rate of New HIV/AIDS Diagnosis among Nkmey County Residents by

Race/Ethnicity: 2012012

*Rate based on small numbers and should be coesidgatistically unstable.

yses of small numbers.

Notes: See Technical Notes at the end of this deotffior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsiwé 30, 2013. Population data: State of Caldiprn

Department of Finance, Race/Hispanics Populatidh Age and Gender Detail, 2000-2010. Sacramentdp@ea, September 2012; State of California, Depa
ment of Finance, Report P-3: State and County Rdipul Projections by Race/Ethnicity, Detailed Aged Gender, 2010-2060. Sacramento, California,alginu
2013.
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STIs: HIV/AIDS

Table 3: New HIV/AIDS Diagnoses among Monterey @igwResidents by Exposure Category: 2010-2012

Males Females Total
Exposure Category 0 = o 7 o 7
Men Who Have Sex with Men (MSM) 60 64.5 - - 60 55.6
Injection Drug Use (IDU) 2 2.2 0 0.0 2 1.9
MSM and IDU 1 11 - - 1 0.9
Recipient of Clotting Factor, Blood, Blood
Components, Organs, Tissues, or Artificial 0 0.0 0 0.0 0 0.0
Insemination
Heterosexual Contact 3 3.2 8 53.3 11 10.2
Perinatal Exposure 0 0.0 0 0.0 0 0.0
Not Reported /Not Identified 27 29.0 7 46.7 34 31.5
Total 93 100.0 15 100.0 108 100.0
RISk Groups

Men who have sex with men (MSM) represented thgekstrrisk group among Monterey County residents re-

cently diagnosed with HIV/AIDS.

« Among females, heterosexual contact was the mastamly reported risk behavior.
« Approximately a third of newly reported HIV/AIDS sas were missing exposure information, making expo-

sure information difficult to interpret.

Table 4: Individuals Currently Living with HIV/AIB in Monterey County by Residential Region, 2012
Geogr aphic Region HIV AIDS Total

n % n % n %
Monterey Peninsula/Big Sur 61 39.1 192 46.2 253 44.2
North County 11 7.1 20 4.8 31 54
Salinas Urban Area 65 41.7 156 37.5 221 38.6
South County 19 12.2 48 11.5 67 11.7
Total 156 100.0 416 100.0 572 100.0

Bur den of Disease

« The largest proportion of individuals currentlyifig in Monterey County who have been diagnosed #it

AIDS resided in the Monterey Peninsula/Big Sur area
« About 39% of individuals living with HIV/AIDS in Maoterey County resided in the Salinas area.
« This information is helpful when planning care drehtment services.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 30, 2013.

32




STls: HIV/AIDS, 2008 - 2012

Figure 23: Newly Reported HIV/AIDS Cases among Moey County Residents by Residential ZIP Code agiisis: 2008-2012

Geographlc Distribution
ZIP codes with HIV/AIDS case counts in the highepsartile included Monterey, Seaside, Salinas, aatt W
sonville.

« ZIP codes with case counts in the lowest quantidduded Pebble Beach, Chualar, Big Sur, and ext®ooth
County.

« Spatial trends for HIV/AIDS should be interpreteithacaution due to diagnostic and reporting delays.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsieé 30, 2013.

33



STIs: HIV/AIDS

Progron toAIDS
Among Asian/Pacific Is-
landers diagnosed with HIV,

80 1 67 67% progressed to AIDS with-

in 12 months of HIV diagno-

sis. This was the largest pro-

46 50
portion in any race/ethnic
i group.
40 30 27 « Hispanics and Others also had
a high proportion of individu-
20 als with an HIV diagnosis who
0 progressed to AIDS within 12

100 -

60 A

Percent

months.
African  Asian/  Hispanic ~ White Other - These data suggest that Asian/
American Pacific Pacific Islanders, Hispanics,

and African Americans en-

Islander )
counter more barriers to early

Figure 24: Proportion of Monterey County Residénfscted with HIV Who Progressed diagnosis and treatment than
to AIDS within 12 Months of HIV Diagnosis by Racéfgicity, 2007-2011. Whites.

Survival Following
AI DS Diagnosis 100 -

o8 100 92 96
Health outcomes have im-
proved dramatically for indi- 80
viduals diagnosed with AIDS
following the advent of an- 60 50
tiretroviral therapies.
« Prior to 1988, only 10% of
individuals diagnosed with 40
AIDS survived 36 months af-
ter diagnosis. 20
« Most individuals (92%) diag-
nosed with AIDS between 0 : : : :

2005 and 2009 survived at African Asian/  Hispanic  White Other

least 36 months. . -
« The proportion surviving 36 American  Pacific

months was much lower Islander

among Others. Figure 25: Proportion of Monterey County ResideSuisviving for More than 36

»  African Americans and His- | yonths after an AIDS Diagnosis, 2005-2009.
panics also had a lower pro-

portion of individuals surviv-
ing 36 months after AIDS di-
agnosis than Whites and
Asian/Pacific Islanders.

Percent

Source: Monterey County Health Department CommiuntécRisease Unit, data are current as of June(IB 2
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Vaccine Preventable Diseases (VPDs)

Many infectious diseases can be prevented throdghrastration of a recommended schef
ule of vaccinations. Cases of vaccine-preventdisieases continue to be reported amon:
Monterey County residents due to personal belieh®tions that allow an individual to de
cline vaccination for themselves or their childreraning immunity following vaccination,
and international travel that exposes susceptibleters to diseases. Detailed data on pe.
tussis (whooping cough), chronic hepatitis B, anidnal rabies are shown. Confirmed, prob
ble, and suspect pertussis cases; confirmed amalpiechronic hepatitis B cases; and con-
firmed animal rabies cases are included in the pl@sented in this section. Other vaccine pre
ventable diseases such as influenza, meningocdsesise, measles, mumps, and rubella are n
included in this section.
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Figure 26: Rate of Selected Vaccine Preventabled3iss among Monterey County Residents: 2003-2012
Hollow symbols indicate the rate was based on smatfibers and should be considered statisticalljabies

Vaccine-preventable disease rates are at or neamdréows. Even though most infants and toddiefgon-
terey County have received all recommended vactipegje 2, many children remain under-immunized,
leaving the potential for outbreaks of disease.nyvadolescents and adults are under-immunized ks we
missing opportunities to protect themselves agalisgtases such as hepatitis B, influenza, and poeagoal
disease. The Health Department works closely pitblic health agencies and private partners to awgr
and sustain immunization coverage so that thisiptiglalth success story can be maintained for éujener-

ations. Healthy People 2020 Tar gets:

Pertussis: 2,500 cases per year in the U.S. antoliyen
under 1 year of age; 2,000 cases per year amongsado

Source: Case data: Monterey County Health Depatt@em- -
municable Disease Unit, data are current as of 6u@613. Popu- cents ages 11-18 years (no target developedt@r ra

lation data: State of California, Department ofdfioe, Race/

gispaﬂics foréu'?;ion_w“g Age akf)‘d ggggefs ??taiﬁ)@@lg- Acute Hepatitis B: 0.0 cases per 100,000 indivisl2ato
acramento, California, September ; State bfo@da, De- . R
partment of Finance, Report P-3: State and CouopyRtion 18 years O|d, 1.5 cases per 100,000 lnleldU?ﬂSl@Wd

Projections by Race/Ethnicity, Detailed Age, ansh@®, 2010- | older (no target developed for chronic hepatitis B)
2060. Sacramento, California, January 2013.
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VPDs:. Pertussis, 2010 - 2012
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Figure 27: Rate of Pertussis among Monterey CoRefsidents by Age Group and Ge
der: 20162012
*Rate based on small numbers and should be comsidgatistically unstable.

Risk Groups

Except for the youngest age
group, rates of pertussis were
higher among females than
males of the same age group.
However, these rates were not
significantly different.

Rates among the 0 to 14 age
group were significantly high-
er compared to all other age
groups, for both genders.
Rates among adults indicate a
need for pertussis vaccination
across all age groups to pro-
tect infants, who are at the
highest risk for severe disease.

Racial/Ethnic 25 -
Disparities ,
- Rates of pertussis were highest S 01 18
among Hispanics of any race. g- X
« Asian/Pacific Islanders had S 15 A 13
the second highest incidence = N 11 x
of pertussis. 3 10 A 9 9
« There was no significant dif- %
ference in pertussis incidence X g
rates between racial/ethnic
roups.
g p O T T T T
African Asian/  Hispanic  White
American Pacific
Islander

Other

2010-2012

Figure 28: Rate of Pertussis among Monterey CoRefsidents by Race/Ethnicity:

*Rate based on small numbers and should be coesidatistically unstable.

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population with and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2

36



VPDs:. Pertussis, 2012
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Figure 29: Rate of Pertussis among Monterey CoRefsidents by US Census Bureau Tracts: 2012

Geographlc Distribution
Census tracts with pertussis incidence rates ihitjfieest quartile included portions of Salinas.

+ Most Census tracts in Monterey County had low ienik rates.

« Spatial distribution of pertussis in communitiesyrbe related to socioeconomic factors (e.g., crau®ising
conditions), limited access to preventative sesjiead/or personal beliefs about vaccination.

Notes: Rates are based on small numbers and sheufderpreted with caution. See Technical Noteseaend of this document for information on reééculation

and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsieé 6, 2013. Population data: U.S. Census Bureau
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VPDs. Chronic Hepatitis B, 2010 - 2012
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Figure 30: Rate of Chronic Hepatitis B among MoeyeCounty Residents by Age
Group and Gender: 2012012
*Rate based on small numbers and should be comsidgatistically unstable.

Rlsk Groups

Comparing males to females,
males 25 to 44 and 45 to 64
years old had significantly
higher rates of chronic hepati-
tis B infection than women of
the same age groups.

Among males, rates for 45 to
64 years olds were significant-
ly higher than among all other
age groups except 25-44 year
olds.

Among females, rates were
highest among those age 25 to
44. There was no significant
difference in rates between
females in age groups 15 years
and older.

Racial/Ethnic —

Dlsparltles 65

Chronic hepatitis B rates were
highest among Asian/Pacific
Islanders. Although data were
not available on most reported
cases, this likely reflects previ-
ous international exposure ra-
ther than recent domestic
transmission.

« African Americans had the

25 A

Rate per 100,000

second highest rate of hepatitis 0
B among Monterey County , :
residents. African  Asian/
- Rates among Hispanics, American  Pacific
Whites, and Others were sig- Islander

Hispanic ~ White Other

nificantly lower than rates
among Asian/Pacific Islanders| ginnicity: 20102012
and African Americans.

Figure 31: Rate of Chronic Hepatitis B among MoeyeCounty Residents by Race/

*Rate based on small numbers and should be comsidgatistically unstable.

Notes: See Technical Notes at the end of this deotffior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Witk and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg 2
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VPDs: Chronic Hepatitis B, 2012

Figure 32: Rate of Chronic Hepatitis B among MoeyeCounty Residents by US Census Bureau Tract® 201

Geographlc Distribution
Census tracts with incidence rates in the highesitde included portions of Monterey, Carmel, SéasMari-
na, Salinas, and the correctional institutions.

« Census tracts with incidence rates in the loweattde included Big Sur, most of North County, Claraand
Soledad.

« Spatial distribution of hepatitis B among Montefégunty residents may reflect the underlying popoiatlis-
tribution of communities rather than disease trassion patterns.

Notes: Rates are based on small numbers and sheifderpreted with caution. See Technical Noteleaend of this document for information on reaéculation

and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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VPDs: Rabies, 2008 - 2012

Rabies is a preventable viral disease of mammatt often transmitted through the bite of a rabisah The
rabies virus infects the central nervous systetimately causing disease in the brain and deatte riiajority of
rabies cases reported in Monterey County eachareaimong skunks and bats. However, it is poskibieild
animals to spread the rabies virus to pets and hem&@herefore, rabies prevention remains a highripy.

Table 5: Number of Animals Tested for Rabies inntéoey County by Species: 2008-2012

2008 2009 2010 2011 2012

Species N N N N N N N N N N
Tested | Positive | Tested | Positive | Tested | Positive | Tested | Positive | Tested | Positive
Bat 32 3 32 2 20 0 28 2 16 1
Cat 13 0 8 0 14 0 10 0 5 0
Dog 13 0 7 0 19 0 18 0 13 1
B?/;“S‘iggﬁ 1 0 4 0 7 0 3 0 1 0
Other Pet 0 0 0 0 0 0 0 0 0 0
Qther Wid 7 0 4 0 1 0 0 0 1 0
Raccoon 6 0 2 0 5 0 1 0 0 0
Rodent 0 0 0 0 0 0 1 0 2 0
Skunk 28 3 18 4 25 5 8 0 11 5
Total 100 6 75 6 86 5 69 2 49 7

Rabies in humans is 100% preventable through proapptropriate medical care. However, more tha@(bpeo-

ple, mostly in Africa and Asia, die from rabies kaear - a rate of one person every ten minutes(013). To

help prevent rabies in your community:

1. Visit your veterinarian with your pet on a regutasis and keep rabies vaccinations up-to-datdlfoats, fer-
rets, and dogs.

2. Maintain control of your pets by keeping cats indoand by keeping dogs under direct supervision.

3. Spay or neuter your pets to help reduce the nuofgmwanted pets. Unwanted pets are often unvatamin
and therefore susceptible to rabies.

4. Do not leave pet food unattended outside. Unatteridod can attract wild animals like skunks, raetsy and
opossums that can transmit diseases to your petgcan

5. Do not approach or handle skunks or bats. Coatantal control for assistance with these and othler ani-
mals.

Source: Monterey County Health Department ComminiécBisease Unit, data are current as of June.20

40



VPDs: Rabies, 2008 - 2012

Animal Rabies Cases
Monterey County: 2008 - 201

|
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® Dog S ; 2 Sources: CDU, County of Monterey, USGS, and U ensus Bureau
®  Skunk 1 ; g Produced by Monterey County Health Department's
1 Epidemiology and Surveillance Unit; August 2013

Figure 33: Animal Rabies Cases in Monterey Cou2®28-2012

Geographlc Distribution
While rabies is considered enzootic (always preseoértain animal populations) across Montereyr@puhe
majority of skunks found to be infected with theies virus were located in North Monterey County.

« The majority of rabid bats were collected from @armel Valley region.

« A domestic dog infected with the rabies virus wasated in North Monterey County.

« Itis important that residents of all areas withMonterey County take steps to protect themselvdslagir pets
against rabies.

Source: Monterey County Health Department CommiuntécRisease Unit, data are current as of June3.20
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Vector bor ne Diseases

From the perspective of infectious diseases, veet transmitters of disease-causing or:
ganisms. Vectors carry the pathogenic organisom fine host to another. Arthropods
such as ticks, mosquitoes, and fleas are the rpirtant disease vectors. Vectorborne
nesses include malaria, dengue, Lyme disease, &stiNile virus, among others. Vector:
for several infections are found in Monterey Couimygluding the tick specidgodes pacifi-
cuswhich transmits Lyme disease, and the mosquitoisp€ulex tarsalisandCulex pipiens
that transmit West Nile Virus. In addition, peopigveling to Monterey County from other
countries have imported infections of concern. IBo@se numbers of these infections preclud
analysis by demographic characteristics. Confirnpedbable, and suspect vectorborne cases a
included in this report .

1.2 -

©c o o k=
A O 0w O
I I I I

Rate per 100,000

o
(V)

0.0 -0 . A -0—08:0—00 -6:0 . 0.0
2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Year of Symptom Onset

—O—Dengue {1 Lyme Disease Malaria —0— West Nile Virus

Figure 34: Rate of Vectorborne Diseases among Meyt€ounty Residents: 2003-2012
Hollow symbols indicate the rate was based on smatibers and should be considered statisticalljabies

To reduce the possibility of being bitten by inseat arthropods that can transmit diseases:

Use an insect repellent on exposed skin to repshuoitoes, ticks, fleas and other arthropods. EPA-
registered repellents include products containiideD (N,N-diethylmetatoluamide) and picaridin (KBR
3023). DEET concentrations of 30% to 50% are éffedor several hours. Picaridin, available at 7%
and 15% concentrations, needs more frequent afiphca

When using sunscreen, apply sunscreen first amdrépellent. Repellent should be washed off at the
end of the day before going to bed.

Wear long-sleeved shirts (which should be tuckg@diamg pants, and hats to cover exposed skin. rWea
light-colored or white clothing so ticks can be
n?ore eas”y seen. J H ealthy Peopl e 2020 Tar gets:
When you visit areas with ticks and fleas, wear
boots, not sandals, and tuck pants into socks. | Malaria: 999 cases per year in the U.S. (no targe
Inspect your body and clothing for ticks during | developed for rate)

outdoor activity and at the end of the day. Re-
moving ticks right away can prevent some infe¢No targets have been developed for the other vector
tions. borne ilinesses.

—

Notes: See Technical Notes at the end of this deoctffior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsié 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—-2010. Sacramentofodaf, September 2012; State of California, Daparit
of Finance, Report P-3: State and County Popul&ifections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2
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Vector borne Diseases. West Nile Virus, 2008 - 2012

Birds Infected with West Nile Virus
Monterey County: 2008 - 201

Pacific Ocean

San Ardo
L]

e Cities
| Census 2010 Tracts
California Counties
Birds Infected with West Nile Virus| ;
@  Chronic Infection . ¥ ¢ Sources: CDU, County of Monterey, USGS, and U ensus Bureau
@® Positive 1 / Produced by Monterey County Health Department's
i Epidemiology and Surveillance Unit; August 2013

Figure 35: Birds Positive for West Nile Virus in ki@rey County: 2008-2012

Geographlc Distribution

The majority of collected birds that tested positior West Nile virus were found in the Salinas &ndnedale
regions and around the Hwy 68 corridor of Monte@eynty.

Acutely positive birds (indicated in red on the ebdonap) have high levels of virus found when testEkis
means that the bird was recently infected, andtec@nsmission is occurring in the county.

Birds testing positive with chronic infections (shoin purple above) have low levels of virus initteystems.
This means the bird was infected in the past. @hbnpositive birds do not indicate recent transioiss

All birds that tested positive within Monterey Cayibetween 2010 and 2012 have been chronicallgiete

Source: Monterey County Health Department CommuniécRisease Unit and the California Departmentudflié Health, data are current as of June 6, 2013.
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Other Reportable Diseases

Other reportable diseases of public health conaimrelatively high morbidity include
chronic hepatitis C, tuberculosis, and coccidioigioasis. Liver failure due to chronic hep
titis C infection is one of the most common causediver transplants in the United State
(CDC, 2013). Incidence of coccidioidomycosis, atatled Valley Fever, is increasing in
Monterey County. Rates of infection were 415% bigh 2012 than in 2003. Tuberculosi.
(TB) is one of the world’s most common diseases2011, nearly 9 million people world-
wide became ill due to infection with TB (CDC, 2013
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Figure 36: Coccidioidomycosis, Tuberculosis, andnBwnity-Based Chronic Hepatitis C among Montereuiilp Resi-
dents: 2003-2012

Hollow symbols indicate the rate was based on smafibers and should be considered statisticalljabies

Care and treatment for these diseases create arbandour healthcare system. The average lifetimsefor
care and treatment of chronic hepatitis C, in tieeace of a liver transport, is about $100,00(pé&ent.
Liver transplant increases the cost per patieabtaut $280,000 (C. Everett Koop Institute, 201&Mtifun-
gal therapy for coccidioidomycosis can cost as mragB20,000 per year per patient (Galgiani, et280D5).
In the United States, direct medical costs for T@envestimated at $703 million. About 86% of thizsels
were spent on treatment; prevention activities alyounted for 14% of all costs (Brown, et. al939Q
Changes in the national healthcare landscape mamgrecedented opportunities to raise the prafitkim-
portance of disease prevention and health pre

motion. Focusing on prevention and early in4{ ea|thy Pe0p| e 2020 Targets.
tervention can significantly reduce the burden

of disease and reduce health care costs ass
ed with these diseases.

Okidle Hepatitis C: 0.25 new cases per 100,0004rget
developed for chronic hepatitis C)

Source: Case data: Monterey County Health Depatt@emmuni- - .
cable Disease Unit, data are current as of JuB@¥3. Population Tuberculosis: 1.0 case per 100’000 pOpU|at|0n
data: State of California, Department of Financa;d®Hispanics
Population with Age and Gender Detail, 2000—20Hzr&mento, [OREp . .

California, September 2012; State of Californiap&ment of C(.)CCIdIOIdOITIyC.OSIS. No target developed’ See_ SBG.:l'fO
Finance, Report P-3: State and County Populatiojegtions by | this report on climate change (pg. 6) for more rinfation

Race/Ethnicity, Detailed Age, and Gender, 2010-2@&&@ramento, on how this disease is being used as a sentiniekitod
Callifornia, January 2013. ’




Other Diseases. Chronic Hepatitis C, 2010 - 2012

i 910 RI sk Groups
1000 B Male OFemale Rates of chronic hepatitis C
infection were significantly
o 750 A higher among males than fe-
S
S males of the same age group
g 543 for all age groups.
= 500 - « Among males, rates were
Q highest among individuals 45
® to 64 years old. Rates among
§ 250 - males of each age group were
133 134 significantly different from
13" 0 57 5o 29 .:4|19 each other.
0 . B . . . . - Among females, rates among
the 45 to 64 age group were
0-14 15-24 25-44  45-64 65+ significantly higher compared
Age in Years at Symptom Onset to all other age groups.
Figure 37: Rate of Chronic Hepatitis C among MoeyeCounty Residents by Age
Group and Gender: 2012012
*Rate based on small numbers and should be coesidgatistically unstable.

Racial/Ethnic

250 ~
D| sparities
Rates of chronic hepatitis Cin{ o 200 -
fection among African Ameri- S 152
cans were significantly higher S 150 -
than among other racial/ethnic —
groups. o}
« Whites had the second highes 3 100 ~ 64
rate of chronic hepatitis C infe¢- 49*
tion. Rates among this group X 50 - . 31
were significantly higher than 18 - l
rates among Asian/Pacific Is- 0 . . .

landers and Hispanics.

. Information on race/ethnicity African  Asian/ Hispanic =~ White Other

was missing on 81% of reported American  Pacific

cases. Racial and ethnic data Islander

S.hOUId be interpreted with cau; Figure 38: Rate of Chronic Hepatitis C among MoeyeCounty Residents by Race/
tion. Ethnicity: 20102012

*Rate based on small numbers and should be comsidgatistically unstable.

Notes: Data presented on this page include bothaority- and correctional-based cases. See Tedhwatas at the end of this document for informationrate
calculation and significance testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsimé 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population with and Gender Detail, 2000-2010. Sacramentofoaik, September 2012; State of California, Deparit
of Finance, Report P-3: State and County Popul&ifections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2
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Other Diseases: Chronic HepatitisC, 2012

Figure 39: Rate of Chronic Hepatitis C among Moeye€ounty Residents by US Census Bureau Tract® 201

Geographlc Distribution
Census tracts with rates in the highest quartdiged portions of Carmel, Monterey, Seaside, Mar@astro-
ville, Salinas, Gonzales, and the correctionaltunsbns.

« Census tracts with rates in the lowest quartileMonterey County residents included portions ofifRac
Grove, Aromas, Chualar, Greenfield, and King City.

+ Recent changes in screening recommendations mest #fe distribution patterns of newly reportedocic
hepatitis C cases in the coming years.

Notes: Rates are based on small numbers and sheifderpreted with caution. See Technical Noteleaend of this document for information on reaéculation

and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: U.S. Census Bureau
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Other Diseases. Coccidioidomycosis, 2010 - 2012
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Figure 40: Rate of Coccidioidomycosis among Monteé€eunty Residents by Age
Group and Gender: 2012012
*Rate based on small numbers and should be comsidgatistically unstable.

Rlsk Groups

In general, rates were higher
among males than among fe-
males of the same age group.
There were significant differ-
ences between genders in the
25 to 44 and 45 to 64 year old
age groups.

Among males, rates were
highest among those 45 to 64
years of age but not signifi-
cantly different from rates
among the 25 to 44 and 65+
age groups.

Among females, rates were
also highest among those 45 to
64 years. Rates in this age
group were significantly dif-
ferent from females in the 0 to
24 age groups.

Racial/Ethnic _—

Dlspar ities 65
Rates of coccidioidomycosis

o
were highest among African S
Americans. Rates were signif- g 50 1
icantly higher among this —
group than among all other g
racial/ethnic groups. o 25

« Whites had the lowest rates of &ts

coccidioidomycosis among
Monterey County residents;
however, rates among Whites 0

H B

were not significantly different , .
than any other racial/ethnic African Asian/

groups except African Ameri- American  Pacific
cans. Islander

Hispanic ~ White Other

« Race/ethnicity information

was missing for 29% of re- Ethnicity: 20102012

ported cases. Therefore, infor;*Rate based on small numbers and should be coesidatistically unstable.

Figure 41: Rate of Coccidioidomycosis among Monteé€eunty Residents by Race/

mation on race/ethnicity
should be interpreted with
caution.

Notes: See Technical Notes at the end of this deoctffior information on rate calculation and sigrafice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsimé 6, 2013. Population data: State of CalifgrDie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—-2010. Sacramentofodzf, September 2012; State of California, Daparit
of Finance, Report P-3: State and County Popul&ifections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januatg.2
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Other Diseases. Coccidioidomycosis, 2012
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Figure 42: Rate of Coccidioidomycosis among Mont&Zeunty Residents by US Census Bureau Tracts: 2012

Geograph|c Distribution
Census tracts with incidence rates in the highesttde included the correctional institutions, &tdd, King
City, and most of extreme South County.

« Census tracts with incidence rates in the loweattde included the Peninsula, Big Sur, Greenfialad North
County regions.

- Spatial patterns should be interpreted with cautibhey reflect the geographic region of residesnog not
necessarily the location of exposure.

Notes: Rates are based on small numbers and sheutderpreted with caution. See Technical Notéseaend of this document for information on regdculation
and significance testing.
Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsiné 6, 2013. Population data: U.S. Census Bureau



Other Diseases: Tuberculosis, 2010 - 2012
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RISk Groups

Data limitations precluded
showing both age and gender
distributions at the same time.

« Rates among males were high-

er than among females; how-
ever, there was no significant
difference in the rates between
genders (data not shown).

- Rates were highest among in-
dividuals ages 4 years and
younger.

« Rates among individuals 5 to

19 years of age were signifi-

Oto 4 5t0 19 20 to 49 cantly lower than among other
] ] . age groups.
Age in Years at Diagnosis
Figure 43: Rate of Active Tuberculosis among Moeye€ounty Residents by Age
Group: Cases Diagnosed 202012
*Rate based on small numbers and should be comsidgatistically unstable.
Racial/Ethnic 25
D| sparities 20
Asian/Pacific Islanders were o 20 A
disproportionally affected by 8_
tuberculosis, with incidence S 15 -
rates significantly higher than —
among any other racial/ethnic o 10 |
group. g 6
« Hispanics had the second &G
highest incidence of tuberculo- 5 >
sis among Monterey County O* 0"
residents. Rates among this 0 : : : [ ] : ,
group were significantly dif- , , . , .
ferent from all other racial/ Afrlgan AS|§fr'1/ Hispanic ~ White Other
ethnic groups. American Pacific
. Statewide, international birth Islander
was the mOS_t Common nS_k Figure 44: Rate of Active Tuberculosis among Moeye€ounty Residents by Race/
faCtPf assoc_:lated with a d_'ag' Ethnicity: Cases Diagnosed 202012
nosis of active tuberculosis *Rate based on small numbers and should be coesid#atistically unstable.

(California Department of Public
Health Tuberculosis Control Branch,
2012).

Notes: See Technical Notes at the end of this deotfior information on rate calculation and sigrdfice testing.

Source: Case data: Monterey County Health Depatt@emmunicable Disease Unit, data are current dsioé 6, 2013. Population data: State of Califgrbie-
partment of Finance, Race/Hispanics Population Agh and Gender Detail, 2000—2010. SacramentofdDait, September 2012; State of California, Departt
of Finance, Report P-3: State and County Popul&®iofections by Race/Ethnicity, Detailed Age, areh@er, 2010-2060. Sacramento, California, Januat® 2
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Technical Notes

Background

The Monterey County Health Department maintainsaadatory passive reporting systen
for diseases and conditions specified in Title Lthe California Code of Regulations.
Healthcare providers and laboratories are requoedport suspected cases of communicai
diseases and conditions to their local health deyants. In turn, local health departments ar.
required to report qualifying cases to the Califaepartment of Public Health, who forwards
reports to the Centers for Disease Control anddPt&n. This section of thepidemiologic Re-
port of Communicable Diseases in Monterey Codescribes the methods and limitations used t
summarize the epidemiology of selected communicdiskeases reported to and investigated by the
Monterey County Health Department. The dissemamadif information on the health of the community is
a core function and essential service of publidthed he data in this report provide importantiteafor-
mation on the magnitude and burden of communicdiskases in Monterey County. Bearing in mind their
limitations, these data can help identify high mgkups needing preventative actions and tracleffeetive-
ness of disease control and prevention policiegjlagéions and practices.

M ethods

Data Sources

Most of the data presented in this year’s reporevextracted from the Monterey County Communic@be
ease Unit’'s morbidity databases. Human Immunomefay Virus (HIV) and Acquired Immune Deficiency
Syndrome (AIDS) data were entered into the Caliboepartment of Public Health Office of AIDS’s dat
base (eHARS) then transferred back to the Mont€aynty Health Department. Infant botulism dataever
provided by the California Department of Public Hednfant Botulism Treatment and Prevention Progra
Information on reported cases of tuberculosis wasiged by the Monterey County Tuberculosis Control
Unit. Pesticide iliness reports were providedhmsy Monterey County Environmental Health BureawateSof
California Department of Finance projections wesedito estimate age, gender, and racial/ethnigfgpec
populations within Monterey Count{ate of California, Department of Finance, Racefidinics Popula-
tion with Age and Gender Detail, 2000—208acramento, California, September 2(8t2te of California,
Department of Finance, Report P-3: State and Cofayulation Projections by Race/Ethnicity, Detailed
Age, and Gender, 2010-206Bacramento, California, January 2013). Inmafrufaiion data were obtained
from mid-year census counts provided by the CalibbDepartment of Corrections and Rehabilitation.

Definitions

The race and ethnicity information included in tr@port are based on the following categories:oaifni
American/Black (non-Hispanic); Hispanic/Latino (eedless of racial designation); White (non-Hispgnic
Asian/Pacific Islander (non-Hispanic); Native Anoam/Alaskan Native (non-Hispanic); Multi-racial (iver
more races); Other (non-Hispanic), and Unknown/8lzecified (no race or ethnicity information wasitasa
ble). For the purposes of this report, Native Aica/Alaskan Native, Multi-racial, and Other wem e
bined into one group called “Other.”

Cases were defined using laboratory and/or cliregalence of infection or disease as outlined leyntiost
recent communicable disease surveillance caseititwis published by the Centers for Disease Cortnol
Prevention or by the Council of State and TerraEpidemiologists. By California regulation, amraal
case was one that was determined by an authoremsdmpto do so (e.g., licensed veterinarian or ohioto-

gist).
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Technical Notes (Continued)

Onset date was estimated as the date closest tioghevhen symptoms first appeared. Because dateset
was not recorded for many cases, date of diagooslate of case report - whichever was earliesie -
was used as an approximation when date of onseabsent from the morbidity report. The calculai®n
often referred to as “best date” in reports by pdgencies.

Data Analysis

SAS Enterprise Guide 5.1 software (SAS Institute,,ICary, North Carolina) was used to generatpuia-
cy tables and evaluate temporal trends via Poissgnression models. For temporal trends, probgvstues
<0.05 were considered statistically significant.eTifference between rates of different demograghocips
was considered statistically significant if thei%® confidence intervals did not overlap. Ratesaveaiculat-
ed per 100,000 population unless otherwise spdcifiRates were stratified by age group, genderracef
ethnicity. A rate was defined as statisticallyelmble when its relative standard error (RSE) »23%.
This threshold is consistent with recommendatioosfthe National Center for Health Statistics. réduce
the level of random error and increase the stglofithe rates, the timeframe for rates was expanaied
multi-year average rates were produced. Formudad to calculate rates, standard errors, andwvelstand-
ard errors are available upon request.

Morbidity Maps

Morbidity maps were created using ArcEditor 10.8g, Redlands, California). Small case numbers pre
cluded mapping of every reportable disease; thezgtmly select diseases with high rates and/dr pigblic
health significance were included. Rates werelayga by quartiles (four equal interval categorfes)ease
of visual interpretation. Rates with a value afozerere grouped into the same quatrtile. Seleaifdhis type
of categorization may have lead to introductiorwfpoint bias. U.S. Census Bureau tracts fron2010
census were the unit of spatial representatioms@etracts were designed to include about 2,5800@0
individuals who are similar in terms of economiatss and living conditions. Census tracts wereseho
over other geographic units (e.g., ZIP codes) bex#hey are more robust for spatial analysis aedrer cur-
rent unit of analysis for California DepartmentRafblic Health mapping projects, allowing for betempar-
isons across jurisdictions.

Limitations

Because race/ethnicity can be an important madeazrdmplex social, economic, and political factibrat
influence health, rates by race/ethnicity were waled among cases with complete information. Juie
stantial amount of missing race/ethnicity data flaboratory reports and Confidential Morbidity Rejso
limits the interpretation of the influences of rathnicity on these data. The majority of casereyporigi-
nate from laboratories, a source which does ndtrrely collect data on race/ethnicity. Further,nypa
healthcare service providers do not routinely rd¢be race/ethnicity of patients. The observedl@thnic
disparities may reflect true differences in theeation rates, differential access to healthcared/aarvarying
reporting practices of providers that serve diffégopulations.

Age-adjusted rates were not calculated. Therefate,comparisons between other counties or gebigrap
entities should be interpreted carefully. Diffezes in the underlying age distribution of the pagiohs may
account for some of the variation between locatiespecially for diseases likely to occur more fieatly in
a certain age group.
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Technical Notes (Continued)

All rates, even those based on full population ¢®usre subject to random error. Random error loeasub-
stantial when the number of cases is small (eegs than 20) and can make it impossible to disishguan-
dom fluctuations from true changes in the undegyisk of disease. Rates based on small numbetddsh
be interpreted with caution.

The numbers of disease cases in this report afy lik underestimate the true magnitude of dise&setors
that may contribute to underreporting are delaysotification, limited or inappropriate testing ggecimens,
lack of cooperation of clinicians and laboratorisg limited resources and competing prioritiedinithe
public and private healthcare communities. Fadtmasmay contribute to increased reporting areatie se-
verity, the availability of new or less expensivaghostic tests, changes in the surveillance cefeitibn,
recent media or public attention, and active sllarge activities.

Because of inherent delays in case reporting apdrabng on the length of follow-up clinical, labtwey and
epidemiologic investigations, cases with eligibiset dates may be added or rescinded after theofithtis
report. Therefore, data contained in this repatpovisional and may differ from data publishegbast
and/or future reports.

Questions or comments about the content of thisrte about information not included in this pabliion
may be directed to:
Susie Barnes, MPH
Public Health Epidemiologist
Public Health Bureau
Monterey County Health Department
1270 Natividad Road
Salinas, CA 93906
Phone: 831-755-4698
Fax: 831-754-6682
Email: barness@co.monterey.ca.us
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