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Report Background and Purpose

The Florida Morbidity Statistics Report is the official record of the occurrence of reportable diseases in Florida and
this edition marks the 63rd publication since 1945. Numerous reports describing disease burden are produced
throughout the year while investigations are ongoing. This report is noteworthy as the data contained here are final,
with a few exceptions. Most notably, deduplication of HIV and AIDS cases continues after the publication of this
report so numbers in future reports may change. The mission of the Florida Department of Health (Department) is
to protect, promote, and improve the health of all people in Florida through integrated state, county, and
community efforts. Per section 381.0031, Florida Statutes, “The Department shall conduct a communicable
disease prevention and control program as part of fulfilling its public health mission.” This report directly supports
the Department’s mission by identifying patterns and trends in the incidence of disease that are used as the
scientific basis for development of disease control and prevention strategies and policies.

The Bureau of Epidemiology thanks all program areas within the Department that contributed to this report,
including the sections of HIV/AIDS, Immunization, Sexually Transmitted Diseases (STDs) and Viral Hepatitis, and
Tuberculosis Control. Finally, many thanks are extended to the county health department staff and other public
health professionals who are involved in reportable disease surveillance, either through disease control activities,
case investigations, data collection, laboratory testing, or other essential functions.

Disease control and prevention are core functions of any public health agency. Protection of the public’s health
from existing, emerging, and re-emerging diseases requires diligence in all aspects of public health. The public
health partners identifying and characterizing emerging trends in disease are the physicians, nurses, laboratorians,
hospital infection preventionists, and other health care professionals who participate in reportable disease
surveillance. Without their participation, the ability to recognize and intervene in emerging public health issues
would be much more limited.

The Florida Morbidity Statistics Report is compiled in a single reference document to:

¢ Summarize annual morbidity from reportable communicable diseases and diseases of environmental origin
in Florida.

e Describe patterns of disease that can be assessed over time, compared with trends from other states, and
act as an aid in directing future disease prevention and control efforts.

e Provide a resource to medical and public health authorities at county, state, and national levels.

e Serve as the final data record, describing cases and morbidity once investigations are closed and data
reconciliation with the Centers for Disease Control and Prevention (CDC) is complete.
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Data Summaries for Reportable
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Campylobacteriosis

Key Points

Campylobacteriosis is the most common bacterial
cause of diarrheal iliness in the U.S. The Centers for
Disease Control and Prevention estimates that
Campylobacter infection affects at least 1.5 million
U.S. residents each year. While most cases are not
part of recognized outbreaks, outbreaks in the U.S.

Disease Facts
@ Caused by Campylobacter bacteria
@ lliness is gastroenteritis (diarrhea, vomiting)

Transmitted via fecal-oral route, including person to person,
animal to person, foodborne and waterborne

have historically been associated with poultry, raw @ Under surveillance to identify and control outbreaks,

(unpasteurized) dairy products, seafood, produce,

untreated water, puppies and live poultry.

identify and mitigate common sources (e.g., contaminated
food product, ill food handler), monitor incidence over time,
estimate burden of illness

The use of culture-independent diagnostic testing (CIDT)
to identify Campylobacter has increased dramatically in

recent years. Florida changed the campylobacteriosis
surveillance case definition in January and July 2011, January 2015 and
January 2017 to account for CIDTs, increasing the number of reported cases

Campylobacteriosis incidence has increased
over the past 10 years. Notable increases in
2011, 2015 and 2017 are primarily due to

in each of those years. case definition changes. 4729
Campylobacteriosis occurs year-round in Florida, with a slight seasonal
increase in spring and summer. Campylobacteriosis incidence is consistently
highest in infants <1 year old, followed by children 1 to 4 years old. 1120
2009 2018

Number of cases 4729
Rate (per 100,000 population) 22.6
Change from 5-year average rate +49.1%

Age (in Years)
Mean 43
Median 48
Min-max 0-100

Gender Number (Percent) Rate
Female 2248 (47.5) 21.0
Male 2481 (52.5) 242
Unknown gender 0

Race Number (Percent) Rate
White 3,358 (75.2) 20.7
Black 472 (10.6) 13.3
Cther 635 (14.2) 53.4
Unknown race 264

Ehnicity Number (Percent) Rate
Non-Hispanic 3,097 (70.1) 19.9
Hispanic 1,320 (29.9) 245

Unknown ethnicity 312

Disease Trends

The campylobacteriosis rate (per 100,000 population) is highest in infants <1
year old and children 1 to 4 years old, followed by adults 75 years and older.

m 2018 rate (per 100,000 population)
734 Previous 5-year average rate

54.7

o 207 344 304

171 158 189 24

192 444 131 143

1014 1519 20-24 25-34 3544 4554 5564 65-74 7584 85+
Age group (inyears)

<1 14 59

The campylobacteriosis rate (per 100,000 population) increased in all
demographics from 2014 to 2018, particularly in other races. The rates are
slightly higher in males, whites and Hispanics compared to females, blacks and

non-Hispanics in 2018. The rate was notably higher in other races compared to

whites and blacks in 2018.

53.4
24.2
/" Cther 17.3 207 19.9
Male 12.5 White 11.6 0/. o/.
Non-Hispanic 9.8
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Campylobacteriosis cases w ere missing 6.6% of ethnicity data in 2018 and 5.6% of
race data in 2018.



Campylobacteriosis

Summary Number

Number of cases 4729
Case Classification Number (Percent)
Confirmed 1401 (29.6)
Probable 3,328 (70.4)
Cutcome Number (Percent)
Hospitalized 1,706 (36.1)
Died 19 (0.4)
Daycare 151 (3.2)
Health care 73 (1.5)
Food handler 49 (1.0)
(

Imported Status Number (Percent)

Acquired in Florida 3,790 (90.7)
Acquired in the U.S,, not Florida 84 (2.0)
Acquired outside the U.S. 304 (7.3)
Acquired location unknown 551
Qutbreak Status Number (Percent)

Sporadic 4242 (91.8)
Qutbreak-associated 379 (8.2)
Qutbreak status unknown 108

The percentage of probable
cases began increasing in
2015 due to case definition

Between 20 and 40% of
cases are hospitalized each
year. Very few cases die.

More Disease

Campylobacteriosis occurs throughout the state. In 2018, rates
(per 100,000 population) were highest in small, rural counties,
particularly in the north central part of the state.

in

Rate per 100,000 population
0.0

—10.1-11.9

B 12.0-18.5

N 18.6-25.1

I 25.2-59.8

Rates are by county of residence for infections acquired in Horida (3,790 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by

county.

Cases in sensitive situations are
monitored. No outbreaks have been
identified in these settings in recent

Most cases are sporadic;
less than 10% are outbreak
-associated and often

changes and increased use of years. reflect household clusters.
CIDT. PP
Confirmed Percent of cases hospitalized 200 m Outbresk-assodiated
34% 34% 39% 36% 0 oradic
ot s 2% 2 % 150 Daycare So;qp 3% 5% 5% gy
(] (]
oommm s HEEE : S Zh 2% Sk
© 100
2016 51% é /\./\. Health care
2017 37% 5 50 /_/\o Food handler
2018l 30% 2% 97% 95% 95% 92%
0

2014 2018 2014 2018 2014 2018

Most cases are acquired in Florida; a
small number of cases are imported
from other states and countries.

Campylobacteriosis occurred throughout 2018, though cases were slightly
higher in spring and summer, which is consistent with past years. In 2018,

the largest number of cases was reported in June.
m 2018 case count

Previous 5-year average

Acquired:

In the U.S/Qutside US.
535

479 459
2018 7% 458 430
° 24 e 37 370 352 346 325
2017 9%
2016 9%
2015 7% Jan Feb Mar Apr May Jun Jul Aug Sep Ot Nov Dec
2014 11% Month of occurrence

See Appendix ll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status,
3 outbreak status and month of occurrence.



Carbon Monoxide Poisoning

Key Points
In 2017, a large increase in CO poisoning
cases occurred after Hurricane Irma, a

category 4 storm, made landfall in Florida on

September 10, causing extensive power
outages and generator use throughout the
state. A total of 359 confirmed or probable
cases were associated with exposures

related to Hurricane Irma; an additional 170

suspect cases were also identified.

In 2018, Hurricane Michael, a category 5 storm,
made landfall in the Florida Panhandle on October
10, also causing extensive power outages and
generator use in the area. However, only two
sporadic confirmed or probable cases associated
with inappropriate generator use after Hurricane Michael were reported. An
additional 17 suspect cases were also identified. The fewer number of cases

Disease Facts
@ Caused by carbon monoxide (CO) gas

lliness includes headache, dizziness, weakness, nausea, vomiting,
chest pain and confusion; high levels of CO inhalation can cause
loss of consciousness and death

Exposure to CO gas is from combustion fumes (produced by cars
and trucks, generators, stoves, lanterns, burning charcoal and
wood, and gas ranges and heating systems)

@ Under surveillance to identify and mitigate persistent sources of
exposure, identify populations at risk, evaluate trends in
environmental conditions, measure impact of public health
interventions

After the sharp increase in 2017 as a
result of Hurricane Irma, CO poisoning
incidence returned to an average level

associated with Hurricane Michael reflects the smaller population of impacted in 2018

counties compared to counties affected by Hurricane Irma. '

The most commonly identified exposures for 2018 cases were automobile and 168

recreational vehicles (RVs) (20%), generators (19%), fuel-burning appliances (16%) 43

and fires (14%). l
2009 2018

Number of cases

Rate (per 100,000 population) 0.8
C‘nange from 5-year average rate -39.9%
Mean
Median 43
Min-max

Gender Number (Percent) Rate
Female (50.0)
Male 84 (50 0) 0.8
Unknown gender
White 3 (58.1)
Black 1 (31.9) 14
Cther 6 (10.0) NA
Unknown race 8

Bhnicity Number (Percent) Rate
Non-Hispanic 127 (81.9) 0.8
Hispanic 28 (18.1) 0.5
Unknown ethnicity 13

Disease Trends

In 2018, the CO poisoning rate (per 100,000 population) was highest in
adolescents 15 to 19 years old and adults 65 to 74 years old. In past years, the
rate was highest in adults 25 to 45 years old. The difference seen in the
previous 5-year average rate is likely being driven by the spike in cases in 2017.

| 2018 rate (per 100,000 population)
Previous 5-year average rate

13
08 08 09 09 g =2 07 T

<1 14 59 1014 1519 20-24 2534 3544 4554 5564 6574 7584 85+
Age group (inyears)
In 2018, CO poisoning rates (per 100,000 population) were the same for gender
groups, but slightly higher in non-Hispanics and notably higher in blacks and other
races. While the rates decreased slightly in whites and Hispanics over the past
five years, rates increased in blacks and other races over the same time period.

Male08 m___~ 08 1.3 Non-Hispanic 0.8 PY
White 0.8 08
Cther 0.7 \. 06
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Carbon monoxide poisoning cases w ere missing 7.7% of ethnicity data in 2018.



Carbon Monoxide Poisoning
Carbon monoxide poisonings in 2018 were concentrated in

Number of cases northeast, central and southeast Florida. Rates (per 100,000)
were highest in small, rural counties throughout the state.
Confirmed 142 (84 _
Probable (15 5 x E
I-bspltal ized 2 (36.9)
7 (4.2)
Exposed in Forida 167 (100.0)
Exposed in the U.S,, not Florida 0 (0.0)
Exposed outside the U.S. 0 (0.0)
Exposed location unknown L Rate per 100,000 population
—00
Sporadic 53 0) £10.1-0.7
Qutbreak-associated 79 (47.0) Em0.8-1.2
Qutbreak status unknown 0 . 1.3-7.2
Exposure Type Number (Percent)
Automobile/RV 34 (20.2)
Generator 31 (18.5) Rates are by county of residence for cases exposed in Florida (167 cases).
Fuel-burning appliance 27 (16.1) Rate.s based on <20 cases gre not religble and should be interpreted w ith
caution. See Tables 8 and 9 in Appendix I: Summary Data Tables for the
Fire 24 (14.3) number and rate of cases in 2018 by county.
Cther 35 (20.8)
Unknown 17 (101

More Disease

Most CO poisoning cases are Between 25 and 60% of About half (47%) of CO poisoning cases were linked to at
confirmed. In 2018, 85% of cases are hospitalized each least one other case in 2018. Over half of these cases
cases were confirmed. year; deaths do occur. were associated with exposure to automobile (23 cases)

or generator (19 cases)

exhaust. Two distinct Sporadic
2014 75% 9% 50% 48% g, 379 ~ outbreaks (seven and

45% 39% o, 47%
2015 | 522 BB B B = mm five cases each) were ° >0 56% 75%

2016 I = dentiied in MiamiDade [ I l I .

Confirmed Percent of cases hospitalized m Qutbreak-associated

2017 [ 83% County; both occurred 61%

2018 |G 552+ in a school cafeteria 55% 44% o 53%
and were caused by
2014 2018 faulty exhaust 2014 2018
Almost all CO poisoning cases are CO poisoning cases were highest in April and September in 2018. Historically,
exposed in Florida. CO poisonings tend to increase during cold winter months and during large
Bxposed: power outages.
581 the U.S Qutside U.S. 4 2018 case count
2018 0% Previous 5-year average
2017 0%
2016 0% 13 ¢ 1B B 1w o 13 g A 20 43 q3
2015 0% — e D e o . B

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

2014 0%
Month of occurrence
See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Chlamydia (Excluding Neonatal Conjunctivitis)

Key Points

Chlamydia is the most commonly reported sexually
transmitted disease in Florida and the U.S.; incidence
rates have been slowly increasing over the past
decade. Incidence is highest among females 20 to
24 years old and non-Hispanic blacks. If untreated,
chlamydia can lead to serious reproductive
complications and can make it difficult for females to
conceive. As the infection is frequently
asymptomatic, screening is necessary to identify
most infections; early detection and treatment can
prevent sequelae.

The rate of chlamydia in races other than white and
black has increased over the past 10 years,
particularly in the past four years. The rate has
decreased in non-Hispanic blacks, primarily driven by
a decrease in infections in young black females.

Chlamydia incidence continued to
increase in 2018.

105,058
72911
2009 2018

Number of cases 105,058
Rate (per 100,000 population) 501.3
Change from 5-year average rate +11.2%
Mean 25
Median 22
Min-max 5-99

Gender Number (Percent) Rate
Female 68691 (65.4) 641.2
Male 36,339 (34.6) 354.7
Unknown gender 28

Race Number (Percent) Rate
White 34451 (40.2) 2124
Black 355581 (41.5) 1002.4
Cther 15,649 (18.3) 1316.7
Unknown race 19,377

Bhnicity Number (Percent) Rate
Non-Hispanic 63,020 (79.2) 404.9
Hispanic 16,557 (20.8) 307.0

Unknown ethnicity ~ 25481

Disease Trends

Disease Facts
Caused by Chlamydia trachomatis bacteria

lliness is frequently asymptomatic; abnormal discharge
from vagina or penis, burning sensation when urinating;
severe complications can include pelvic inflammatory
disease, infertility and ectopic pregnancies

Transmitted sexually via vaginal, anal or oral sex and
sometimes from mother to child during pregnancy or
delivery

® ®6

Under surveillance to implement interventions immediately
for every case, monitor incidence over time, estimate
burden of illness, target prevention education programs,
evaluate treatment and prevention programs

)

Chlamydia occurs throughout the state. The highest rates (per
100,000 population) in 2018 were in Leon (1,158.8), Gadsden
(1,002.6), Alachua (938.8), Duval (747.7) and Orange (724.2)
counties. These counties accounted for 22% of the state’s cases,
but only 14% of the state’s population. The largest number of
cases were reported in Miami-Dade (13,415 cases) and Broward
(11,347 cases) counties. These two counties accounted for 24% of
the state’s cases and 22% of the state’s population.

Rate per 100,000 population
[1160.2-340.8

0 340.9-492.7

W 492.8-747.7

W 747.8-1158.8

Retes are by county of residence, regardless of where infection was acquired (105,058
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.



Chlamydia (Excluding Neonatal Conjunctivitis)

Chlamydia rates (per 100,000 population) are highest in adults 20 to 24 years old, followed by teenagers 15 to 19 years old.
Rates in adults rapidly decrease with age. The rate in adults 20 to 24 years old is more than 10 times the rate in adults 35 to
44 years old and more than 35 times the rate in adults 45 to 54 years old.

m 2018
3034.5 Previous 5-year average rate
22252

1,059.1

00 00 06 509 2640 861 324 65 19 09

- - - - -

<1 14 59 1014 1519 2024 2534 3544 4554 5564 65-74 7584 85+
Age group (inyears)

Chlamydia rates (per 100,000 population) have increased in all gender, race and ethnicity groups from 2014 to 2018, except
in blacks where it decreased slightly. The rate in other races almost tripled in that time, and now that group has the highest
rate, followed by blacks then whites.

1316.7

. 404.9
Vale 2604 ® 3547 Cther 439.3 Non-Hispanic 342.7 PO
White 197.0 @=——@® 2124

2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution w hen more than 5% of data are missing. Chlamydia cases (excluding neonatal
conjunctivitis) w ere missing 23.9% of ethnicity data in 2014, 17.7% of race data in 2014, 24.3% of ethnicity data in 2018 and 18.4% of race data in

2018.

Chlamydia rates (per 100,000 population) are highest in adults 20 to 24 years old, followed by teenagers 15 to 19 years old.
Overall, rates have increased in males in both age groups and in females 20 to 24 years old. The rate in both age groups in
black females has decreased over the past 10 years. The rates in other races in both age groups and both genders have
increased steadily, as have rates in Hispanic males in both age groups.

Females 15-19 years old Males 15-19 years old
2009 rate 10-year trend 2018 rate 2009 rate 10-year trend 2018 rate
27958 IlNa__anmm 2522 aiin-__sill
White 3 JOm_ _Hlm 740 White N | | | B
Black 1612.1 II..______ 962.9 Black 4418 |I.____... 404.2
Hspanic  341.1 ______.III 455.0 Hispanic 676 __.___.Ill 1144
Cther 583 gt ran _all I 3103 Cther 27 ] | I 913
Females 20-24 years old Males 2024 years old
2009 rate 10-year trend 2018 rate 2009 rate 10-year trend 2018 rate
_un___WHRl 317
White CR—— | | | Y White POVR— | | |
Black 1463.7 |I|....___ 12125 Black 675.1 |I|___.... 617.2
Hispanic 3917 _we @ lll I 590.6 Hispanic 1482 o .ll I 254.6

Cther 64.0 sEkTrass _.I I 376.4 Cther 292 - .I I 165.8



Ciguatera Fish Poisoning

Key Points Disease Facts

Ciguatoxin is produced by dinoflagellates in the genus Caused by ciguatoxins produced by marine dinoflagellates
Gambierdiscus. Marine dinoflagellates are typically @ (associated with tropical fish)

found in tropical and subtropical waters and are eaten
by herbivorous fish that are in turn eaten by larger
carnivorous fish, causing the toxins to bioaccumulate in
larger fish such as barracuda or grouper. While case
finding in Florida is thought to be more complete than
in other states, under-reporting is still likely due to lack Exposed through consuming fish containing ciguatoxins
of recognition and reporting by medical practitioners.

lliness includes nausea, vomiting and neurologic symptoms
(e.g., tingling fingers or toes, temperature reversal);
anecdotal evidence of long-term periodic recurring
symptoms

Under surveillance to identify and control outbreaks,
Single cases of ciguatera fish poisoning warrant a full @ identify high-risk products (e.g., barracuda, grouper)
investigation and are generally characterized as outbreaks for public

health purposes. Prior to 2015, all cases were classified as outbreak-associated
for this report. Starting in 2015, cases were only classified as outbreak-associated
for this report when at least two or more people had a common exposure.

More ciguatera fish poisoning
cases were reported in 2018 than

Forty-eight investigations occurred in 2018 involving 74 cases, of which 68 cases any year since 2009.

were in Florida residents and six cases were in non-Florida residents. One Florida 69

resident case reported in 2018 was associated with an investigation that 49

occurred in 2017. Investigations involved an average of 1.6 cases with a range of

one to five cases. The most common fish consumed was barracuda. Cases were

most commonly associated with recreationally harvested fish. In 2018, cases

were investigated throughout the year, with the largest number of cases occurring

in February, June, July and September. 2009 2018

Disease Trends

Summary The ciguatera fish poisoning rate (per 100,000 population) is generally highest
Number of cases 69 in adults aged 25 to 74 years. In 2018, 65 cases were reported in adults and
Rate (per 100,000 population) 03 three cases were reported in teenagers. Age was unknown for one case.

Change from 5-year average rate +43.0%
Age (in Years) m 2018 rate (per 100,000 population)
Mean 47 Previous 5-year average rate 0.7
Median 48
Min-max 13-78 0.3
02 02
Female 35 (50.7) 03  — —
Male 34 (49.3) 0.3 <1 14 59 1014 1519 2024 2534 3544 4554 5564 65-74 7584 85+
Unknown gender 0 Age group (inyears)

Race MCCHGECCIVMINEC] The ciguatera fish poisoning rate (per 100,000 population) is generally similar in
White 41 (774) 03 males and females as well as in whites and blacks. The rate was slightly higher in
Black 7(132) NA" other races and notably higher in Hispanics in 2018.

Cther 5(9.4) NA
Unknown race 16

Ehnicity Number (Percent) Rate
Non-Hispanic 15 (25.0) NA
Hispanic 45 (75.0) 0.8 ® 04
Unknown ethnicity 9 Male04 93 White0.3 A\M 0.3 Non-Hispanic 0.3 \

0.1
Cther 0.0
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Ciguatera fish poisoning cases w ere missing 13.0% of ethnicity data in 2018 and
23.2% of race data in 2018.



Ciguatera Fish Poisoning

Summary Number

69
Number (Percent)

Number of cases

Qutcome
Hospitalized 1
Died

Imported Status Number (Percent)

15.9)
0.0)

1
0 (
(

Ciguatera fish poisoning cases tend to occur in coastal counties,
particularly in south Florida. In 2018, the rate per 100,000
population was highest in Hendry County (one case); Miami-Dade
County accounted for just over half of all cases (38).

Exposed in Forida 61 (89.7)
Exposed in the U.S,, not Florida 0 (0.0)
Exposed outside the U.S. 7 (10.3)
Exposed location unknown 1
Cutbreak Status Number (Percent)
Sporadic 31 (44.9)
Cutbreak-associated 38 (55.1)
Qutbreak status unknown 0 Rate per 100,000 population
£C310.0
£30.1-0.1
I 0.2-1.2
1325
Rates are by county of residence for cases exposed in Horida (61 cases). Rates based
on <20 cases are not reliable and should be interpreted with caution. See Tables 8 and
9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
Less than 25% of cases are Most cases are outbreak- Most fish causing ciguatera fish poisoning
hospitalized. No deaths have associated. Implicated fish are were recreationally harvested. Frequently,
been identified in recent commonly shared by multiple multiple sources of fish are identified,
years. people. and occasionally, no source can be
Percent of cases hospitalized m Qutbreak-associated identified.
. Sporadic .
24% 16% 12% 15% 16% 100% 77% 79% 70% 55% Source of fish
Recreationdly harvested 26
l l l Lroomn 15
45% Multiple 12
23% 20 Cther 11
Restaurant 3
2014 2018 2014 2018 Gocery/market i 2
More than 85% of cases are Ciguatera fish poisoning generally peaks in August and September. However,
exposed in Florida each year. more cases were identified in February, June, July and September in 2018.
Acquired: m 2018 case count
In the US| Qutside US. Previous 5-year average
2014 8%
2015 11% 6
4
2016 3% 2
2017 % Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
2018 10%

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Cryptosporidiosis

Key Points Disease Facts

During the past two decades, Cryptosporidium has @ Caused by Cryptosporidium parasites

become recognized as one of the most common causes

of waterborne disease (recreational water and drinking @ lliness is gastroenteritis (diarrhea, vomiting)

water) in humans in the U.S. Diagnostic capabilities Transmitted via fecal-oral route, including person to
have improved over the years, making it easier to person, animal to person, waterborne and foodborne

identify illnesses caused by this parasite.
Under surveillance to identify and control outbreaks,

Cryptosporidiosis in Florida and the U.S. has a identify and mitigate common sources (e.g.,
seasonal and cyclical trend. Following a sharp contaminated food/water source, ill food handler),
increase in cases in 2014 in all genders, races and monitor incidence over time, estimate burden of illness

ethnicities, cases have generally decreased.
Cryptosporidiosis incidence is consistently highest in
children 1 to 4 years old.

Cryptosporidiosis incidence peaked in 2014 when there were six waterborne Cryptosporidiosis incidence increased
outbreaks investigated, including 134 cases associated with swimming pools, a sharply in 2014, decreased in 2015
recreational water park and kiddie pools. Additional community-wide outbreaks in and 2016, and has remained

2014 were associated with person-to-person transmission and daycares. relatively stable since.

There were two waterborne disease outbreaks due to Cryptosporidium in 2018.
One outbreak (seven cases) was associated with recreational water at a natural 497 586
spring while the second outbreak (seven cases) implicated a splash park as the l
source. There was one person-to-person outbreak (11 cases) in 2018 associated

with a child care facility. Other reported clusters of iliness were associated with 2009 2018
person-to-person transmission, travel and daycares.
Disease Trends
Summary The cryptosporidiosis rate (per 100,000 population) is consistently highest in
Number of cases 586 children 1 to 4 years old, which remained true in 2018.
Rate (per 100,000 population) 2.8 m 2018 rate (per 100,000 population)
Change from 5-year average rate -35.7% Previous 5-year average rate
Mean 41 7.9 5.2
) 27 :
Median 41 42 26 17 417 24 22 438 29 30 33
Min-max 0-102
q 14 59 1014 1519 2024 2534 3544 4554 5564 G574 7584 85+
Female 309 (52.7) 29 Age group (in years)
Male 277 (47.3) 27
Unknown gender 0 The cryptosporidiosis rate (per 100,000 population) decreased among all
Face MWCHGECCIVMINET  demographics from 2014 to 2018. Rates were similar by gender, race and
White 435 (77.3) 2.7 ethnicity in 2018, with the exception of other races, which was higher.
Black 79 (14.0) 22
Cther 49 (8.7) 4.1 Cther 13.6
Unknown race 23 Male9.8 @ White 94 A Non-Hispanic 10.4
Ehnicity Number (Percent) Rate \
Non-Hispanic 449 (80.8) 2.9 \ 41
Hispanic 107 (19.2) 20 0 27 29
Unknown ethnicity 30
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing.
Qyptosporidiosis cases were missing 5.2%0f ethnicity data in 2014 and 5.1%0f ethnicity datain2018. 10
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Cryptosporidiosis

Number
586

Summary
Number of cases

Cryptosporidiosis occurs throughout the state. The highest rates (per
100,000) in 2018 generally occurred in small, rural counties with

Case Classification Number (Percent) lower rates in many of the large, metropolitan areas of the state.
Confirmed 250 (42.7) .
Probable 336 (57.3) g I
Hospitalized 217 (37.0) \
Died 1(0.2)
Daycare 42 (7.2)
Health care 13 (2.2)
Food handler 13 (2.2)
Rate per 100,000 population
Acquired in Florida 472 (91.1) 0.0
Acquired in the U.S,, not Florida 5(1.0) 10.1-1.4
Acquired outside the U.S. 41 (7.9) 1544
Acquired location unknown 68 N 4.5-54.6
Qutbreak Status Number (Percent)
Sporadic 495 (84.5)
Qutbreak-associated 91 (15.5) Rates are by county of residence for infections acquired in Horida (472 cases). Rates
Outbreak status unknown 0 based on <20 cases are not reliable and should be interpreted with caution. See Tables

8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Unlike many other
reportable diseases, only
about half of
cryptosporidiosis cases are
confirmed.

Hospitalizations and deaths
are typically related to
underlying conditions and
comorbidities.

Many of the 2014 cases occurred in
daycare settings. People in sensitive
situations may pose a risk for
transmitting infection to others.

Most cryptosporidiosis
case are sporadic. Only
16% were outbreak-
associated in 2018.

Percent of cases hospitalized 400 m Qutbreak-associated
Confirmed 089 35% 35% 37% § 200 Daycare Sporadic
0,
2014 [ 54% 16% | - - - 8 —e—Food handler 389, 24% 20% 12% 1gv,
[ | o .
O R ———— (1 —e— Health care . I N == ..
2016 |l 37% g 100
2017 53% z . 62% 76% 80% 88% 84%
9 0
2010l 3% ., 2018 2014 2018

Most cryptosporidiosis infections

are acquired within Florida.
Acquired:

[[XEH Inthe US | Qutside US.

2014 2018

Cryptosporidiosis cases peak in the summer and early fall months, similar to
other enteric diseases.

m 2018 case count
Previous 5-year average

2014 2%
2015 6% 51 - -
61
2016 - 3 B 33 2 W 5 42 35
2017 8%
Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec
2018 8%

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and

month of occurrence.



Cyclosporiasis

Key Points .

) . . . Disease Facts
Incidence is strongly seasonal, peaking annually in
June and July. Large multistate outbreaks of @ Caused by Cyclospora parasites
cyclosporiasis were identified |n-20-13, 2014, 2015 @ lliness is gastroenteritis (diarrhea, vomiting)
and 2018. In the U.S., cyclosporiasis outbreaks are
primarily foodborne and have been linked to various Transmitted via fecal-oral, including foodborne and less
types of imported fresh produce, including basil, commonly waterborne
cilantro, mesclun lettuce, raspberries and snow peas. @ Under surveillance to identify and control outbreaks,
In 2018, 2,299 laboratory-confirmed cases of identify and mitigate common sources (e.g.,
cyclosporiasis were reported nationally as of October 1, contaminated food product), monitor incidence over
2018 (the most recent date for which national data were time, estimate burden of iliness

available). These cases were reported by 33 different

states, had iliness onset from May to August 2018, and had no history of international

travel during the 14-day period prior to illness onset. Florida reported 72 (95%) of its 76 cyclosporiasis incidence increased
cases during this same time period. sharply in 2017 and remained

elevated in 2018.
The national increase in cases was attributed, in part, to multiple large foodborne

outbreaks reported from May to August 2018. Globalization of food distribution typically
results in the same products being sold and consumed across the U.S. While cases 40
cannot always be linked to a particular outbreak, Florida’s elevated incidence in 2018
is likely a result of the same food products driving the national increase. In 2018,
Florida identified one case associated with a multistate outbreak and four cases 2009 2018
associated with two in-state household clusters (two cases in each cluster; vehicles

unknown).
Disease Trends

The cyclosporiasis rate (per 100,000 population) is consistently higher in adults
LU >25 years old and was particularly high in adults 45 to 54 years old in 2018.
Number of cases

76

m 2018 rate (per 100,000 population)

Rate (per 100,000 population) 04 Previous 5year averzge rate
Change from 5-year average rate +38.9%
=
Mean 01 01 01 02 i .
Median 54 _0.0 e 0.0 — B -
——— 4 14 59 10414 1519 2024 2534 3544 4554 5564 6574 7584 85+
_
Female 44 (57.9) Agegroup (inyears)
Male 32 (42 1) 0.3 Driven primarily by the larger increase in 2017, cyclosporiasis rates (per 100,000

Unknown gender population) increased in all gender, race and ethnicity groups except blacks and

Number (percent Rate Hispanics from 2014 to 2018. Rates were similar in gender groups, but higher in

White 60 (83.3) other races, whites and non-Hispanics in 2018.

Black 4 (5.6) NA

Cther 8 (11.1) NA 0.7

Unknown race 4 04 04
Ehnicity Number (Percent)  Rate / 0.3 Cther 0.3 / /

Non-Hispanic 64 (88.9) 04 Male 0.1 White 0.1 Non-Hispanic 0.1

rispane 811 W 2014 2018

Unknown ethnicity 4 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Cyclosporiasis cases w ere missing 21.2% of ethnicity data in 2014, 21.2% of race
data in 2014, 5.3% of ethnicity data in 2018 and 5.3% of race data in 2018.
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Cyclosporiasis

Summary Number

Number of cases 76

Case Classification Number (Percent)
Confirmed 75 (98.7)
Probable 1(1.3)

Cutcome Number (Percent)
Hospitalized 5 (6.6)
Died 0 (0.0)
Acquired in Florida 38 (67.9)
Acquired in the U.S,, not Florida 6 (10.7)
Acquired outside the U.S. 12 (21.4)
Acquired location unknown 20

Cutbreak Status Number (Percent)
Sporadic 65 (85.5)
Cutbreak-associated 5 (6.6)
Cutbreak status unknown 6

The majority of cyclosporiasis cases
are confirmed. Probable cases are
symptomatic people
epidemiologically linked to
confirmed cases.

Confirmed

2014 || 00%
2015 || °7%
2016 || 00%
2017 || 95%
2018_99%

Most cyclosporiasis infections are acquired
in Florida. Over half of infections acquired
outside the U.S. were from Mexico (seven
cases).

Acquired:

[0 In the US Qutside U.S.
2014 23%
2015 21%
2016 45%
2017 21%
2018 21%

Cyclosporiasis cases occurred primarily in central and south
Florida counties in 2018. The rate (per 100,000 population) was
highest in Jackson County (one case); Alachua and Lee counties
had the most reported cases (four cases each).

BT

Rate per 100,000 population

£J10.0

30.1-0.2
I 0.3-0.6
mm0.7-2.0

—

Rates are by county of residence for infections acquired in Horida (38 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by

county.
More Disease

Few cyclosporiasis cases are
hospitalized. No deaths have
occurred in recent years.

Percent of cases hospitalized

[v)
6% g % a4y T
[ —
2014 2018

Most cyclosporiasis cases are
sporadic. The percentage of
outbreak-associated cases
decreased to 7% in 2018.

m Quthbreak-associated
Sporadic

0% 7% S% 10% 7%
——

100% 93% 97% 90% 86%

2014 2018

Cyclosporiasis has a very strong seasonal pattern with cases primarily
occurring May through August, peaking in June and July. Few cases occur

during the rest of the year.

Jan Feb Mar Apr May Jun

m 2018 case count
Previous 5-year average

2 90 1 o0

Aug Sep Cct Nov Dec

Month of occurrence

See Appendix llI: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Dengue Fever

Key Points Disease Facts
Historically the Americas, primarily the Caribbean, @ Caused by dengue viruses (DENV-1, DENV-2, DENV-3, DENV-
have served as primary sources of dengue virus 4)

exposures in Florida residents. However, at least one
locally acquired case has been identified each year
from 2009 to 2018, with the exception of 2017.
Introductions have been primarily in south Florida.
Two outbreaks of locally acquired dengue fever have
occurred; one in Monroe County (2009 to 2010) and
one in Martin County (2013). Dengue fever incidence Transmitted via bite of infective mosquito, rarely by blood
was abnormally low in 2017 but returned to an transfusion or organ transplant

average level in 2018.

@ lliness is acute febrile with headache, joint and muscle
pain, rash and eye pain; severe dengue (dengue
hemorrhagic fever or dengue shock syndrome) symptoms
include severe abdominal pain, vomiting and mucosal
bleeding

@ Under surveillance to identify individual cases, implement

Infected residents and non-residents who are control measures to prevent introduction and active
infectious and bitten by mosquitoes while in Florida transmission, monitor incidence over time, estimate burden
could pose a potential risk for introduction of dengue of illness

fever; however, cases in non-Florida residents are not
Dengue fever incidence returned to

included in counts in this report. Four dengue fever cases were identified in non- )
an average level in 2018.

Florida residents while traveling in Florida in 2018.

Of the 87 cases reported in 2018, two were initially identified in previous years (one
case each in 2016 and 2017). The 2016 case was first reported as a confirmed Zika

87
case; additional laboratory testing allowed the person to also be reported as a 55
confirmed dengue fever case. Five additional cases were identified in 2018 but were l
not reported until 2019 and will therefore be included in the 2019 report. Case
2009 2018

counts and rates from this report may differ from those found in other vector-borne
disease reports as different criteria are used to assemble the data.

Disease Trends

The dengue fever rate (per 100,000 population) has historically been highest in

S adults 25 to 74 years old. In 2018, the rate was highest in adults 45 to 54 years
Number of cases 87 old; the youngest case was seven months old.
Rate (per 100,000 population) 04
Ch from 5 ) 2 5% m 2018 rate (per 100,000
ange irom o-year average rate -£.0/0 population) 13
Age (in Years)
Mean 49 0.5
Median 50
0.0 : : ;
Min-max 0-77 - 0.0 : :
CEILEn MUCCMGCICIVIEEE] <1 14 5.0 10-14 1519 20-24 25-34 3544 4554 5564 6574 7584 85+
Female 53 (60.9) 05 Age group (in years)
Male 34 (39.1) 0.3 S
Unknown gender 0 The dengue fever rate (per 100,000 population) is similar in males, females,
blacks, whites and non-Hispanics. In 2014, rates were higher in other races and
Race Number (Percent) Rate Hi ics. thoush th I dif b d ethni )
White 62 (74.7) 0.4 2§f;n|cs, ough there was less difference between race and ethnic groups in
Black 12 (14.5) NA '
Other 9 (10.8) NA Cther 1.4
Unknown race 4 08
Ethnicity Number (Percent) Rate '
: . Male 0.5 .
Non-Hispanic 26 (31.3) 0.2 <*o03 White 0.5 @=—mea 0.4
Hispanic N 57 (68.7) 1.1 Non-Hispanic 0.1 o—=0 (2
Unknown ethnicity 4 2014 2018 2014 2018 2014 2018
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Dengue Fever

Summary Number

Number of cases
Case Classification

Confirmed

Probable

Cutcome Number (Percent)

I-bspltal ized

Imported Status Number (Percent)

Acquired in Florida

Acquired in the U.S, not Florida

Acquired outside the U.S.

Acquired location unknown

Qutbreak Status
Sporadic
Cutbreak-associated
Cutbreak status unknown

Dengue fever was identified more frequently in Miami-Dade County
and Broward County residents in 2018, with 46 cases and 11

Number (Percent cases reported respectively.

4 (85.1)
3 (14.9)
6 (52.9)
0 (0.0)
1(1.1)
1(1.1)
85 (97.7)
0 Rate per 100,000 population
Number (Percent) £30.0
82 (94.3) 10.1-0.3
5 (57) m0.4-0.6
0 N (0.7-2.6

Rates are by county of residence, regardiess of where infection was acquired (87
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix I: Summary Data Tables for the number and
rate of cases in 2018 by county.

The percentage of
confirmed cases was
higher in 2018 than in
the previous four years.

Confirmed

2014 47%
20158 %

2016l 0%

2017 7,

2018 5%

Most dengue fever cases were acquired in the
Caribbean, primarily Cuba, while visiting friends and

relatives.

Central America/Caribbean
Asia

South America

Africa

Virginlslands (U.S.)

1
1

Region where infection acquired

7
6

More Disease

Four outbreak-associated
cases in 2018 were linked
to Haiti (mission trip: two

The rate of hospitalization is
relatively high, but no deaths
have occurred in recent

One case was acquired in Miami-
Dade County in 2018; all others
were imported from other

years. cases; visiting relatives: two  countries or U.S. territories with
Percent of cases hospitalized cases). endemic transmission.
. . 65% Acquired:
58% 58% 40, °°7° 53% m Qutbreck-assodiated [0 In the US Qutside US
oradic
._._-._. > s% ] 6% 8% 2014
13% 4% 7% 4% 6%
- | 859 2015
574 5% 5% 2016
2014 2018 87% 96% 93% 96% 94% 4%I 0% 96% | 2017
2014 2018 1%|1% 98% | 2018

Dengue fever cases are most common in summer and fall, but can be
imported any time of year. In 2018, 68% of cases occurred from August
to November.

71 m 2018 case count

Previous 5-year average

3
1 0 0 1
|
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Month of occurrence

See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Key Points Disease Facts

Ehrlichiosis is a broad term used to describe illnesses @ Caused by Ehrlichia chaffeensis, Ehrlichia ewingii,
caused by a group of bacterial pathogens. At least three Ehrlichia muris eauclairensis bacteria

different Ehrlichia species are known to cause human

illness in the U.S. Both Ehrlichia chaffeensis, also known @ llinesshigoludesiieverieadachietfatisueandinusole

as human monocytic ehrlichiosis (HME), and Ehrlichia gohies

ewingii are transmitted by the lone star tick Transmitted via bite of infective tick; rarely through blood
(Amblyomma americanum), one of the most commonly transfusion and organ transplant

encountered ticks in the southeastern U.S. A third
Ehrlichia species, called Ehrlichia muris eauclairensis, @
has been reported in a small number of cases in

Minnesota and Wisconsin; it is transmitted by the black-

legged tick (Ixodes scapularis).

Under surveillance to monitor incidence over time,
estimate burden of illness, understand epidemiology of
each species, target areas of high incidence for
prevention education

Ehrlichiosis cases present with similar symptoms regardless of species causing

infection and are indistinguishable by serologic testing. E. ewingii and E. muris

eauclairensis are most frequently identified in immunocompromised patients. Ehrlichiosis incidence increased
Severe illness is most frequent in adults >50 years old and those who are notably in 2018.
immunocompromised. Delays in treatment can increase risk for severe outcomes

across all age groups.
ge group 40

Erhlichiosis incidence in Florida increased notably in 2018, consistent with general
increases in tickborne rickettsial infections nationally. A larger proportion of cases
(15%) with reported exposures outside of Florida also contributed to this increase. In
2018, the majority of cases were in males. Most cases were also in whites and non-
Hispanics, which may in part be due to more homogenous population demographics 2009 2018
in northern and central Florida where most exposures occur.
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Disease Trends

The ehrlichiosis rate (per 100,000 population) is highest in adults, particularly in adults 55 to 84 years old.

SLTER] m 2018 rate (per 100,000 population)
Number of cases 4 Previous 5-year average rate 05 05
Rate (per 100,000 population) 0.2 0.3
Change from 5-year average rate +69.3% 02 02 0.2
Age (in Years) 0.1 = =
Mean 60 _0.0 00 00 00 00 00 pm = i
Median 62 < 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Min-max 25-86 Age group (in years)
nder Numb (ent) 3G Ehrlichiosis rates (per 100,000 population) remained relatively stable in all
emale (37.9) demographics from 2014 to 2018, except for other races, where it increased
Male 25 (62.5) 02 . . . . . o
slightly. Rates were higher in males, whites, other races and non-Hispanics in
Unknown gender 0
2018.
Race Number (Percent) Rate
White 38 (95.0) 0.2 02 0.2 / 02
Black 0 (0.0) NA VWhite0.2 / 02 Non-Hspanic 0.2
¢ ) :
Cther 2 (5.0 NA Male 0.1
Unknown race 0
Bhnicity Number (Percent) Rate Cther 0.0
Non-Hispanic 38 (97.4) 0.2 2014 2018 2014 2018 2014 2018
Hispanic 1(26) NA Note that trend graphs should be interpreted with caution when more than 5% of data are missing.
Unknown ethnicity 1 Bhrlichiosis cases were missing 6.9%of ethnicity data in 2014 and 6.9%of race data in 2014.
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Summary Number

Number of cases
Case Classification

Number (Percent

Confirmed (52.5)
Probable 19 (47.5)
CQutcome Number (Percent)
Hospitalized 29 (72.5)

Died 0 (0.0)

Imported Status Number (Percent)
Acquired in Florida 28 (82.4)
Acquired in the U.S,, not Florida 6 (17.6)
Acquired outside the U.S. 0 (0.0)
Acquired location unknown 6

Qutbreak Status Number (Percent)
Sporadic 40 (100.0)
Qutbreak-associated 0 (0.0
Cutbreak status unknown 0

Of note, one “ehrlichiosis/anaplasmosis, undetermined”
case was reported in 2018; it is not included in the
ehrlichiosis case count. Serologic testing could not
determine whether this infection was caused by Ehrlichia
or Anaplasma; however, epidemiological data suggest it
was likely caused by Ehrlichia.

More Disease

Most ehrlichiosis infections acquired within Florida are in residents
of northern and central counties. In 2018, four cases were
reported in Alachua County and two cases each in Dixie, Duval,
Leon and Volusia counties. The remaining 16 counties each had
one case reported.

T
\{} L

Rate per 100,000 population
0.0

£10.1-0.3

Em0.4-1.0

m-1-11.9 ¥/

Rates are by county of residence for infections acquired in Horida (28 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

Between 34% and 75% of ehrlichiosis cases Most ehrlichiosis cases are hospitalized; deaths are uncommon. Although

are confirmed; 53% of 2018 cases were
confirmed.

Confirmed
2014l  34%
2015  50%
2016 75%

2017 69%
2018l 53%

Most infections are acquired in Florida. In
2018, six infections were imported from
other states. Three cases with unknown
location of exposure spent time in both
Florida and another state or country during
their exposure periods.

Acquired:

Inthe US| Qutside US.

2014 0%
2015 0%
2016 0%
2017 0%
2018 0%

severe illness is more common in older adults, six (67%) of the nine
cases in people <50 years old were hospitalized in 2018.

Percent of cases hospitalized
79% 89% 86% 81% 73%

2014 2018 2014 2018

Ehrlichiosis cases are reported year-round, though peak transmission
typically occurs during the summer months. Activity was highest in April
and June in 2018.

m 2018 case count
Previous 5-year average

Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec

Month of occurrence

See Appendix llI: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Giardiasis, Acute

Key Points Disease Facts

Giardia intestinalis (also known as G. lamblia and G. @ Caused by Giardia parasites
duodenalis) is the most common intestinal parasite

of humans identified in the U.S. and a common O Minzes 1 e MoeniEiils (elaiee, W)

cause of outbreaks associated with untreated @ Transmitted via fecal-oral route, including person to person,
surface and groundwater. Annually, an estimated 1.2 animal to person, waterborne and foodborne
million cases occur in the U.S., and hospitalizations . . .

@ Under surveillance to identify and control outbreaks,

resulting from giardiasis cost approximately $34
million. Case reports have associated giardiasis with
the development of chronic enteric disorders,
allergies and reactive arthritis.

identify and mitigate common sources (e.g., contaminated
food/water source, ill food handler), monitor incidence over
time, estimate burden of illness

From August 2008 to January 2011, laboratory-confirmed cases no longer had to be
symptomatic to meet the confirmed case definition, resulting in an increase in
reported cases in 2009 and 2010.

Giardiasis incidence has remained
relatively consistent since the last

case definition change in 2011.
Giardiasis is a common parasitic disease reported in Florida. Giardiasis incidence

is highest in children 1 to 4 years old, followed by children 5 to 9 years old, then 1,981

infants <1 year old. It occurs throughout the state year-round, though the highest 1105
rates (per 100.000 population) are in small, rural counties. :
Giardia lives in the intestines of an infected person or animal and is shed through I
the feces. Outside of the body, Giardia has the potential to survive from weeks to - 2018

months.
Disease Trends

The giardiasis rate (per 100,000 population) is consistently highest in children 1
to 4 years old, followed by infants <1 year old and children 5 to 9 years old,

which remained true in 2018.

Number of cases ) 1105 W 2018 rate (per 100,000 population)

Rate (per 100,000 population) 5.3 153 Previous 5-year average rate

C‘nange from 5-year average rate -3.6%

Mean

Median 37

Min-max 0-91 <1 14 59 1014 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Gender Number (Percent)  Rate Age group (inyears)

ll\:/zlear:r;ale 2;2 EZZS; 23 In 2018, the giardiasis rate (per 100,000 population) was lower in all gender,

race and ethnicity groups compared to 2014. The decrease was most notable in
Unknown gender

Hispanics.
Number (Percent) Rate P

—

White 711 (80.3) Qher9.5
Black 78 (8.8) 22 Male76 8.1
oo % ‘\. 6.7 .

10.8) 8.1 White 5.8
Unknown race 220 .\O 44 Non-Hispanic 4.8 .\, 0

Ehnicity Number (Percent) Rate

Non-Hispanic 628 (72.9) 4.0
Hispanic 233 (27.1) 43 2014 2018 2014 2018 2014 2018
Unknown ethnicity 244

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Acute giardiasis cases w ere missing 7.8% of ethnicity data in 2014, 7.3% of race
data in 2014, 22.1% of ethnicity data in 2018 and 19.9% of race data in 2018.



Giardiasis, Acute

Summary Number

Number of cases 1,105

Case Classification Number (Percent)
Confirmed 1,069 (96.7)
Probable 36 (3.3)

Cutcome Number (Percent)
Hospitalized 137 (124)
Died 1 (0.1)
Daycare 42 (3.8)
Health care 24 (2.2)
Food handler 10 (0.9)
Acquired in Florida 812 (85.7)
Acquired in the U.S,, not Florida 25 (2.6)
Acquired outside the U.S. 110 (11.6)
Acquired location unknown 158

Qutbreak Status Number (Percent)
Sporadic 973 (89.4)
Qutbreak-associated 115 (10.6)
Qutbreak status unknown 17

Most cases are confirmed.
Probable cases are
epidemiologically linked to
confirmed cases.

Percent of cases hospitalized

Between 9% and 12% of
cases are hospitalized;
deaths are very rare.

Giardiasis occurs throughout the state. In 2018, rates (per
100,000 population) were consistently highest in small, rural
counties.

SL

Rate per 100,000 population
0.0

J0.1-2.6

m2.7-41

N 4.2-6.8

N 6.9-47.8

Rates are by county of residence for infections acquired in Horida (812 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Cases in sensitive situations are
monitored. People in sensitive
situations may pose a risk for
transmitting infection to others.

Outbreak-associated
giardiasis cases
typically reflect small
household clusters.

80 m Qut bre#@associ ated
Confirmed 9% 1% 10% o 12% § . Sporadic
0,
o——omm 1 1 1 1 B =S
2015 | o2 S 40 Daycare
(0]
2016 | ©7 § 20 Health care
2017 | o5 Food handler 1% 94% 91% 89% 89%
% 0
201 I o7 2014 2018 2014 2018

Between 79% to 86% of giardiasis infections
are acquired in Florida each year; some
infections are acquired in other states and

countries.
Acquired:

[[5E In the US Qutside US.
2014

2015
2016
2017
2018

2014 2018

Giardiasis occurs throughout the year with a small increase in the summer
and early fall months. In 2018, incidence was highest in July and August.

m 2018 case count
Previous 5-year average

Feb Mar

Jan

Apr May Jun Jul Aug Sep Oct Nov Dec

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and

month of occurrence.
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Gonorrhea (Excluding Neonatal Conjunctivitis)

Key Points

Over the past 10 years there has been a shift in the
demographics of those less than 25 years old
diagnosed with gonorrhea. Historically, the gonorrhea
rate was higher in females than males for persons 15
to 24 years old. During 2014, this shifted for persons
20 to 24 years old, with more male patients in that
age group diagnosed. The rates in males have been
increasing in most age groups since 2014.

The Department is one of 10 recipients

of the Centers for Disease Control and Prevention’s
(CDC) Sexually Transmitted Disease Surveillance
Network Grant. This grant requires awardees to randomly
sample 10% of the reported gonorrhea cases across the

Disease Facts
Caused by Neisseria gonorrhoeae bacteria

lliness is frequently asymptomatic; sometimes abnormal
discharge from vagina or penis or burning sensation when
urinating

Transmitted sexually via anal, vaginal, or oral sex and
sometimes from mother to child during pregnancy or
delivery

® ®O

Under surveillance to implement effective interventions
immediately for every case, monitor incidence over time,
estimate burden of iliness, evaluate treatment and
prevention programs

)

state and conduct in-depth interviews to gather more information about potential risk factors. This includes information about
their sexual behaviors and preferences as well as self-reported demographic information. Data from this grant are used to
identify at-risk subpopulations and better target prevention efforts for these groups.

Disease Trends

Gonorrhea incidence continued to Gonorrhea occurs throughout the state. Higher rates (per 100,000

increase in 2017. 32747 population) were clustered in the northern part of the state in
2018. The highest rates were in Leon (377.6), Duval (368.0),

20878 Alachua (309.4), Gadsden (296.8) and Jackson (240.7) counties.

These counties accounted for 17% of the state’s cases but only 8%
of the state’s population.

2009 2018
Number of cases 32,747
Rate (per 100,000 population) 156.3
Change from 5-year average rate +24.3%
Mean 28
Median 26
Min-max 2-85
Female 12,964 (39.6) 121.0
Male 19,779 (60.4) 193.1
Unknown gender 4

Race Number (Percent) Rate
White 10469 (36.3) 64.5
Black 15,100 (52.3) 4254
Cther 3,293 (11.4) 2771
Unknown race 3,885

Bhnicity Number (Percent) Rate
Non-Hispanic 22,850 (83.6) 146.8
Hispanic 4487 (16.4) 83.2

Unknown ethnicity 5410

3

Rate per 100,000 population
[132.5-91.1

B 91.2-153.9

Bl 154.0-240.7

I 240.8-377.6

Rates are by county of residence, regardiess of where infection was acquired (32,747
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.
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Gonorrhea (Excluding Neonatal Conjunctivitis)

21

Gonorrhea rates are highest in teenagers and adults 15 to 34 years old, peaking in adults 20 to 24 years old.

727.5

00 03 05 106

m 2018
Previous 5-year average rate

158.9

659 200 63 18 02

<1 14 59 10-14 1519 2024 25-34 3544 4554 5564 6574 7584 85+
Age group (inyears)

Gonorrhea rates (per 100,000 population) have increased in all gender, race and ethnicity groups from 2014 to 2018, but the
most noticeable increase was in other races. The rates were almost seven times higher in blacks than whites in 2018. Rates
are higher in males than females and higher in non-Hispanics than Hispanics.

Male 1201 ,_— 1931

Cther 85.9

2771

Non-Hispanic 98.9 @0 1468

White415 @=——® 645

2014 2018

2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are missing. Gonorrhea cases (excluding neonatal
conjunctivitis) w ere missing 17.4% of ethnicity data in 2014, 12.1% of race data in 2014, 16.5% of ethnicity data in 2018 and 11.9% of race data in

2018.

The gonorrhea rate (per 100,000 population) in males has increased in all age groups primarily affected by gonorrhea over the
past 10 years. However, the increase is most pronounced in adults 25 to 34 years old, particularly in the last four years. In
females, the rate has decreased from 10 years ago in people 15 to 19 years old but has increased in young adults and adults 20

to 34 years old.

Teenagers 15-19 years old

Young adults 20—24 years old

Adults 25-34 years old

Gender 2009 rate 10-yeartrend 2018 rate |Gender 2009 rate 10-yeartrend 2018 rate | Gender 2009 rate 10-yeartrend 2018 rate

311.6 Male

vele 2960 JHa___ 0NN

Female  639.0 I||.___.“

509.9 ---_--IIII

4901 Female 5873 EHEmm _.“

250.3 ______..“ 5075

664.4 Female 1928 ____._.III 296.9

702.5 Male

With the looming threat of antibiotic-resistant Neisseria gonorrhoeae, it is important that patients diagnosed with gonorrhea
are treated with CDC-recommended antibiotics. Currently, ceftriaxone paired with azithromycin is the recommended
treatment. Ceftriaxone is the last available antibiotic to treat N. gonorrhoeae; the bacteria have not developed a resistance to

ceftriaxone yet.
In 2018, 75% of diagnosed gonorrhea
cases in Florida were diagnosed at private
providers’ offices, while 25% were
diagnosed in public providers’ offices.

Percent of gonorrhea

cases diagnosed

75% [ NG
Public provider 25%-
Unknown 0%

Private provider

Public providers used CDC-recommended
treatment more often than private providers in
2018. Common reasons for not receiving CDC-
recommended treatment are drug allergies and
medication cost.

Percent using CDC-
recommended treatment

7o%
so I

Private provider
Public provider



Haemophilus influenzae Invasive Disease in Children <5 Years

Key Points Disease Facts
There are six identifiable serotypes of H. influenzae,

U n

' @ Caused by Haemophilus influenzae bacteria
named “a” through “f.” Only H. influenzae serotype

b (Hib) is vaccine-preventable. Meningitis and @ lliness can present as pneumonia, bacteremia, septicemia,
septicemia due to invasive Hib in children <5 years meningitis, epiglottitis, septic arthritis, cellulitis or purulent
old have almost been eliminated since the pericarditis; less frequently endocarditis and osteomyelitis
introduction of effective Hib conjugate vaccines in Transmitted person to person by inhalation of infective

the late 1980s. There were no cases of invasive Hib

respiratory tract droplets or direct contact with infective

reported in 2018, compared to two cases reported respiratory tract secretions

in 2017. H. influenzae invasive disease can @
sometimes result in serious complications and even

death. There were three deaths among cases in

2018, two of which had nontypeable strains and

one with a not type b strain. No deaths in 2018 had

H. influenzae meningitis or bacteremia listed as a

cause of death on the death certificates.

Under surveillance to identify and control outbreaks,
monitor incidence over time, monitor effectiveness of
immunization programs and vaccines

Between 20 and 45 invasive H.
influenzae cases are reported each year

in children <5 years old. 45

29

2009 2018

No invasive Hib cases in children <5 years old were reported in 2018 compared
to two cases reported in 2017. One-third (33%) of cases had nontypeable

strains, followed by serotype a (24%); samples from 14 cases (31%) were not

Number of cases 45 available for serotype testing.

Rate (per 100,000 population) 4.0 . )

Change from 5-year average rate +34.6% Serotypes reported in 2018 Number of Hib cases

. Nontypeable 15

Age (in Years) Unknown 14

Mean 1 Type a 11

Median 0 “ TType g 4 1

) t Type 1

Min-max 0-4 Typeb | 0 0
Gender Number (Percent)  Rate Typec | 0

Female 17 (37.8) NA Typed | 0 2009 2018

Male 28 (62.2) 48 Typee | 0

Unknown gender 0

The rate (per 100,000 population) of invasive H. influenzae in children <5 years

Race Number (Percent) Rate L . ) . . . . .
White 26 (57.8) 33 old is higher in I?nal.es thar? females and higher in non-Hispanics than Hls.pan!cs in
Black 11 (24.9) NA 2018. The rate is highest in other races, fgllowed by blacks and then whites in
Cther 8 (17.8) NA 2018, though other races had the largest increase from 2014 to 2018.

Unknown race 0

o

Non-Hispanic 38 (84.4) 4.9 49

48 Cther4.4
Hispanic 7 (15.6) NA V/. 33 Non-Hispanic 3.2 o/.
Unknown ethnicity 0 Male 2.9 hite 15 /

2014 2018 2014 2018 2014 2018
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Haemophilus influenzae Invasive Disease in Children <5 Years
Invasive H. influenzae cases in children <5 years old were

Number of cases identified in most areas of the state in 2018, but primarily in
central Florida. The highest rates (per 100,000 population) were in
Confirmed 5 (100.0) small, rural counties.
Probable 0 (0.0)
EE.\
I-bspltallzed 43 (95.6)
3 (6.7)

Acquired in Florida 44 (97.8)
Acquired in the U.S,, not Florida 0 (0.0)
Acquired outside the U.S. 1(22)
Acquired location unknown 0
Qutbreak Status Number (Percent) Rate per 100,000 population
Sporadic 42 (95.5) —10.0
Qutbreak-associated 2 (45) ~101-6.2
Qutbreak status unknown 1 m=6.5-10.1 {
= 10.2-148.4 /
P
Rates are by county of residence for infections acquired in Horida (44 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
All cases were confirmed by culture or PCR A large percentage of invasive H. Almost all cases are sporadic.
in 2018, which is consistent with past influenzae cases in children <5 years Outbreak-associated cases are
years. Probable cases are based on Hib old are hospitalized. Three children usually vertical transmission from
antigen detection in cerebrospinal fluid, died in 2018. mother to infant.
which is rare. Percent of cases hospitalized m Qutbresk-assodiated
Confirmed 94% 94% 96% Sporadic

% 89%

2014 100 . -86 . — . 0% 3% 0% 0% 5%

2015 ©7°
2016 100

2017/ 100% 100% 97% 100%100% 95%

2018 100%

2014 2018 2014 2018

Most infections are acquired in Florida. In There is not a distinct seasonality to invasive H. influenzae in children <5
2018, one case was imported from years old. It occurs in low numbers year-round. More cases were reported in
Guatemala. January, July and November in 2018.

Acquired: m 2018 case count

Inthe U.S. /Qutside U.S Previous 5-year average
2014 3%
2015 0%
2016 0%
2017 0% Jan Feb Mar Apr May Jun Jul Aug Sep ot Nov Dec
2018 2%

Month of occurrence

See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Hepatitis A

Disease Facts

Key Points
@ Caused by hepatitis A virus (HAV)

The best way to prevent hepatitis A infection is
through vaccination. Vaccination is recommended for
all children at age 1 year, travelers to countries where
hepatitis A is common, families and caregivers of
adoptees from countries where hepatitis A is
common, men who have sex with men, persons who
use recreational drugs (injection or non-injection),
persons experiencing homelessness, persons with
chronic liver disease or clotting factor disorders,
persons with direct contact with others who have
hepatitis A and anyone who wishes to obtain
immunity.

@ lliness includes inflammation of the liver, fever, malaise, loss
of appetite, nausea, vomiting, abdominal discomfort and
jaundice (can be asymptomatic)

@

Transmitted via fecal-oral route, including person to person,
foodborne and waterborne

Under surveillance to identify and control outbreaks, identify
and mitigate common sources (e.g., contaminated food
product, ill food handler), monitor effectiveness of
immunization programs

Hepatitis A incidence increased

Incidence increased substantially in 2018, with almost ) )
dramatically in 2018.

three times as many cases reported in a single year since 2009. 548

Most cases occurred in central Florida, with almost half (263 cases) reported in
Pinellas, Hillsborough and Pasco counties. The majority of cases were in adults

(median of 38 years old), males, whites and non-Hispanics. 191

In 2018, the most commonly reported risk factor was drug use in 50% of cases.
Other risk factors included homelessness in 13% of cases and men who have
sex with men in 11% of cases. No foodborne outbreaks of hepatitis A were

reported in 2018. .
Disease Trends

2009 2018

The hepatitis A rate (per 100,000 population) is consistently highest in adults

Summary
Number of cases 548 25 to 34 years old. The increase in 2018 was most noticeable in this age group,
Rate (per 100,000 population) 2.6 but noticeable increases also occurred in adults 20 to 24 years old and 35 to
Change from 5-year average rate +244.6% 54 years old.

Age (in Years)

m 2018 rate (per 100,000 population)

Mean 40 Previous 5-year average rate
Median 38 62 6.0
Min-max 2-88
CGender Number (Percent) Rate
Female 181 (33.0) 17 00 02 02 03 07 03 04
Male 367 (67.0) 36 4 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Unknown gender 0 Age group (inyears)
Race Number (Percent) Rate
White 474 (87.0) 2.9 The increased hepatitis A incidence in 2018 was evident in rates (per 100,000
Black 27 (5.0 0.8  population) for all demographics, though most notably in males, whites, other
CGther 44 (8.1) 3.7 races and non-Hispanics.
Unknown race 3
Bhnicity Number (Percent)  Rate 36 37
Non-Hispanic 479 (88.1) 3.1 29 31
Hispanic 65 (11.9) 1.2
Unknown ethnicity 4
Cther 0.9
MaIeO.5v Hackos Non-Hispanic 0.4 4
2014 2018 2014 2018 2014 2018
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Hepatitis A
Hepatitis A cases occurred primarily in central Florida in 2018,

Number of cases 548 though the rate (per 100,000 population) was high in some small,

Case Classification Number (Percent) rural counties in the Panhandle and northeast Florida.
Confirmed 548 (100.0)
Probable 0 (0.0)
Hospitalized 433 (79.0)
Died 11 (2.0)
Daycare 1(0.2)
Health care 16 (2.9)
Food handler 30 (5.5)
Fe per 100000 popution
Acquired in Florida 472 (95.9) E 8-?_0 .
Acquired in the U.S,, not Florida 4 (0.8) 0927
Acquired outside the U.S. 16 (3.3) 28 123
Acquired location unknown 56
Qutbreak Status Number (Percent)
Sporadic 454 (83.5) Rates are by county of residence for infections acquired in Forida (472 cases). Rates
Qutbreak-associated 90 (16.5) based on <20 cases are not reliable and should be interpreted with caution. See Tables
Qutbreak status unknown 4 8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
Each year, 50% to 80% of The increase in cases resulted in more infections in More outbreak-associated
hepatitis A cases are persons in sensitive situations, including food cases were identified in
hospitalized, though deaths handlers and health care workers. However, no 2017 and 2018 than
are rare. outbreaks were reported as a result of these previous years.
infections.
Percent of cases hospitalized 40 m Quthreak-associated
0 o o, 68% 9% @ Sporadic
ﬁ’s/";". . % 30 Food handler % ﬁﬂﬂ’ﬂ’
e — S 20
2 Health care
§ 10 0, 0, 0, 0, 0,
96% 97% 95% 89% 83%
0 — Daycare
2014 2018 2014 2018 2014 2018
A larger proportion of infections were Hepatitis A cases began to increase in May and remained well above the
acquired in Florida in 2018 compared previous 5-year average through December. The number of cases reported
1o past years. each month ranged from 11 in April to 108 in November.
Acquired:
Inthe US. Qutside US W 2018 case count
Previous 5-year average
2014 o1 108 s
2015 47 57 B2

27

2016 16 12 12 11 21

2017

Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec

2018

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and
month of occurrence.



Hepatitis B, Acute

Key Points Disease Facts
Acute clinical symptoms or prior negative laboratory @ Caused by hepatitis B virus (HBV)
results are required to differentiate acute hepatitis B

from Chr0n|C d|agnoseS’ mak|ng Survei”ance |||neSS inCludeS |nﬂammat|on Of the |iVer, feVer, malalse, IOSS

challenging. Incidence has increased over the last of appetite, nausea, vomiting, abdominal discomfort and
decade despite increased vaccination. The identified jaundice (can be asymptomatic)

increase is likely due to several factors, including an Transmitted via blood exposure, anal or vaginal sex,
enhanced surveillance project focusing on hepatitis percutaneous exposure (e.g., tattooing, needle sticks) or from
infections in young adults 18 to 25 years old mother to child during pregnancy or delivery

Under surveillance to prevent HBV transmission, identify and
prevent outbreaks, improve allocation of resources for
treatment services, assist in evaluating the impact of public
health interventions, monitor effectiveness of immunization
programs

implemented from 2012 to 2016 and changes in risk
behaviors among young adults. Updated laboratory @
reporting guidance from June 2014 requiring

laboratories participating in electronic laboratory

reporting to submit all negative hepatitis results in

addition to positive results has also helped identify

more acute cases. Acute hepatitis B incidence continued

In 2018, 176 cases (22%) were classified as acute based on negative results to increase in 2018. 783

preceding positive results. Routine vaccination against hepatitis B is

recommended for all children at birth (since 1994), all unvaccinated children 318

and adolescents less than 19 years old, adults at risk for hepatitis B and

adults 19 to 59 years old with diabetes. Acute viral hepatitis B infections were

frequently associated with drug use and sharing injection equipment. 2009 2018

Disease Trends

1 The acute hepatitis B rate (per 100,000 population) is consistently highest in

Number of cases 783
Rate (per 100,000 population) 3.7
Change from 5-year average rate +35.7%
m 2018 rate (per 100,000 population) 9.2

adults 35 to 44 years old and decreases steadily with age. The rate in adults 25
to 34 years old was lower in 2018 than the previous 5-year average.

8.2

Mean 48 Previous 5-year average rate
Median 47
Min-max 17 - 90 15 28 14 14

0.7

Gender Number (Percent) Rate 00 00 00 00
Female 316 (404) 29 d 14 59 10414 1519 2024 2534 3544 4554 5564 6574 7584 85+
Male 467 (59.6) 46 .

Unknown gender 0 Age group (inyears)

Race Number (Percent)  Rate The acute hepatitis B rate (per 100,000 population) is higher in males than
White 535 (76.1) 33 females and higher in non-Hispanics than Hispanics. In 2018, rates were similar
Black 107 (15.2) 3.0 in blacks and whites but notably higher in other races.

Cther 61 (8.7) 5.1 46 5.1
Unknown race 80 37
3.3 :

Bthnicity Number (Percent)  Rate [EEYSECEHS wite21 L2 bt /

Non-Hispanic 575 (87.5) 3.7 Cther 15 n-Hspanic 2.
Hispanic 82 (12.5) 15 '
Unknown ethnicity 126 2014 2018 sota 2018 ot 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Acute hepatitis B cases w ere missing 12.3% of ethnicity data in 2014, 9.8% of race
data in 2014, 16.1% of ethnicity data in 2018 and 10.2% of race data in 2018.
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Summary

Number of cases

Case Classification

Number

Number (Percent)

Hepatitis B, Acute

Acute hepatitis B cases occurred in most parts of the state in 2018,
though less commonly in the central and eastern parts of the Florida
Panhandle. The rates (per 100,000 population) were highest in the

Confirmed 617 (78.8) western part of the Panhandle and primarily small, rural counties
Probable 166 (21.2) across the rest of the state.
Hospitalized 459 586
Died 11 (1.4)
Imported Status Number (Percent)

Acquired in Florida

Acquired in the U.S, not Florida

Acquired outside the U.S,

Acquired location unknown
Qutbreak Status

Sporadic

Qutbreak-associated

Qutbreak status unknown

In 2018, 21 outbreak-associated cases were identified,
including five dichotomous pairs of acute cases, five
cases linked to chronic hepatitis B cases and two cases
linked to acute cases reported in previous years. Most
epidemiological linkages were household contacts
(38%); others were sexual (29%) and personal (14%)

contacts.

Number (Percent)

532 (98.2)
6 (1.1)
4 (0.7)
241

Rate per 100,000 population

590 (96.6) 0.0
2 64 S
172 3863
064313

Rates are by county of residence, regardless of where infection was acquired (783
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.

More than 75% of cases are

confirmed each year. In 2018,

93% of cases were
investigated.
Confirmed

2014 77%
2015 83%
2016 79%
2017 79%
201/ 79%
Almost 80% of acute
hepatitis B cases reported

in 2018 were symptomatic,
but fewer than half had
jaundice.

79%
Symptomatic

37%
Jaundice

More Disease

Most acute hepatitis B cases tested positive for hepatitis B surface antigen and IgM antibody
to hepatitis B core antigen. The IgM antibody is an indicator of acute infection.

Test type
Hepatitis B surface antigen
Hepatitis B core antibdy, IgM

Percent of cases Test interpretation
82%_ Acute or chronic HBV infection, no immunity developed

7% BV is multiplying

Hepatitis B DNA 42%- HBV has stopped multiplying
Hepatitis B core antibody, total 23%. Amount of HBV in blood
Hepatitis B e antigen 22% Acute HBV infection
Hepatitis B e antibody 10% Immunity to HBV

Hepatitis B surface antibody 10% 11 Hepatitis B core antibdy, IgM

Similar to past years,
the most common
risk factors for
hepatitis B infection
reported in 2018
included injection
drug use, non-
injection drug use
and incarceration. In
2018, the percentage
of unknown or
missing responses to
individual risk factors
ranged from 37% to
52%.

Reported riskfactors within sixmonths of infection

Injection drug use 21%
Non-injection drug use
Incarceration >24 hours
Incarceration>6 months
Tattoo

Contact witha person's blood
Surgery, dental work/oral
Intravenous infusion/injection
Accidentd needle stick

Body piercing

Hemodialysis

See Appendix IlI: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Hepatitis B, Chronic

Key Points Disease Facts

Given the large burden of chronic hepatitis and limited @ Caused by hepatitis B virus (HBV)
county resources, there have been concerns regarding

data completeness and case ascertainment in the past.

Earlier data are less reliable, particularly prior to 2009.

Since 2009, improvements in electronic laboratory

reporting (ELR) and increased focus on disease
surveillance have improved case ascertainment.

lliness can include chronic liver disease (e.g., cirrhosis and
liver cancer), though it is often asymptomatic; two to six
percent of acute infections in adults become chronic

Transmitted via blood exposure, anal or vaginal sex,
percutaneous exposure (e.g., tattooing, needle sticks) or

Automated case classification and reporting logic in the from mother to child during pregnancy or delivery
surveillance application have improved data quality. In @ Under surveillance to prevent HBV transmission, identify
2014, reporting requirements were updated to include acute infections and prevent outbreaks, assist in evaluating
mandatory reporting of all positive and negative hepatitis the impact of public health interventions, monitor

results, as well as all liver function tests, to support the effectiveness of immunization programs

identification of acute hepatitis B cases. ELR has
continued to expand. Acute clinical symptoms or prior
negative laboratory results are required to differentiate
acute hepatitis B from chronic. Cases that do not meet the
clinical criteria for acute hepatitis B or do not have prior
negative laboratory results to indicate acute infection are 4268
reported as chronic. Chronic cases are not required to be

investigated.

Given the large volume of laboratory results received electronically that are not
investigated and for which no clinical information is available, it is likely that 2009 2018
acute hepatitis B infections are misclassified as chronic.

Disease Trends

Similar to acute hepatitis B, the rate (per 100,000 population) of chronic

hepatitis B is highest in adults 35 to 44 years old. The rate in adults 25 to 34

Chronic hepatitis B incidence has
remained relatively constant since 2014.
4,763

Number of cases 4,763 years old was lower in 2018 than the previous 5-year average.
Rate (per 100,000 population) 227
Change from 5-year average rate 5.3% m 2018rate (per 100,000 populztion)
Rl Previous 5-year average rate 446
Mean 48
Median 47
Min-max 0-96 05 01

Cender Number (Percent) _ Rate 4 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+

Female 2,023 (42.6) 18.9 Age group (inyears)
Male 2722 (57.4) 26.6
Unknown gender 18 Chronic hepatitis B rates (per 100,000 population) are similar by gender and
Race Number (Percent) Rate ethnicity groups, though rates vary by race. Few chronic cases are investigated,
White 1286 (55.1) 79 causing a large proportion of race and ethnicity data to be missing.
Black 656 (28.1) 185 Cther 5.2
Cther 390 (16.7) 328 08
Unknown race 2431 Vele 256 0—e 266 '
Bhnicity Number (Percent) FRate Wites.1 79 Non-Hispanic11.5 e _g 493
Non-Hispanic 1,598 (86.1) 10.3
Hispanic 258 (13.9) 48 2014 2018 2014 2018 2014 2018
Unknown ethnicity 2907 Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are

missing. Chronic hepatitis B cases w ere missing 56.3% of ethnicity data in 2014, 45.9% of
race data in 2014, 61.0% of ethnicity data in 2018 and 51.0% of race data in 2018.
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Summary Number

4,763

Number of cases
Case Classification

(
Confirmed 2090 (43.9)
Probable 2673 (56.1)
Cutcome Number (Percent)
Hospitalized 173 (3.6)
Died 2 (0.3)
Imported Status Number (Percent)
Acquired in Florida 514 (91.1
Acquired in the U.S,, not Florida 3 (0.5)
Acquired outside the U.S. 7 (8.3) Rate per 100,000 population
Acquired location unknown 4,199 £J10.0
Qutbreak Satus Number (Percent) £30.1-12.0
Sporadic 785 (98.9) 121161
Qutbreak-associated 9 (1.1) :;2(2): %93
Qutbreak status unknown 3,969 ‘ ’

Most chronic hepatitis B
cases tested positive for
hepatitis B surface antigen. A
small number of cases had
1M antibody to hepatitis B
core antigen but did not meet
the case definition for acute
hepatitis B.

Less than half of chronic hepatitis
B cases are confirmed. Very few
cases are investigated.

Confirmed

2014 23%
2015[J 29%
2016[l 34%
2017 43%
201 | 44%

Number (Percent)

Hepatitis B, Chronic

Chronic hepatitis B occurred throughout the state in 2018, with the
highest rates (per 100,000 population) in small, rural counties
across the state and in large counties in southeast Florida.

=

Rates are by county of residence, regardiess of where infection was acquired (4,763
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.

More Disease

Test type Percent of cases
Hepatitis B surface antigen 897 NN
Hepatitis B DNA 37%
Hepatitis B core antibody, total  27% .
Hepatitis B e antibody 15%
Hepatitis B e antigen 10%.
Hepatitis B surface antibody 4%|

Hepatitis B core antibdy, IgM ~ 2%|

Test interpretation

Acute or chronic HBV infection, no immunity developed
HBV has stopped multiplying

Acute HBV infection

Immunity to HBV

Amount of HBV in blood

HBV is multiplying

Hepatitis B core antibdy, IgM

In 2018, 257 chronic hepatitis B cases (5.4%) were also diagnosed with HIV.
The majority of people with co-infections were male, black and 45 to 54 years

old. Gender  Percent of Age group Percentof cases
Male  86% NN 15—19 0.4%
Female 14% H 2024 2.0%|
Race 25—34 11.7%
White  46% I 35—44 21.8% Il
Black 49% N 45-54 29.6% 1IN
Other 2% | 55—64 28.4% IR
Unknow 4% | 65—74 5.5%1
75—84 0.8%]|
85+ 0.0%

Order of infection can not be determined from these charts. Race and ethnicity data are from
the enhanced HIV/AIDS Reporting System as demographic data were more complete.

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Hepatitis B, Pregnant Women

Key Points Disease Facts

Hepatitis B is a vaccine-preventable disease. . .
Identification of HBV in pregnant women allows for @ Caused by hepatitis B virus (HBV)

appropriate treatment of their infants, significantly @ lliness is acute or chronic; about 90% of children who are
reducing the infants’ risk of contracting HBV. Rates for infected at birth or during the first year of life will become
HBV infections in pregnant women are per 100,000 chronically infected
women aged 15 to 44 years old. . : .

Transmitted via blood exposure, anal or vaginal sex,
The 2016 National Immunization Survey estimates percutaneous exposure (e.g., tattooing, needle sticks) or
that HBV vaccination coverage for a birth dose from mother to child during pregnancy or delivery

Under surveillance to identify individual cases and
implement control measures to prevent HBV transmission
from mother to baby; monitor and evaluate effectiveness of
screening programs

administered from birth through 3 years old was 75%
in the U.S. and 59% in Florida. Birthing hospitals have @
standing orders to administer the birth dose of the

HBV vaccine; however, pediatricians sometimes

choose to wait to give the first dose in their private

offices. With lower-than-expected vaccination rates,

Florida is currently working with the Florida Chapter of the American Academy of
Pediatrics to provide education reminding health care providers that the Centers for
Disease Control and Prevention‘s Advisory Committee on Immunization Practices
recommends the birth dose be given within 24 hours to help decrease HBV
infections in newborns.

Incidence of hepatitis in pregnant women has generally decreased over the past 10
years, possibly due to increased vaccination of women of childbearing age or changes I

HBYV infections in pregnant women have
declined over the past 10 years, but
have remained relatively consistent since
2010.

598

395

in case ascertainment and protocol. In the U.S., Asians have a high HBV carrier rate (7 -
16%) and account for most HBV diagnoses in the other races category.

2009 2018
Disease Trends
The HBYV infection rate (per 100,000 population) in pregnant women is highest
in women 25 to 34 years old, with much lower rates in older and younger
Number of cases 3% women of childbearing age.
Rate (per 100,000 population) 103 m 2018 rate (per 100,000 population)
Change from 5-year average rate -20.1% Previous 5-year average rate
Age (in Years)
Mean 32
Median 32
MinTmax 17 -44 _0.0_0.0_0.0_0.0 0.9 0.0_0.0_0.0_0.0_0.0_
<1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Female 395 (100.0) 10.3 Age group (in years)
Male 0(00) NA The HBYV infection rate (per 100,000 population) in pregnant women decreased
Lnknown gender 0 slightly across all demographics from 2014 to 2018, except in other races where
the decrease was dramatic. The rate is highest in other races, followed by blacks
VWhite 73 (20.6) 26 and then whites, and higher in non-Hispanics than Hispanics.
Black 177 (49.9) 22.3
Cther 105 (29.6) 39.8 Cther 81.1
Unknown race 40
Ehnicity Number (Percent) Rate 398
Non-Hispanic 307 (92.5) 1.4
Hispanic 25 (7.5) 22 Non-Hispanic 16.1 0\. 114
Unknown ethnicity 63 White 3.8 @=———=@ 26
2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Hepatitis B surface antigen cases in pregnant w omen w ere missing 7.8% of ethnicity
data in 2014, 5.3% of race data in 2014, 15.9% of ethnicity data in 2018 and 10.1% of race
data in 2018.
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Hepatitis B, Pregnant Women
Similar to the distribution of chronic hepatitis B, the highest rates (per

Number of cases 395 100,000 population) of HBV infection in pregnant women are clustered
Qutcome Number (Percent) in south Florida. Unlike chronic HBV infections, many counties in the
Hospitalized 41 (104) Panhandle did not identify any HBV infections in pregnant women in
Died 0 (0.0 2018.
Imported Status Number (Percent)
Acquired in Florida 178 (60.1)
Acquired in the U.S,, not Florida 4 (1.4)
Acquired outside the U.S. 114 (38.5)
Acquired location unknown 99
Rate per 100,000 population
0.0
£10.1-7.0
H7.1-145
I 14.6-32.6
Rates are by county of residence, regardless of where infection was acquired (395
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.
More Disease
Between 5% and 12% of cases are hospitalized each year; lGuenerlaIIy, betweenlso% ancf 40% of
deaths are rare. Two cases died in 2016, but neither death |nfe_ct|ons are acquired outside
was related to HBV infection. No deaths were identified in FIorlda.ACquired:
2018. In the U.S. Qutside U.S
Percentage of cases hospitalized 2014 39%
12Y%
9% g 9% < 10% 2015 43%
[ =y ] ] | 016 -
2014 2018 2014 2018
2017 31%
There is no seasonality to HBV infections in pregnant women. The 2018 39%
number of cases that occurred in 2018 varied by month from 20 cases
in November to 40 cases in February. For infections known to be acquired outside Florida,
m 2018 case count Asia and Central America/Caribbean are the most

Previous 5-year average  COMMon regions where exposure occurred.

Region where infection was acquired

Asia 38
Central America/Caribbean 25
Europe 6
Africa 4
Jan Feb Mar Apr May Jun Jul Aug Sep Ot Nov Dec Qther US. state g
2

South America
Month of occurrence Middle East

South Pacific/ Oceania 1
Unknown 36

See Appendix llI: Report Terminology for explanations of case classification, outcome, imported status and month of occurrence.
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Hepatitis C, Acute

Key Points

Acute clinical symptoms or prior negative laboratory
results are required to differentiate acute hepatitis C
from chronic diagnoses, making surveillance
challenging. Incidence has increased since 2008,
likely due to several factors, including a change in
case definition in 2008, an enhanced surveillance
project focusing on hepatitis infections in young adults
initiated in 2012 and changes in risk behaviors in
young adults. Additionally, updated laboratory
reporting guidance in June 2014 required laboratories

Disease Facts
Caused by hepatitis C virus (HCV)

lliness includes inflammation of the liver, fever, malaise,
loss of appetite, nausea, vomiting, abdominal discomfort
and jaundice (can be asymptomatic)

Transmitted via blood exposure, percutaneous exposure
(e.g., tattooing, needle sticks), from mother to child during
pregnancy or delivery or rarely through anal or vaginal sex.

® ®

Under surveillance to prevent HCV transmission, identify

)

participating in electronic laboratory reporting to and prevent outbreaks, assist in evaluating the impact of
submit all negative hepatitis results in addition to all public health interventions and screening programs
positive results. In 2018, 73% of cases were

determined to be acute based on negative results Acute hepatitis C incidence continued
preceding positive results. to increase in 2018. 485

New hepatitis C diagnoses are frequently associated with drug use and sharing of
injection equipment. In 2018, most reported cases were sporadic. Ten outbreak-
associated cases were identified, each of which was epidemiologically linked to a
chronic hepatitis C case. Of the 10 outbreak-associated cases, five (45%) were
epidemiologically linked through sexual contact, three (27%) through personal
contact and one (9%) through a family member with chronic hepatitis C. The 2009
remaining two (18%) outbreak-associated cases were linked for other reasons.

Disease Trends

The acute hepatitis C rate (per 100,000 population) is higher in younger adults

compared to acute hepatitis B. The highest rate is in adults aged 25 to 34 years

77

2018

Number of cases old, followed by adults 20 to 24 years old. In 2018, rates in all adult age groups
Rate (per 100,000 population) 23 exceeded the previous 5-year average.
Change from 5-year average rate +75.7%
m 2018 rate (per 100,000 population)
Age (in Years) : 50
Previous 5-year average rate :
Mean 34
Median 40
s 68 o9 00 o1 oo O
Gender Number (Percent) Rate - — — —
Female 215 (44.3) 2.0 <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Male 270 (55.7) 26 Age group (inyears)
Unkn: d 0 - . .
LIRS The acute hepatitis C rates (per 100,000 population) increased across all age,
Race Number (Percent) Rate L. . .
; race and ethnicity groups from 2014 to 2018. The rate was higher in males
White 326 (80.7) 2.0 . . . . . . .
compared to females, higher in non-Hispanics compared to Hispanics and higher
Black 52 (12.9) 15 .
in whites and other races compared to blacks.
Cther 26 (6.4) 22
Unknown race 81 26 22
Bhnicity Number (Percent)  Rate 20 20
Non-Hispanic 313 (86.2) 20 / /
Hispanic 50 (13.8) 0.9 Male0.9 White 1.1 o Non-Hispanic 1.1
Unknown ethnicity 122 Ghert.0
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing. Acute
hepatitis C cases were missing 25.2%0f ethnicity data in 2018 and 16.7%o0f race data in 2018.
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Hepatitis C, Acute
Acute hepatitis C cases were r.eported in most parts of the state in

Number of cases 2018, though less commonly in the central and eastern parts of

Case Qassification A the FIorld.a Panhandle. The hlghest rates (per 100,000 population)

occurred in small, rural counties across the state.

Confirmed 435 (89.7)
Probable 0 (10.3)
I-bspltallzed 137 (28.2)
2 (04)
Acquired in Florida 277 (98.9)
Acquired in the U.S,, not Florida 3(1.1)
Acquired outside the U.S. 0 (0.0)
Acquired location unknown 205 Rte per 100,000 population
Cutbreak Status Number (Percent) 100
Sporadic 326 (97.0) £70.1-1.9
Qutbreak-associated 10 (3.0) m20-34
Qutbreak status unknown 149 35438
Rates are by county of residence, regardless of where infection was acquired (485
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.
More Disease
More than 75% of cases are Almost all confirmed cases of acute hepatitis C were positive for
confirmed each year. In 2018, 83% hepatitis C antibody, and most were positive for hepatitis C RNA.
of cases were investigated. Only a small portion of probable cases were positive for hepatitis C
RNA.
Confirmed Testtype Percentage of confirmed cases
2014 |51 % Hepatitis C antibod  87%
2015 ll60% Hepatitis CRNA — 70% [
2016- 78% Percentage of probable cases
2017 | 83% Hepatitis C antibod 100%
2015 I 0% Hepatiis CRNA ~ 10%
About 1/3 of acute hepatitis C Similar to past years, Reported risk factors within sixmonths of infection
cases reported in 2018 were the most common risk Injection drug use 11%
symptomatic, but only 12% had factors for hepatitis C Non-injection drug use 1%
jaundice. infection reported in Incarceration >24 hours
2018 included Hemodialysis
‘ 30% injection drug use, non- Incarceration >6 months
Symptomatic injection drug use and

Contact with a person's blood
incarceration. In 2018,

the percentage of
. 12% unknown or missing
responses to individual
risk ranged from 66%
to 76% .

Tattoo

Surgery, dental work/oral
Accidentd needle stick
Intravenous infusion/injection
Body piercing

Jaundice

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.
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Hepatitis C, Chronic (Including Perinatal)

Key Points Disease Facts

Hepatitis C incidence is highest among adults 25 to N .
34 years old. Changes in treatment options for HCV @ Caused by hepatitis C virus (HCV)

have led to an increased focus on identifying HCV @ lliness can include chronic liver disease (e.g., cirrhosis and
infections. Given the large burden of chronic liver cancer), though it is often asymptomatic; 70% to 85%
hepatitis and limited county resources, there have of acute infections in adults become chronic
been concerns regarding data completeness and . )

. . . Transmitted via blood exposure, percutaneous exposure
case ascertainment. Earlier data are less reliable.

(e.g., tattooing, needle sticks), from mother to child during

Over the past few years, improvements in electronic } i
pregnancy or delivery or rarely through anal or vaginal sex

laboratory reporting, logic within the surveillance

application and expansion of reporting requirements @ Under surveillance to prevent HCV transmission, identify
are believed to have improved case ascertainment. acute infections and prevent outbreaks, assist in evaluating
Acute clinical symptoms or prior negative laboratory the impact of public health interventions and screening
results are required to differentiate acute hepatitis C programs

from chronic. Cases that do not meet the clinical

criteria for acute hepatitis C or do not have prior negative laboratory results to
indicate acute infection are reported as chronic. Chronic cases are not required to be .

) . ) . . ) expansion but has decreased each year
investigated. Given the volume of laboratory results received electronically for which since.

no clinical information is available, it is likely that many acute HCV infections are 22215
misclassified as chronic. The high rate of chronic diagnoses in young adults (18 to 25 15111

years old), for example, supports the theory that acute infections are not initially
identified. An enhanced surveillance project focusing on chronic infections in young
adults was implemented from 2012 through 2016 to help identify risk factors and

Chronic hepatitis C incidence increased
in 2016 due to a case definition

2009 2018

acute infections.
Disease Trends

The rate of chronic hepatitis C (per 100,000 population) is highest in adults 25

t0.34 years old

Number of cases 22215 m 2018 rate (per 100,000 population)

Rate (per 100,000 population) 106.0 Previous 5-year average rate 202.2

Onange from 5-year average rate -12.6% 1714 126.7 173.9
= 895

Mean 69 43 06 05 125 245 154

Median 44 . —

Min-max 0-98 <1 14 59 1014 1519 2024 2534 3544 4554 5564 65-74 7584 85+
Gender Number (Percent) Rate Age group (inyears)

Female 8,026 (36.2) 749

Male 14116 (63 8) 137.8  The chronic hepatitis C rate (per 100,000 population) is higher in males than

Unknown gender females and higher in non-Hispanics than Hispanics. Rates are lower in blacks

Number (Percent) Rate than in whites and other races. Few chronic cases are investigated, causing a

—

Wmte 11,362 (82.5) 70.1 large proportion of race and ethnicity data to be missing.
Black 1,356 (9.8) 382 |1 ie1364 O——=— 1378
Cther 1,058 (7.7) 89.0
Unknown race 8439 Cther78.3 6738.(1)
Ethnicity Number (Percent)  Rate Wihite62.7 @ ' Non-HiSpanic 485 gumm—® 54.9
Non-Hispanic 8,539 (89.0) 54.9
Hispanic 1,060 (11.0) 19.7 014 2018 oo 2018 ot 2018

Unknown ethnicity 12616
Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are

missing. Chronic hepatitis C cases (including perinatal) w ere missing 62.2% of ethnicity data in
2014, 47.4% of race data in 2014, 56.8% of ethnicity data in 2018 and 38.0% of race data in
2018.
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Hepatitis C, Chronic (Including Perinatal)

Summary Number

Number of cases 22215

Case Classification Number (Percent)

Confirmed 16,229 (73.1)

Probable 5,986 (26.9)

I-bspltallzed 1,325 (6.0)
4 (0.1)

Imported Status Number (Percent)

Acquired in Florida 2639 (97.2)
Acquired in the U.S,, not Florida 2 (1.5)
Acquired outside the U.S. 5 (1.3)
Acquired location unknown 19,499
Cutbreak Status Number (Percent)

Sporadic 4622 (98.3)
Cutbreak-associated 81 (1.7)
Qutbreak status unknown 17512

Almost 75% of chronic hepatitis C cases were
confirmed in 2018. The probable case classification
expanded in 2016, resulting in a large increase in
probable cases.

Confirmed

2014 o<
2015 99
2016/l 60%
2017 69%
2013 73%

In 2018, 442 (2%) chronic hepatitis C cases were also
diagnosed with HIV. The majority of people with
co-infections were male, white and 55 to 64 years old.

Gender % of cases Age group % of cases
Male  77% NN 15—-19  0.0%
Female 23% Il 20—24 3.9%l

Race 25—34 18.8%
White  69% I 35—44 24.0% M
Black 28% Il 45-54 24.0%
Other 1% 55—64 24.7% Il
Unknow 2% | 65—74 4.1%]|

7584 0.7%
85+ 0.0%

Order of infection can not be determined from these charts. Race
and ethnicity data are from the enhanced HIV/AIDS Reporting Sys-
tem as demographic data were more complete for these cases.

More Disease

Chronic hepatitis C occurred throughout the state in 2018 with the
highest rates in small counties in northern and central Florida,
particularly in the Panhandle.

AL

Rate per 100,000 population
128.4-117.0

B 117.1-143.3

BN 143.4-197.8

N 197.9-2,032.0 @//

Rates are by county of residence, regardless of where infection was acquired (22,215
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.

Almost all confirmed cases of chronic hepatitis C were
positive for hepatitis C ribonucleic acid (RNA) and most were
positive for hepatitis C antibody in 2018. Only a small portion
of probable cases were positive for hepatitis C RNA.

Testtype Percentage of confirmed cases
Hepatitis C antibod 74%
Hepatitis C RNA  97% [ I

Percentage of probable cases
Hepatitis C antibod ##H#H
Hepatiis CRNA 6% |

Of chronic hepatitis C cases positive for hepatitis C antibody (anti
-HCV) in 2018 (18,063 cases), 67% had a positive nucleic acid
test (NAT) to detect hepatitis C RNA. Less than 10% of anti-HCV
positive cases were treated,* and very few cases were
reinfected.**
Hepatitis Ccontinuumof care
Anti-HCV positive
NAT performed 12581 cases KN
NAT positive 66.8%
Treated* [l 7.7%(1385 cases)
Reinfected** | 0.1%(20 cases)
*The number treated was calculated as a positive NAT result followed by
two negative NAT results, all of which were >30 days apart.

**The number reinfected was calculated as a negative NAT result followed
by a positive NAT result 230 days later.

See Appendix llI: Report Terminology for explanations of case
classification, outcome, imported status, outbreak status and month of
occurrence.



HIV/AIDS

Key Points

HIV is a life-threatening infection that attacks
the body's immune system and leaves a person
vulnerable to opportunistic infections. The
Centers for Disease Control and Prevention
estimates that 1.2 million people are living with
HIV (prevalence) in the U.S., nearly half of whom
live in the southern U.S. Florida is a large state
in the south with a diverse population,
substantial HIV morbidity and unique
challenges with respect to HIV/AIDS (acquired
immunodeficiency syndrome) surveillance,
prevention and patient care.

HIV incidence (new diagnoses) has been
gradually increasing since 2013. Rates are
consistently highest in adults 20 to 34 years
old. In 2018, male-to-male sexual contact
continued to account for most (74%) HIV
diagnoses among males.

Disease Facts
@ Caused by human immunodeficiency virus (HIV)

@ lliness is flu-like primary infection; AIDS is defined as HIV with
CD4 count <200 cells/uL or occurrence of opportunistic infection

Transmitted via anal or vaginal sex, blood exposure (e.g., sharing
injection drug needles, receiving infected blood transfusion [rare
due to donor screening]) or vertically during pregnancy, delivery or
breastfeeding

@ Under surveillance to enhance efforts to prevent HIV
transmission, improve allocation of resources for treatment
services, assist in evaluating the impact of public health
interventions

HIV incidence has been gradually
increasing since 2013.

5183
4,906

Untreated, HIV can continue to weaken the immune system and develop into
AIDS. Florida observed a 50% decrease in AIDS diagnoses from 2009 to 2018,

indicating an increase in testing and diagnosis of individuals earlier in disease

stage, along with linkage to care, retention in care and maintaining a 2009 2018

suppressed viral load.

Disease Trends

HIV incidence rates (per 100,000 population) are consistently highest in adults

Number of diagnoses 4906 20 to 34 years old.
Rate (per 100,000 population) 234 m 2018
Change from 5-year average rate +0.6% Previous 5-year average rate
Age (in Years) 50.3 59.8
Mean 37
Median 34 32 01
Min-max 0-94
Cender Number (Percent) Rate <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Female 1,014 (20.7) 9.5 Age group (in years)
Male 3892 (79.3) 38.0
Unknown gender 0
Race N CRGECEIINA:E] In 2018, HIV incidence rates (per 100,000 population) were 4.0 times higher
White 2,645 (95.8) 16.3 among males than females and 3.5 times higher among blacks than whites.
Black 2,020 (42.6) 56.9
Cther 79 (1.7) 6.6
Unknown race 162
BEhnicity Number (Percent)  Rate
Non-Hispanic 1666 (34.3) 10.7 Male37.6 @=——=~0 380
Hispanic 3187 (65.7 59.1 White 15.6 Qe 16,
Unknown ethnicity 53 (©57) Cther6.8 122 Non-Hispanic 8.6 @=——@ 10.7
2014 2018 2014 2018 2014 2018
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HIV/AIDS

Male-to-male sexual contact was the primary mode of exposure among males HIV was the ninth leading cause of
who received an HIV diagnosis in 2018 (74%), and heterosexual contact was the death for people 24 to 44 years old
primary mode of exposure among females (89%) who received an HIV diagnosis in Florida in 2018. Following the

in 2018. advent of antiretroviral therapy,
here has been ah 8% decline ™
Male-to-male sexual contact (MMSC) NA NA 2875 73.9% Florida resident deaths due to HIV

from 1995 (4,336 deaths) to 2018

Heterosexual contact 903 89.0% 741 19.0% (692 deaths).

Injection drug use (IDU) 100 9.9% 138  3.6%

MMSC and IDU NA NA 105 2.7%

Pediatric transmission 9 09% 9 02% Deaths due to HIV decreased by

Transgender sexual contact 2 02% 0.6% 44% from 2009 to 2018 and by

24
1014 3802 8% since 2017 alone.

Note: Pediatric transmission includes perinatal exposure and pediatric diagnoses without a
confirmed mode of exposure. Transgender sexual contact includes transgender males or females
whose mode of exposure was sexual contact.

1,232

692

e m In 2018, the HIV incidence rate (per I
35

100,000 population) among black

White 18.1 ) _
Black 341 86.0 fer’rlmales was 9.7 times higher than 2009 2018
Hispanic 8.0 544 white females. The rate among

black males was 4.8 times higher
than white males,
while the rate in
Hispanic males was

High HIV incidence rates (per 100,000
population) occurred in the central and
southeastern parts of the state in 2018.

The HIV care continuum reflects the series of steps a
person living with an HIV diagnosis takes from initial

diagnosis to being retained in care and achieving a very 3.0 times higher than Almost 50% of diagnoses were in three
low level of HIV in the body (viral suppression). Persons white males. counties, including Miami-Dade (1,224
living with HIV (PLWH) with a suppressed viral load (less diagnoses), Broward (661 diagnoses)
than 200 copies/mL) are highly unlikely to transmit the and Orange (500 diagnoses).

virus. -

There were 119,661 PLWH in Florida in 2018, 69% of ’ U

whom were retained in care and 64% of whom had a S

suppressed viral load.
Percentage of persons living with HIV (PLWH)

Diagnosed 119,661 PLWH

In care 89,925 PLWH AN

Rate per 100,000 population

. . 0.0
Retainedin care 69% —0.1-7.3
74114
Suppressed viral 64% 115187
load N 18.8-436

HIV care continuum definitions

Rates are by county of residence, regardless of where infection was acquired and
excluding Horida Department of Corrections diagnoses (4,809 diagnoses). Rates based
on <20 diagnoses are not reliable and should be interpreted with caution. See Tables 8

and 9 in Appendix |: Summary Data Tables for the number and rate of diagnoses in 2018
Suppressed viral load: less than 200 copies/mL by county.

In care: documented HIV-related care at least once in 2018

Retained in care: documented HIV-related care at least two times,
at least three months apart in 2018

To access more information on HIV surveillance, visit FloridaHealth.gov/diseases-and-conditions/aids/surveillance/index.html.

To find a care provider or to learn more about the resources available to persons living with HIV, visit FloridaHealth.gov/diseases-and-
conditions/aids/index.html.



Lead Poisoning in Children <6 Years Old

Key Points Disease Facts

Lead poisoning is most often identified in children as

part of routine screening. The Centers for Medicare and @ Caused by lead

Medicaid Services requires blood lead screening in all @ lliness includes a wide range of adverse health effects
not previously screened, children must be screened coma, death)

between 24 and 72 months old. The Centers for Disease
Control and Prevention recommends all children who are .
foreign-born or otherwise identified as high-risk be

Exposure is most commonly by ingestion of paint dust in
houses built prior to elimination of lead in paints in 1978

screened for lead. Children in this age group are more @ Under surveillance to estimate burden among children,
likely to put lead-contaminated hands, toys or paint ensure follow-up care for identified cases, identify need for
chips in their mouths, making them more vulnerable to environmental remediation to prevent new cases and

lead poisoning than older children. The most common exacerbation of illness, help target public health

sources of lead exposure for children include paint dust, interventions

flakes or chips in houses built prior to the elimination of

lead in paints in 1978. Less common sources include glazed ceramic dishes,
toys or jewelry, parental occupations or hobbies involving lead and folk
medicines or cosmetics from other countries.

Lead poisoning incidence increased
dramatically in 2017 due to a case
definition expansion. Incidence decreased

in 2018.
In 2017, Florida lowered the blood lead level for lead poisoning from =10 to =5 712

pg/dL to align with current national guidelines based on the adverse health effects
caused by blood lead levels <10 pg/dL in both children and adults. The large
increase in cases in 2017 was driven by cases with blood lead levels >5 and <10
pg/dL, which accounted for 77% of 2017 cases. Prior to 2010, lead poisoning case
data were primarily stored outside the state’s reportable disease surveillance
system; therefore, only cases from 2010 to 2018 are presented here.

Disease Trends
Lead poisoning in children <6 years old occurs throughout the year, with no
N distinct seasonality. The highest number of cases were reported in March, April
Number of cases .
) and August in 2018.
Rate (per 100,000 population) 52.0 m 2018 case count

Change from 5-year average rate +137.0% 80 Previous 5-year average

Age (in Years) 60 56 69 59 62 P 67 61 59 64

239

2010 2018

Mean 2
Median 2
Min-max 0-5

Gender Number (Percent) Rate Jan Feb Mar Apr May Jun Jul Aug Sep COct Nov Dec
Female 319 (44.8) 41.7 Month of occurrence
Male 393 (585.2) 56.2  Compared to lead poisoning in adults, where occupational exposure results in
Unknown gender 0 much higher incidence rates in men than women, rates (per 100,000 population)
in children <6 years old are more similar in males and females. The rate is higher
White 183 (37.0) 194 in blacks and other races than in whites, but similar by ethnicity. Because few
Black 171 (34.6) 55.9  cases with blood lead levels =5 and <10 pg/dL are investigated, race and
Cther 140 (28.3) 118.0  ethnicity data are missing for many cases.
Unknown race 218
e
Non-Hispanic 332 (72.5) 35.6 56.2
Hispanic 126 (27.5) 289 A Cther 275 356

Unknown ethnicity 254 T 19.4 /
Male 10.0 White 7.3 —" Non-Hispanic 11.1
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Lead poisoning cases in children less than 6 years old w ere missing 5.2% of
ethnicity data in 2014, 35.7% of ethnicity data in 2018 and 30.6% of race data in 2018. 38
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Lead Poisoning in Children <6 Years Old
Lead poisoning in children <6 years old occurred in most parts of

the state in 2018. The lead poisoning rates (per 100,000
Number of cases 712 ot callv hishest i | | i
Qutcome N e population) are typically highest in small, rural counties.

Hospitalized 3 (0.4) (7?]
Died 0 (0.0) 22—
Exposed in Florida 225 (88.9)
Exposed in the U.S,, not Florida 5 (2.0)
Exposed outside the U.S. 23 (9.1)
Exposed location unknown 459
Sporadic ) 325 (94.2) Rate per 100,000 population
Cutbreak-associated 20 (5.8) 0.0
Qutbreak status unknown 367 £10.1-10.8
Age Group Number (Percent) = 10.9-290
Children (<6 years old) 712 (35.6) . 29.1—206.4
Adult (=6 years old) 1,290 (64.4)
o
Rates are by county of residence for cases exposed in Horida (225 cases). Rates based
on <20 cases are not reliable and should be interpreted with caution. See Tables 8 and
9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
Hospitalizations and deaths For cases known to be exposed outside Florida, Central America/Caribbean is the most
in children <6 years old with common region where lead exposure occurred. As 75% of cases have blood lead levels
lead poisoning are rare. >5 and <10 yg/dL and are not investigated, the location of exposure is unknown for
79% of cases.
Percent of cases hospitalized Acquired: )
I 0 In the US OutsideUS | Reg|or.1whereexposuretolead occurred
0% 0% 0% 2014 15% Central Amerlca/Carlbbez.ﬂn
- N e = Asia
2015 15% Cther US. state
2016 4% 15% Middle East
Africa
2017 13%
2014 2018
2018 9%
Children <6 years old have a larger proportion of cases that are 25 Most lead poisoning cases are sporadic. In 2018,
and <10 pg/dL compared to adults (66% versus 53%, respectively). there were 20 outbreak-associated cases
Lead poisoning associated with 16 different small household
cases in adults Percent of casesineach blood lead level group clusters, each ranging from two to four cases.
are primarily . 66% 5-9ug/dL Common exposures m Qutbreask-assodiated
identified through . 22% 15-19 ug/dL included imported food Sporadic
occupational 7% . 10-14 pg/dL and spices, lead-based 6% 9% 12% 12% 6%
testing, and they paint and persons who = = I .. -
% @ 20-44 pg/dL ,
tend to have brought lead into the
higher blood lead 1% . 45+ pg/dL home from work or
levels than hobbies that involve M% 91% 88% 88% 94%
children. 0% People (26years) - 100% lead exposure. 2014 2018

® Children (<6 years)

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Lead Poisoning in People 26 Years Old

Key Points

Adult lead poisoning is primarily caused by exposure to
lead in the workplace or during certain activities where
lead is used. High-risk occupations include battery
manufacturing, painting, nonferrous smelting, radiator
repair, scrap metal recycling, work at firing ranges and
construction and renovation. High-risk activities include
recreational target shooting, home remodeling, casting
bullets and fishing weights, making stained glass and
consuming traditional remedies. The Occupational Safety

Disease Facts

@ Caused by lead

@ lliness includes a wide range of adverse health effects
(e.g., arthralgia, headache, cognitive dysfunction,
adverse reproductive outcomes, renal failure,
hypertension, encephalopathy) but is often
asymptomatic

Exposure is by inhalation or ingestion of lead, most often
dust or fumes that occur when lead is melted

and Health Administration requires regular lead screening

for employees in high-risk occupations, making

occupational lead poisoning cases more easily

identifiable. Adults with non-occupational exposures are
unlikely to be tested, making identification difficult.

In 2017, Florida lowered the blood lead level for lead

poisoning from =10 pg/dL to =5 pg/dL to align

national guidelines based on the adverse health effects caused
by blood lead levels <10 pg/dL in both children and adults. The
large increase in cases in 2017 was driven by cases with blood
lead levels 25 and <10 pg/dL, which accounted for 57% of 2017
cases. Prior to 2010, lead poisoning case data were primarily
stored outside Florida’s reportable disease surveillance system;
therefore, only cases from 2010 to 2018 are presented here.

Disease Trends

Under surveillance to identify cases among adults with
high-risk occupations or hobbies, need for environmental
remediation to prevent new cases and exacerbation of
iliness, prevent take-home lead exposures, help target
public health interventions for high-risk populations

with current
Lead poisoning incidence increased dramatically in

2017 due to a case 1,290
definition
expansion. 672
Incidence
decreased
slightly in 2018.
2010 2018

The rate (per 100,000 population) of lead poisoning in people >6 years old is highest in adults 20 to 24 years old, followed by

adults 25 to 34 years old.

Number of cases 1,290
Rate (per 100,000 population) 6.6
Change from 5-year average rate +85.1%

Age (in Years)

Mean
Median 38
Min-max
Female (12 7)
Male 1,123 (87 3) 11.8
Unknown gender
V\/nlte 518 (67 8)
Black 120 (15.7) 3.7
Cther 126 (16.5) 11.8
Unknown race 526

Bhnicity Number (Percent) Rate
Non-Hispanic 543 (79.0) 3.7
Hispanic 144 (21.0) 29
Unknown ethnicity 603

m 2018 rate (per 100,000 population)
Previous 5-year average rate
8.0

114

10.6

8.3

53

3.8

32 29

85+

1519 2024 2534 3544 4554 5564 6574 7584
Age group (inyears)

59 1014

The rate (per 100,000 population) of lead poisoning in people 26 years old is
notably higher in males than females, likely due to the type of occupations and
hobbies that result in lead exposure. The rate is similar by ethnicity and in blacks
and whites, but is higher in other races. Since few cases with blood lead levels =5
and <10 pg/dL are investigated, race and ethnicity data are missing for many
cases.

11.8 11.8

Cther 6.9

Male 5.4 37

]
Non-Hispanic2.5 ¥

./a 34

2018

White 2.0

2014 2018 2014 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Lead poisoning cases in people more than 6 years old w ere missing 7.8% of ethnicity
data in 2014, 10.3% of race data in 2014, 46.7% of ethnicity data in 2018 and 40.8% of race
data in 2018.



Lead Poisoning in People 26 Years Old
Lead poisoning in people =6 years old occurred in most parts of

Number of cases 1,290 the state in 2018, though there are fewer counties with cases in
Qutcome Number (Percent) the Panhandle region. Hillsborough County has the largest number
Hospitalized 7 (0.5) of reported cases due to occupational screening at a large battery

Died 0 (0.0 and metal recycling plant located there.
Q{x
Exposed in Florida 396 (92.1) 2T
Exposed in the U.S,, not Florida 14 (3.3)
Exposed outside the U.S. 20 (4.7)
Exposed location unknown 860
Sporadic 535 (95.7)
Qutbreak-associated 24 (4.3) Rate per 100,000 population
Qutbreak status unknown 731 0.0
Age Group Number (Percent) £0.01-1.6
Children (<6 years old) 712 (35.6) m1.7-3.8
Adult (=6 years old) 1,290 (64.4) EN39-7.1
.7 2-24
Rates are by county of residence for cases exposed in Aorida (3% cases). Rates based
on <20 cases are not reliable and should be interpreted with caution. See Tables 8 and
9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
Hospitalizations and deaths Of cases where the exposure location Most lead poisoning cases are sporadic.
in people =6 years old with was known, most were exposed in In 2018, 24 outbreak-associated cases
L . were identified. Most cases (58%) were
lead poisoning are rare. Florida. .
Acquired: expos.ed from recreational target
- shooting.
Percent of cases hospitalized Inthe US, Qutside U.S m Qutbreak-associated
- 2014 7% Sporadic
0% 0% 0% 1% 4% 4% 4% 14% 4%
2015 8% —_——— . —
2016 8%
2017 4% 96% 96% 96% 86% 96%
2018 5% 2014 2018

2014 2018

Lead poisoning cases in adults are primarily
identified through occupational testing and they Lead poisoning cases in people >6 years old occur throughout the year,
tend to have higher blood lead levels than with no distinct seasonality. The highest number of cases were reported
children. in February, July and August in 2018.

. m 2018 case count
Percent of casesineach blood lead level group

Previous 5-year average
53%@) 5-9pg/dL 155
21%4) 15-19 ug/dL 107 123 116 124 101 108 105
® 10-14 pg/dL
@ 20-44 pg/dL
. 4% 45+ pg/dL Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
0% Children (<6 years)  100% Month of occurrence

® People(26years)
See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.
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Legionellosis

Key Points Disease Facts

Recently identified sources of Legionella infection in @ Caused by Legionella bacteria

Florida and the U.S. include decorative fountains, hot

tubs, cooling towers (air conditioning units for large @ lliness includes fever, muscle pain, cough and shortness of
buildings) and potable water systems. Increasing breath; pneumonia can occur

incidence in Florida is consistent with the increase Transmitted by inhaling aerosolized water containing the

observed nationally over the past decade. This

increase is likely due to a number of factors, including
aging infrastructure and a greater percentage of the @
population aged =64 years. Older adults and those
with weakened immune systems are at highest risk

for developing disease.

In Florida, sporadic cases of both Legionnaires

distinct presentations of legionellosis) are monitored. Single cases of legionellosis

bacteria

Under surveillance to identify and control outbreaks,
identify and mitigate common reservoirs, monitor incidence
over time, estimate burden of illness

Legionellosis incidence continued to

" disease and Pontiac fever (two
increase in 2018.

that occur at a health care facility or other facility where a person spent their entire 496
exposure period warrant a full investigation and are generally characterized as
outbreaks for public health purposes. However, these cases are not consistently

classified as outbreak-associated and therefore not all cases are reflected in the

2009 2018
Disease Trends

table on the following page.

Number of cases 496
Rate (per 100,000 population) 24
Change from 5-year average rate +47.9%
Age (in Years)
Mean 64
Median 65
Min-max 18-97
Gender Number (Percent) Rate
Female 158 (31.9) 15
Male 338 (68.1) 33
Unknown gender 0
White 357 (72.3) 22
Black 106 (21.5) 3.0
Cther 31 (6.3) 26
Unknown race 2
Non-Hispanic 402 (83.4) 26
Hispanic 80 (16.6) 1.5
Unknown ethnicity 14

193

Legionellosis is most common in older adults. The rate (per 100,000
population) begins increasing in middle-aged adults and continues to increase
with age.

m 2018 rate (per 100,000 population)
Previous 5-year average rate 6.9

00 00 00

<1 14 59 1014 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Age group (inyears)

The legionellosis rate (per 100,000 population) has increased in all
demographics from 2014 to 2018. Rates were higher in males and non-
Hispanics, but generally similar by race in 2018.

33
26 26
/8 22 /
Male 1.7 White 1.4 ™ V4 Non-Hispanic 1.6
Cther0.9
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing.
Legionellosis cases were missing 5.4%of ethnicity data in 2014.
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Legionellosis

Summary Number

Number of cases 496

CQutcome Number (Percent)
Hospitalized 483 (97.4)
Died 47 (9.5)

Imported Status Number (Percent)

(

(
Acquired in Florida 433 (95.8)

(

(

Acquired in the U.S,, not Florida 13 (2.9)
Acquired outside the U.S. 6 (1.3)
Acquired location unknown 44

CQutbreak Satus Number (Percent)
Sporadic 459 (93.7)
Cutbreak-associated 31 (6.3)
Cutbreak status unknown 6

Legionellosis occurred in most parts of the state in 2018, but is
notably absent from most counties in the Panhandle.

il

Rate per 100,000 population
0.0

J0.1-1.6

1.7-26

27-6.3

o
=

Rates are by county of residence for infections acquired in Aorida (433 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Most legionellosis cases are hospitalized, and deaths do
occur. Those primarily affected are older adults and people
with underlying conditions. Pneumonia is commonly identified
among cases.

In 2018, 35 outbreaks were identified, some of which included
non-Florida residents (who are not included in counts in this
report). Nursing homes and assisted living facilities were the
most commonly identified outbreak settings.

Percent of cases hospitalized m Qutbreak-assodated Qutbreak setting
98% Sporadic Nursing/assisted livi 13
0 o rsing/assi ivin
%% 79, 97% 97% A% 2% 3% 6% 6% Resort/hote 10
Residential commurity 6
2014 2018 2014 2018 Hospital 1B 3
Independent living 1
96% 98% 97% 94% 94% Mobile home park 1
Prison 1
Between 93% and 96% of Legionella 2014 2018

infections are acquired in Florida; some
infections were imported from other states
and countries.

Acquired:
In the U.S. | Qutside US.

2014 2%
32 39
2015 2%
2016 2%
2017 1% Jan
2018 1%

27 28

Feb Mar

Legionellosis cases increase slightly in the summer and early fall months
with 46 to 56 cases reported each month from July to October 2018.

m 2018 case count
Previous 5-year average

55 55 56
47 44 46

36 3

Apr May Jun Jul Aug Sep Oct Nov Dec

Month of occurrence

See Appendix llI: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.
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Listeriosis

Key Points Disease Facts

Listeriosis primarily affects adults 275 years old,
people with weakened immune systems, pregnant
women and infants born to infected mothers.
Listeriosis is of particular concern for pregnant
women because infection during pregnancy can
cause fetal loss, preterm labor, stillbirths and illness
or death in newborn infants.

Caused by Listeria monocytogenes bacteria

lliness is usually invasive when bacteria have spread
beyond gastrointestinal tract; initial illness is often
characterized by fever and diarrhea

Transmission is foodborne; can be transmitted to fetus
during pregnancy

®© 0 ®

Under surveillance to identify and control outbreaks,
identify and mitigate common sources (e.g., contaminated
food product), monitor incidence over time, estimate
burden of illness, reduce stillbirths

Historically, Listeria outbreaks have been linked to
deli meats and hot dogs; however, new vehicles
have been identified as sources of outbreaks
including soft cheeses, frozen vegetables, sprouts,
raw milk, melons, caramel apples, smoked seafood

and ice cream. The number of listeriosis cases

reported annually ranges from 25 to
Whole genome sequencing (WGS) is now used to determine whether Listeria 54.

isolates are related, indicating the illnesses may have come from the same 47
source. The Centers for Disease Control and Prevention monitors WGS data from

across the country to identify clusters of possibly related cases. In 2018, Florida 25

identified four cases associated with four different multistate outbreaks. While
none of these outbreaks had an exposure source identified, one outbreak
resulted in new linkages to two Florida cases reported in 2013.

2009 2018
Disease Trends

The Iilste.riosis.rate (per 100,000 popullation) is highest in infants (who can

Number of cases acquire infection from the mother during pregnancy) and adults 275 years old.

Rate (per 100,000 population) 0.2 m 2018rate (per 100,000 population)
Change from 5-year average rate -2.4% Previous 5-year average rate 18

Age (in Years)

Mean 0.8
Median 69 ﬁ_o.o 00 00 00 00 02 02 oo 03 2%
Min-max —_— — —a L
Gender Number (Percent) Rate <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Female 28 (59.6) 0.3 Age group (inyears)
Male 19 (40.4) NA
Unknown gender 0 The listeriosis rate (per 100,000 population) was similar by gender, race and
Race MIWSHGECCIVMINCE  cthnicity in 2018. Most demographics remained stable from 2014 to 2018,
White 29 (63.0) 02 except for other races and Hispanics who decreased slightly and blacks who
Black 12 (26.1) NA"increased slightly.
Cther 5 (10.9) NA
Unknown race 1 Cther 0.5 04
Ehnicity Number (Percent) Rate
Non-Hispanic 39 (83.0) 0.3 White 0.2 ' Non-Hspanic0.3 @ o 03
Hispanic 8 (17.0) NA  Male02 @=———0 02 e
Unknown ethnicity 0

2014 2018 2014 2018 2014 2018



Listeriosis

Summary Number

Number of cases 47

Number (Percent)
Hospitalized 46 (97.9)
Died 9

( .
(19.1) g I
Imported Status Number (Percent) -

Listeriosis did not have a geographic pattern in 2018. Rates (per
100,000 population) were highest in small, rural counties in
different parts of the state.

CQutcome

Acquired in Florida 44 (97.8)

Acquired in the U.S,, not Florida 1(22)

Acquired outside the U.S. 0 (0.0

Acquired location unknown 2

CQutbreak Satus Number (Percent)

Sporadic 40 (85.1)

Qutbreak-associated 6 (12.8) Rate per 100,000 population

Qutbreak status unknown 1 £10.0
10.1-0.3
BN 0.4-0.5
N 0.6-4.0

Rates are by county of residence for infections acquired in Horida (44 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Most listeriosis cases are hospitalized; deaths do occur. Those
primarily affected are older adults who likely have underlying

Each year, a few cases are linked to multistate
outbreaks through whole genome sequencing. Four

conditions. cases reported in 2018 matched multistate
outbreaks.
Percent of cases hospitalized m Qutbreak-associated
% 93% 98% 939, 9% Sporadic

0% 249 10% 8% 139
-

2014 2018 2014 2018
100% 76% 90% 92% 85%

Most Listeria infections are
acquired in Florida; one infection
was acquired from Puerto Rico in

2014 2018

45

2018.
Acquired:
Inthe U.S, Qutside U.S

2014 2%

2015 0%
2016 3%
2017 0%

2018 0%

Listeriosis cases occur all year and do not exhibit a strong seasonality;
however, low case counts make it difficult to interpret trends. Between two

and six cases occurred each month in 2018.
m 2018 case count

Previous 5-year average

Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Lyme Disease

Key Points Disease Facts

Lyme disease is the most common tick-borne disease in @ Caused by Borrelia burgdorferi bacteria

the U.S. The Centers for Disease Control and Prevention

estimates that about 300,000 Lyme disease cases are @ lliness can be acute or late manifestation; both can
reported each year. Nationally, Lyme disease cases are include fever, headache, fatigue, joint pain, muscle pain,
concentrated in the Northeast and upper Midwest, with bone pain and erythema migrans (characteristic bull’s-
14 states accounting for over 96% of reported cases eye rash); late manifestation can also include Bell’s
each year. palsy, severe joint pain with swelling, shooting pain,

tingling in hands and feet, irregular heartbeat, dizziness,

Lyme disease incidence in Florida has generally increased
shortness of breath and short-term memory loss

over the past decade. This increase may be due to

increases in animal host and reservoir populations and @ Transmitted via bite of infective Ixodes scapularis tick
the slowly expanding geographic range of the vector tick @ Und il P )
due to ecological factors. In 2018, incidence of Lyme i 2R EES UO MR INCTRENEE Ol i,

estimate burden of illness and degree of endemicity,

disease decreased slightly from 2017, falling below the o ) ’
target areas of high incidence for prevention education

previous five-year average incidence.
While most Florida cases are acquired during travel to other U.S. states, a growing
number of cases were acquired outside the U.S. in 2018, primarily in Europe (one
case each from the Czech Republic, Germany, Hungary, Romania, Sweden and Italy
or Spain) and Canada (two cases).

There were 75 acute and 94 late-manifestation Lyme disease cases reported in
2018. Three Lyme disease cases were co-infected with Babesia. Case counts and
rates from this report may differ from those found in other tick-borne disease reports
as different criteria are used to assemble the data. 2009 2018

Disease Trends

In 2018, the Lyme disease rate (per 100,000 population) was highest in adolescents 10 to 14 years old, followed by adults 75
to 84 years old and 65 to 74 years old. The rate in 2018 was notably lower than the previous five-year average rate for adults
35 to 44 years old and 65 to 74 years old.

Previous 5-year average rate

Lyme disease incidence in 2018
decreased slightly from 2017.
169

110

Number of cases 16 15
Rate (per 100,000 population) 0.8 . _ . 1.3
Change from 5-year average rate -9.0% :
Age (in Years)
Mean
<1 14 59 1014 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Median 54 )
Minmax Agegroup (inyears)
Gender Number (Percent) Rate
Female (53.8) In 2018, the Lyme disease rate (per 100,000 population) was similar by gender
Male 78 (46 2) 0.8 8roups, but higher in non-Hispanics. The rate was highest in whites, followed by

Unknown gender other races, then blacks. The rate increased from 2014 to 2018 in all

Number percent =¥y demographics except for males, blacks and Hispanics, which remained stable or

—

V\/mte 152 (93.8 decreased slightly.
Black 2. (1. 2) NA 0.9
Male 0.9 @ . :

Cther 8 (4.9) NA <@ 08 VWite08 — . 0

Unown a= / Non-Hispanic 0.8 ./.
Bhnicity Number (Percent) Rate Gther0.3

Non-Hispanic 152 (95.0) 1.0

Hispanic 8 (5.0) NA

Unknown ethnicity 9 2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Lyme disease cases w ere missing 15.5% of ethnicity data in 2014, 15.5% of race
data in 2014 and 5.3% of ethnicity data in 2018. 46
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Summary Number

Number of cases
Case Classification

Number (Percent

Confirmed 8 (58.0)

Probable 1 (42.0)

I-bspltallzed 7 (10.1)
0 (0.0)

Imported Status Number (Percent)

Acquired in Florida 8 (12.6)
Acquired in the U.S, not Florida 117 (81.8)
Acquired outside the U.S. 8 (5.6)
Acquired location unknown 26

Cutbreak Status Number (Percent)
Sporadic 169 (100.0)
Qutbreak-associated 0 (0.0)
Qutbreak status unknown 0

Between 55% and 70% of
cases are confirmed annually;
58% of 2018 cases were
confirmed.

Confirmed

2014 55%
2015 | 70%
2016 | 61%
2017 | 59%
2018 | 55%

Lyme disease is primarily imported from other
U.S. states where it is highly endemic. Eight
cases in 2018 were imported from other
countries.

Acquired:

Inthe U.S.| Qutside U.S
2014 74% 2%
2015 76% 3%
2016 78% 4%
2017 82% 3%
2018 82% 6%

Lyme Disease

Lyme disease is primarily imported from other U.S. states where it
is highly endemic; however, 18 infections were acquired in Florida
in 2018. Four cases were reported in St. Johns County and two
were reported in Santa Rosa County. The remaining 12 counties
each had one case reported.

Rate per 100,000 population
£J0.0

£J0.1-0.2

I (0.3-0.6

. 0.7-2.2

Rates are by county of residence for infections acquired in Horida (18 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Almost all Lyme disease
cases are sporadic.

The hospitalization rate for
people with Lyme disease is
low; deaths are rare.

Percent of cases hospitalized m Cutbreak-associated
129 Sporadic
° 10% g% 79 10% 0% 1% 0% 1% 0%
100% 99% 100% 99% 100%
2014 2018 2014 2018

Lyme disease cases are reported year-round, but there is a strong seasonal
peak in the summer. In 2018, 62% of cases occurred from June to

September. m 2018 case count

Previous 5-year average

Feo  Mar Jul Oct Nov  Dec

Aug Sep

Jan May Jun

Apr

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Key Points Disease Facts
Imported malaria cases peaked in 2010 after the

January 2010 earthquake in Haiti resulted in an
influx of Haitians in Florida. The number of cases
imported from Central America and the Caribbean
has increased in recent years, though more cases
are still infected in Africa. Excluding one, all cases
in 2018 were among people traveling to countries
with endemic transmission (primarily African
countries) while visiting friends and relatives.

Caused by Plasmodium falciparum, P. malariae, P. ovale, P.
vivax parasites

lllness can be uncomplicated or severe; common symptoms
include high fever with chills, rigor, sweats, headache,
nausea and vomiting

Transmitted via bite of infective mosquito; rarely by blood
transfusion or organ transplant

Under surveillance to identify individual cases and
implement control measures to prevent introduction and
active transmission, monitor incidence over time, estimate
burden of iliness

© ® ®

One 2018 case had illness onset in 2017, but was not
identified and reported as a case until 2018. This
person donated bone marrow to a sibling, resulting in
a bone marrow transplant-associated malaria
infection in Florida. The donor had traveled to Ghana The number of reported malaria cases
1.5 years before the donation. Upon returning, the donor reported malaria-like has remained relatively consistent since
symptoms; blood smears at the time were negative. The recipient developed fever 2012.

15 days after the transplant. Additional testing indicated that the donor had a low

level of parasitemia. %3

58
It is important to note that infected residents and non-residents pose a potential
malaria introduction risk since the malaria vector Anopheles quadrimaculatus is I
common in Florida; however, cases in non-Florida residents are not included in
counts in this report. In 2018, 12 non-Florida residents were diagnosed with malaria 2009 2018

while traveling in Florida.
@ Disease Trends

The malaria rate (per 100,000 population) varies by age. Historically, rates are

highest in adults 20 to 64 years old. In 2018, rates were highest in adults 20 to

Number of cases 58
Rate (per 100,000 population) 03 24, 35 to 44 and 45 to 54 years old. Children <5 years old are one of the most
Change from 5-year average rate +3.7% vulnerable groups affected by malaria and are at higher risk for severe disease
Age (in Years) and death. In 2018, the single case in a child 1 to 4 years old was infected with
Mean 44 P. falciparum while visiting family in Togo.
Median 44 m 2018 rate (per 100,000 population)
Min-max 4-89 Previous 5-year average rate 05 05
Gender Number (Percent) Rate ' ' ' 04
Female 23 (39.7) 0.2 0.1 0.1 0.2
Male 35 (60.3) 03 0.0 00 00
Unknown gender 0 -
Race Number (Percent)  Rate <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
White 11 (19.0) NA Agegroup (inyears)
Black 35 (60.3) 1.0 The malaria rate (per 100,000 population) was similar in males, females,
Cther 12 (20.7) NA Hispanics and non-Hispanics in 2018. By race, the rate was low in whites and
Unknown race 0 similar in blacks and other races in 2018.
BEhnicity Number (Percent) Rate Cther 1.2
Non-Hispanic 47 (81.0) 0.3 1.0
Hispanic 11 (19.0) NA
Unknown ethnicity 0
Male0.4 $ 03 Non-HispaniC 0.3 @t 03
White 0.1 @=————g (.1
2014 2018 2014 2018 2014 2018
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Summary Number

Number of cases

CQutcome

Hospitalized
Died

Imported Status Number (Percent)

Malaria cases were identified in residents of 17 counties across
Florida in 2018. Cases were most commonly reported in Broward
(13) and Miami-Dade (11) counties.

TN

58
Number (Percent)
47 (81.0)
0 (0.0)

(
(
(

Acquired in Florida 1(1.7)
Acquired in the U.S,, not Florida 0 (0.0
Acquired outside the U.S. 57 (98.3)
Acquired location unknown 0
CQutbreak Satus Number (Percent)
Sporadic 54 (93.1)
CQutbreak-associated 4 (69 Rate per 100,000 population
Qutbreak status unknown 0 £10.0
10.1-0.3
In 2018, the majority (71%) of BN 0.4-0.5
infections were caused by P. . 0.6-2.1
falciparum.
Species
P. falciparum M Rates are by county of residence, regardless of where infection was acquired (58
P. vivax 11 cases). Rates based on <20 cases are not reliable and should be interpreted with
P. ovale 5 caution. See Tables 8 and 9 in Appendix I: Summary Data Tables for the number and

P. malariee 1

rate of cases in 2018 by county.

The majority of malaria cases are hospitalized; deaths
do occur. No deaths were reported in 2018.

Percent of cases hospitalized
87% 90% 740, 84% 81%

2014 2018

One family cluster was
identified in 2018. Both
cases traveled to
Nigeria to visit family.

m Qutbreak-associated

Sporadic

0% 409 3% gy, 7%
HEE = I

100% 90% 97% 91% 93%

2014 2018

More Disease

Malaria cases are imported into Florida year-round, but activity

peaked in June and July in 2018.

m 2018 case count
Previous 5-year average

Feb  Mar Jul Nov  Dec

Jan

2014 2018 Apr  May Jun Aug Sep Ot

Month of occurrence

In 2018, one case was locally acquired through a bone marrow transplant. The remaining cases
were all acquired outside the U.S. Africa remained the most common region where people were
infected. The most common reason for travel among people with malaria was visiting friends and

relatives. ) Region whereinfection acquired
quired: Africa 3
Inthe U.S [ Central America/Caribbean 7

2014 [10% 100% SouthAmerica il 3
Asia 2

2015 | 0% 100% Middle East 2

2016 | 0% 100%

2017 | 0% 100%

2018 | 0% 98%

See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Mercury Poisoning

Key Points

In August 2008, the case definition was updated to
require clinically compatible illness, leading to a
decrease in cases in subsequent years. The number

Disease Facts

@ Caused by mercury (elemental or metallic mercury, organic
mercury compounds, inorganic mercury compounds)

of cases increased dramatically in 2017, with more @ lliness includes impaired neurological development,

cases than any year since the 2008 case definition impaired peripheral vision; disturbed sensations (e.g., “pins
change, and remained elevated in 2018. This and needles feelings”), lack of coordinated movements,
increase in cases is not well understood. muscle weakness, or impaired speech, hearing and walking
Forms of mercury most likely encountered by the Exposure is through ingestion of mercury or inhalation of
general public include elemental mercury vapor mercury vapors

(found in some thermometers and dental amalgam),

methylmercury (associated with fish consumption), @ Under surveillance to identify and mitigate persistent

sources of exposure, prevent further or continued exposure
through remediation or elimination of sources when
possible, identify populations at risk

ethylmercury (found in some medical preservatives)
and inorganic mercury (mercuric salts). Eating fish is
healthy and can reduce the risk of heart attack and

stroke, but eating too much of certain fish can

increase exposure to mercury. Mercury poisoning increased dramatically in

Developing fetuses and young children are more sensitive to the effects of 2017 and remained elevated in 2018.

mercury, which can impact brain development. The U.S. Food and Drug

Administration and the U.S. Environmental Protection Agency recommend %
that women of childbearing age and young children should eat fish with low 21
mercury levels. The Department guidelines for fish consumption are
available at FloridaHealth.gov/FloridaFishAdvice.
2009 2018

Disease Trends

The mercury poisoning rate (per 100,000 population) has historically been

_ highest in children 1 to 4 years old and adults 45 to 75 years old. In 2018, rates
Summary

>
Number of cases were higher in adults; particularly adults 35 to 64 years old and >85 years old.

Rate (per 100,000 population) 0.2 m 2018 rate (per 100,000 population)
Previous 5-year average rate

Change from 5-year average rate +54.5% 0.4 04
Age (in Years)
Mean 54
Median % 00 00 00 00 00
Min-max 24 -96
<1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Female 17 (47.2) NA Age group (inyears)
Male 19 (52.8) NA The mercury poisoning rate (per 100,000 population) has remained relatively
Unknown gender 0 stable in all demographics over the past five years. While rates increased slightly
in both gender groups and non-Hispanics in 2018, the rate continues to be higher
White 22 (81.5) 0.1 in other races compared to whites and blacks.
Black 2 (74)
Cther 3 (11.1) NA
Unknown race 9 Other 0.3 03
Ehnicity Number (Percent) Rate / 0 ' 0.2

Non-H ic0.1
Non-Hispanic 24 (92.3) 0.2 po : White0 /. 0.1 n-Hispanic ./.
Hispanic 2 (7.7) Ny MaleOd
Unknown ethnicity 10 2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Mercury poisoning cases w ere missing 6.7% of ethnicity data in 2014, 6.7% of race
data in 2014, 27.8% of ethnicity data in 2018 and 25.0% of race data in 2018.
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Mercury Poisoning

Mercury poisoning occurred primarily in southeast Florida in 2018.
More than 65% of cases were reported in Palm Beach (18 cases)

Number of cases 36
and Miami-Dade (7 cases) counties.
Confirmed 36 (100.0) )
Probable 0 (0.0)
Hospitalized 0 (0.0)
Died 0 (0.0)

Exposed in Forida 34 (100.0)

Exposed in the U.S,, not Florida 0 (0.0)

Exposed outside the U.S. 0 (0.0)

Bxposed location unknown 2 Rate per 100,000 population

Cutbreak Status Number (Percent) - 00

. 10.1-0.2
Sporadic 36 (100.0) 0303
Qutbreak-associated 0 (0.0) 0413
Qutbreak status unknown 0

|

Type of Exposure Number (Percent)
Fish consumption
Dental amalgam

Rates are by county of residence for cases exposed in Horida (34 cases). Rates based
on <20 cases are not reliable and should be interpreted with caution. See Tables 8 and
9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by

Unknown
county.
More Disease
Almost all mercury No mercury poisoning cases were No outbreak-associated Mercury poisoning is mostly
poisoning cases are hospitalized in 2018; no deaths cases were identified in caused by fish consumption.
laboratory confirmed. have been identified in recent 2018. The amount of fish consumed
years. per week varies.
i Percent of cases hospitalized = Quitresk-assodated
Confirmed Sporadic Cases by fish consumption per week

201 4_1000/ 8% 1% 0% 52% 0% 7% 0% <18 ounces
ot 5% % pum % %% l B 18 0 36 ounces
37 to 60 ounces
2016|100 60 oUNnoes
2017/ 100 100% 48% 100% 93% 100% Unknown
2018/ 1000
2014 2018
2014 2018
Most people with mercury Mercury poisoning occurs throughout the year, with little obvious seasonality
poisoning are exposed in Florida. in Florida, though 61% of cases occurred in April, May and June in 2018.
Acquired: ] 201§Case count
In the U.S.| Qutside U'S. Previous 5-year average
2014 0% 10
2015 0% 5 6 6 .
2
2016 5% 1 N —
L
2017 5% Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec
2018 0% Month of occurrence

See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Key Points
Despite routine vaccination, mumps has been

increasing in the U.S., mainly due to outbreaks in
young adults in settings with close contact, like
college campuses. Nationally, 2,515 mumps cases
were reported in 2018, with over half in people 15
to 39 years old. Well over one-third of the cases
were reported from the Pacific and Middle Atlantic

regions of the country, with several college

outbreaks driving the increased incidence in those
states. Waning immunity is thought to play a role in

these outbreaks.

Disease Facts

@ Caused by mumps virus

@ lliness includes fever, headache, muscle aches, tiredness
and loss of appetite, followed by swelling of salivary glands

®

Transmitted person to person via droplets of saliva or
mucus from the mouth, nose or throat of an infected
person, usually when they cough, sneeze or talk

Under surveillance to prevent further transmission through
isolation and vaccination of contacts, identify and control
outbreaks, monitor effectiveness of immunization programs
and vaccines

Mumps incidence in Florida increased dramatically in

2017 and remained elevated in 2018. The elevated
incidence over these two years was partly due to efforts
by state and county health department staff to maintain awareness of

Mumps incidence increased
dramatically in 2017 and remained

elevated in 2018.
55

mumps disease in the medical community by educating providers on
reporting guidance and appropriate testing. In 2017 and 2018, staff also

increased surveillance efforts to obtain specimens for testing at the state

public health laboratory for both sporadic and

Number of cases
Rate (per 100,000 population) 0.3
Change from 5-year average rate +162.6%

Age (in Years)

Mean

Median 30
Min-max

Female 22 (40.0)

Male 33 (60 0) 0.3

Unknown gender

Number (Percent Rate

White 35 (64.8)
Black 10 (18.5) NA
Cther 9 (16.7) NA
Unknown race 1

Ehnicity Number (Percent) Rate
Non-Hispanic 28 (51.9) 0.2
Hispanic 26 (48.1) 0.5
Unknown ethnicity 1

0.3
Male 0.0

18
outbreak-associated cases.

Disease Trends

In 2018, the mumps rate (per 100,000 population) was highest in children 10
to 14 years old followed by adults 25 to 34 years old. This may be due to waning
immunity from vaccine and time spent in close contact settings (e.g., school
campuses).

2009 2018

m 2018 rate (per 100,000 population)

0.8 Previous 5-year average rate

0.4 05

0.3 0.2 02 02 0.2

0.1

0.1

0.0

1014 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Age group (inyears)

0.0

<1 14

59

Mumps rates (per 100,000 population) have increased across all gender, race
and ethnicity groups from 2014 to 2018, though the increase was
disproportionately larger among other races and Hispanics.

0.8

0.2
Cther 0.0

White 0.0
2014 2018

/ 0.2
Non-Hispanic 0.0

2014 2018

L4

2014 2018
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Summary Number

Number of cases

Case Classification Number (Percent)

Confirmed

Probable

Cutcome Number (Percent)

I-bspltal ized

Imported Status Number (Percent)

Acquired in Florida 41 (85.4)
Acquired in the U.S,, not Florida 2 (4.2)
Acquired outside the U.S. 5 (10.4)
Acquired location unknown 7
Cutbreak Status Number (Percent) Rate per 100,000 population
Sporadic 37 (67.3) S 8'(1)_0 ,
Cutbreak-associated 18 (32.7) 0406
Qutbreak status unknown 0 0 7-3.1

41.8)
58.2)

3 (
2 (

14.5)

8 (
0 (0.0)

Generally between 30% and
45% of cases are confirmed
each year (only one case
was reported in 2014).

Confirmed
2014 0%
2015] 30%
2016jJJ 38%
2017] 32%
2018jl 42%

Most mumps infections were acquired
in Florida in 2018; seven infections
were imported from other states and
countries.

Acquired:

[[5E In the US Qutside US.

2014
2015

2016 14%

2017 11%

2018 A%

0%

30%

21%
3%
10%

In 2018, most mumps cases were acquired in Florida. Cases
occurred in residents of 11 counties, with the highest rates (per
100,000 population) in Wakulla, Jackson and Broward counties.

puil

Rates are by county of residence for infections acquired in Horida (41 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

More outbreaks were identified in
2017 and 2018 than in the previous
three years due to enhanced
surveillance efforts.

Some mumps cases are
hospitalized. No deaths have
been identified in recent years.

Percent of cases hospitalized

0,
30% 25%, 18% 15%

% 1 o

m Qutbreak-associated
Sporadic

100% 100% 80% 42% 67%

2014 2018

2014 2018

Mumps cases occurred throughout the year in Florida in 2018. More cases
were reported in January, March, June and December.

m 2018 case count
Previous 5-year average

Jan Feb Mar Apr May Jun Ju Aug Sep COct Nov Dec

Month of occurrence

See Appendix llI: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and

month of occurrence.



Key Points
Nationally, the number of pertussis cases reported

Disease Facts

increased starting in the 1980s, peaked in 2012, @ Caused by Bordetella pertussis bacteria

and has gradually decreased since. Pertussis is @ lliness includes runny nose, low-grade fever, mild cough
cyclical in nature with peaks in disease every three to and apnea that progresses to paroxysmal cough, or
five years. In Florida, pertussis cases last peaked in “whoop,” with posttussive vomiting and exhaustion
2013. Pertussis incidence in 2018 remained

consistent with that seen during non-peak years. Transmitted person to person via inhalation of infective

aerosolized respiratory tract droplets
Older adults often have milder infections and serve

as the reservoirs and sources of infection for infants @
and young children. Infants have the greatest burden

of pertussis infections, both in number of cases and

severity. Infants <2 months old are too young to be

vaccinated, underscoring the importance of

Under surveillance to identify cases for treatment to
prevent death, identify and prevent outbreaks, limit
transmission in settings with infants or others who may
transmit to infants, monitor effectiveness of immunization
programs and vaccines

vaccinating pregnant women and family members of Pertussis incidence in 2018 was
infants to protect infants from infection. The Centers for Disease Control and consistent with incidence in non-peak
Prevention’s Advisory Committee on Immunization Practices recommends that all years.

pregnant women should receive a dose of Tdap (tetanus, diphtheria, pertussis) 497

vaccine during the third trimester of each pregnancy to help protect their babies. In 396
addition, all children and adults who plan to have close contact with infants should

receive a dose of Tdap if they have not previously received one.

There were 11 pertussis outbreaks reported in 2018. The majority (64%) of outbreaks

occurred in school and daycare settings, with the largest involving 10 cases. 2009 2018

Disease Trends

The pertussis rate (per 100,000 population) is highest in infants <1 year old.

Number of cases 326

Rate (per 100,000 population) 1.6

h , 5 t 38.1% m 2018 rate (per 100,000
ange from 5-year average rate -38.1% population)

Age (in Years) 36.0

Mean 18 6.3
Median 9 = 26 29 25 08 05 07 07 04 06 04 09

Min-max 0-93 <1 14 59 10-14 1519 20-24 25-34 3544 45-54 55-64 65-74 75-84 85+
Gender Number (Percent) Rate Age group (in years)

Female 181 (55.5) 17

Male 145 (44.5) 14

Unknown gender 0
Race Number (Percent) Rate Pertussis rates (per 100,000 population) have decreased in all gender, race and

White 254 (78.6) 16 ethnicity groups since 2014. This is expected given the cyclical nature of

Black 21 (6.5) 06 pertussis, which last peaked in 2013.

Cther 48 (14.9) 4.0 Cherss

Unknown race 3

Ehnicity Number (Percent) Rate Male35 White 3.6 40 Non-Hispanic 3.6 A
Non-Hispanic 236 (74.2) 15 \ \ e N s

Hispanic 82 (25.8) 1.5 14
Unknown ethnicity 8 2014 2018 2014 2018 2014 2018
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Summary Number In 2018, pertussis cases primarily occurred in the more populated

Number of cases areas of the state in south and central Florida, as well as the
western Panhandle and the northeastern corner of the state.
Confirmed 220 (67.5) Several of the counties with the highest rates reported pertussis
Probable 106 (32.5) outbreaks.
I-bspltal ized 5 (23.0)
1(0.3)

—

Imported Status Number (Percent)

Acquired in Florida 313 (98.4)
Acquired in the U.S,, not Florida 5 (1.6)
Acquired outside the U.S. 0 (0.0)
Acquired location unknown 8
Cutbreak Status Number (Percent)
Sporadic 199 (61.4) Rate per 100,000 population
Qutbreak-associated 125 (38.6) - 00
Qutbreak status unknown 2 ~10.1-1.0
. 1.1-2.8
2976
Rates are by county of residence for infections acquired in Aorida (313 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
About 2/3 of pertussis cases  Between 20% to 31% of The percentage of cases that For each pertussis case, an
are confirmed. Probable cases pertussis cases are were outbreak-associated average of three exposed
are clinically compatible but hospitalized. Deaths from increased slightly in 2018. contacts are recommended
lack confirmatory testing. pertussis are rare. Eleven outbreaks were antibiotics to prevent iliness.
o identified.
Confirmed Percent of cases hospitalized o Quttreck-assodated 3153 m Contacts
2014 4% o0, 26% 317 239, 23% Sporadic Cases

2015 65%

2016 75%

2017 74

1401 1,398 1302

201 67% 57% 55% 59% 65% 61%
2014 2018
2014 2018 2014 2018
Most pertussis cases are acquired in Pertussis cases did not have a distinct seasonality in 2018. In general,
Florida; a small number of cases are pertussis does not have a seasonal pattern, although cases may increase in
imported from other states and countries. the summer and fall months.
m 2018 case count
Acquired:

Previous 5-year average
Inthe US. | Qutside U.S.

2014 1%
2015 1% 43

38 36 36
2016 1% 205K 6 24 il 30 vz BE
2017 1% Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec
2018 0% Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and
month of occurrence.



Pesticide-Related lliness and Injury, Acute

Key Points Disease Facts

Pesticides are used in agricultural, residential, .
. ) . Caused by pesticides
recreational and other various settings throughout the

state. Exposures resulting in illness or injury can occur lliness can be respiratory, gastrointestinal, neurological,
from pesticide drift, consumption of contaminated food dermal, etc., depending on the agent

or water, or improper use, storage or application of Exposure depends on several factors (e.g., agent,
household pesticides such as insect repellents,

application method, environmental conditions); dermal,
inhalation and ingestion are most common routes of
exposure

foggers, rodent poisons, weed killers and mosquito,
flea and tick control products.

Under surveillance to identify and mitigate persistent
sources of exposure, identify populations at risk, evaluate
trends in environmental conditions and occupational
exposure, improve administration and proper use of
pesticides to reduce exposure

Prior to January 2012, suspect sporadic cases (i.e., not
part of a cluster) and suspect cases associated with @
non-occupational exposures (typically limited

household exposures) met the surveillance case

definition. The case definition was changed in January

2012 to exclude these cases, substantially decreasing

the number of cases reported. Incidence since 2012 has remained relatively stable Pesticide-related case incidence has
with a slight decrease in 2016. remained relatively stable since the
In 2018, most cases (56%) had a low severity of illness and 36% had moderate 2012 case definition change.

severity of iliness. One case had severe illness and three deaths were reported. Of the
32 outbreak-associated cases in 2018, 53% were related to four major in-state

outbreaks. Two outbreaks were associated with structural fumigation (Miami-Dade 402
County: four cases; Pinellas County: three cases), one was associated with an
apartment sprayed for cockroaches (Palm Beach County: four cases), and one was 50
related to hypocoagulopathy associated with synthetic cannabinoids use (Hillsborough -
County: six cases). 2009 2018
Disease Trends
In 2018, the rate (per 100,000 population) of acute pesticide-related iliness
Number of cases 50 and injury was highest in people 35 to 44 years old and 25 to 34 years old.
Rate (per 100,000 population) 0.2 m 2018 rate (per 100,000 population)
Change from 5-year average rate -18.9% Previous 5-year average rate
Age (in Years) 03 05
Mean 40 02 o, 02 02 02 02 22 02 g
Median 37 0.0 : 0.0
Min-max 3-79 -
<1 14 59 10-14 1519 2024 2534 3544 4554 5564 6574 7584 85+
Gender Number (Percent) Rate Age group (inyears)
Female 26 (52.0) 0.2
Male 24 (48.0) 02 _. . . -
Unknown gender 0 Since 2014, rates (per 100,000 population) of acute pesticide-related iliness and
injury hav r lightly in all demographi X in blacks where i
Race S — Rate b jury ha ecfec eased.s ghtly in a dg _og aphics, except bgg s where .t
White 30 (66.7) 0.2 increased slightly. While rates were similar by gender and ethnicity groups in
' “° 2018, ther highest in other r mpar hi nd blacks.
Black 5 (11.1) NA 018, the rate was highest in other races compared to whites and blacks
Cther 10 (22.2) NA Qther 1.1
Unknown race 5 0.8
Bhnicity Number (Percent) Rate _ ; _
Non-Hispanic 27 (60.0) 02 Mae0d =g Winite 0.4 ’\ 0z ‘HuniigEne =3
) . 0.2 0z
Hispanic 18 (40.0) NA
Unknown ethnicity 5 2014 2018 2014 2018 2014 2013

Note that trend graphs should be interpreted with caution when more than 5%of data are missing. Acute
pesticide-related illness and injury cases were missing 10.0%of ethnicity data in 2018 and 10.0%o0f race
data in 2018.
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Pesticide-Related lliness and Injury, Acute
Acute pesticide-related iliness and injuries occurred in residents of

Number of cases 50 13 Florida counties in 2018. Just over half of all cases occurred in
Case Classification Palm Beach (14 cases) and Hillsborough (12 cases) counties.

(
Confirmed 14 (28.0) N
Probable 11 (22.0) \I IT ——
Suspect 25 (67.2) = -
Cutcome Number (Percent) \\ g
Hospitalized 8 (16.0)
Died 3 (6.0)
Exposed in Forida 49 (100.0)
Exposed in the U.S,, not Florida 0 (0.0)
Exposed outside the U.S 0(0.0) Rate per 100,000 population
Exposed location unknown 1 0.0
Cutbreak Status Number (Percent) —0.1-0.3
Sporadic 18 (36.0) N (0.4-04
Qutbreak-associated 32 (64.0) m0.5-1.0
Cutbreak status unknown 0
Rates are by county of residence, regardless of where exposure occurred (50 cases).
Rates based on <20 cases are not reliable and should be interpreted with caution. See
Tables 8 and 9 in Appendix |: Summary Data Tables for the number and rate of cases in
2018 by county.
More Disease
Indoor air was the most common exposure type In 2018, 22 cases (44%) were exposed to pesticide while doing routine
and was above the previous five-year average in indoor activities, unrelated to pesticide application work. This is
2018. Note: cases can report >1 exposure type. consistent with the previous 5-year average.
Percent of cases by exposure type Number of cases exposed by activity
0% 100% 0 30
21% @ Indoor air @ 22 Routine indoor living
55% Drift 9 12 Routine work activity (not pesticide application)
Cher e 8 Cther
Surface 1 6 Applying pesticide
Targeted 3@ Unknown activity
Leak/spill ® : Routine outdoor living
Previous 5-year average ® 2018 Previous 5-year average @ 2018
From 2014 to 2018, between 50% and Acute pesticide-related illness and injuries peak in late summer in July and
71% of cases were suspect each year. September. Pesticide application also increases in the summer.

Less than 1/3 were confirmed in 2018. = 2018 case count

Ao Feous Sy e

2014
2015
2016
2017
2018

10 10

Jan Feb Mar Apr May Jun Ju Aug Sep Oct Nov Dec

Month of occurrence
See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Rabies, Animal and Possible Exposure

Key Points for Humans Disease Facts
The first case of human rabies acquired in Florida since

1948 was reported in 2017; exposure was attributed to a @ CoEEel 37 (1SS ML

bite from a rabid bat. In 2018, another human rabies case @ lliness in humans includes fever, headache, insomnia,
was reported in a 6-year-old male from Lake County. The confusion, hallucinations, increase in saliva, difficulty
child developed a fatal rabies infection after being bitten by swallowing and fear of water; near 100% fatality rate;
a sick bat found near the family's home about two weeks death usually occurs within days of symptom onset

Transmitted when infectious saliva or nervous tissue
comes in contact with open wound or mucous
membrane via bite

prior to symptom onset. No medical attention was sought at
the time of the bite. The rabies virus strain involved was
associated with Tadarida brasiliensis (Brazilian free-tailed)

bats.
The animals most frequently diagnosed with rabies in Florida @ et S E ERES U el e m.ltlgate source§ el
exposure, evaluate adherence to guidance on rabies

are raccoons, bats, unvaccinated cats and foxes. Rabies is . hvlaxis (PEP
endemic in the raccoon and bat populations of Florida. post-exposure prophylaxis ( )

Rabies frequently spreads from raccoons, and occasionally bats, to other animal Possible human exposures to rabies
species such as foxes and cats. increased notably in 2018.
Incidence of human exposures to suspected rabid animals for which PEP is 4,083

recommended has increased since case reporting was initiated, primarily due to PEP
recommendations related to dog bites. Contributing factors may include more animal bites, 1853
lack of rabies PEP training and fewer local resources to find and confine or test biting
animals. In addition, much of the Florida Panhandle was severely impacted by Hurricane
Michael in 2018, which likely contributed to increased rates of rabies PEP recommended in 2009 2018
that region. Case counts and rates from this report may differ from those found in other

rabies reports as different criteria are used to assemble the data.

Human Trends

Human exposures to suspected rabid animals for which PEP is recommended

occurs in all age groups, but the rate (per 100,000 population) tends to be

Number of cases 4083 highestin people 15 to 34 years old. The rate in 2018 was notably higher than
Rate (per 100,000 population) 195 the previous five-year average in infants <1 year old.
m 2018 rate (per 100,000 population)
Change from 5-year average rate +22.5% .
. 26.3 249 257 253 Previous 5-year average rate

Mean 38 - - 181
Median 36
Min-max 0-100
Female 2245 (55.0) 21.0 <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Male 1838 (45.0) 17.9 Agegroup (inyears)
Unknown gender 0 The rate (per 100,000 population) of human exposures to suspected rabid

Race MTCCHGECCIVMINEC]  animals for which PEP is recommended is highest in females, other races, whites
White 2864 (82.5) 7.7 and non-Hispanics in 2018. The rate increased in all demographics from 2014 to
Black 380 (10.9) 107 5018,
Cther 227 (6.5) 19.1
Unknown race 612

Bhnicity Number (Percent) Rate ite 142 Py 13; 76
Non-Hispanic 2732 (79.9) 17.6 e 0 179 nhite142 o 3 11 NonHisparic 150 9@ 12
Hispanic 688 (20.1) 12.8
Unknown ethnicity 663 014 2018 2014 2018 014 2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Possible human exposure to rabies cases w ere missing 12.2% of ethnicity data in
2014, 14.2% of race data in 2014, 16.2% of ethnicity data in 2018 and 15.0% of race data in
2018.
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Rabies, Animal and Possible Exposure

Human exposures to suspected rabid animals for which PEP is
recommended occur throughout the state. The rate (per 100,000
population) was high in both rural and urban counties in 2018.

Rate per 100,000 population
£10.0

—10.1-10.7

B 10.8-18.5

N 18.6-30.9

I 31.0-80.9

>
Rates are by county of residence for cases exposed in Horida (3,952 cases). Rates based on <20
cases are not reliable and should be interpreted with caution. See Tables 8 and 9 in Appendix I:
Summary Data Tables for the number and rate of cases in 2018 by county.

Key Points for Animals

Laboratory testing for animal rabies is only done when animals potentially
expose (e.g., bite) humans or domestic (owned) animals; thus, these data
do not necessarily correlate with the true prevalence of rabies by animal
species in Florida. A total of 110 laboratory-confirmed rabid animals were
reported in 2018.

There is generally a much greater risk for rabies exposure to people when
domestic animals are infected versus wildlife. Properly administered rabies
vaccines are highly effective in protecting domestic animals like cats, dogs
and ferrets against rabies infection, and rabies vaccination is required for
these animals per section 828.30, Florida Statues.

Number of rabid animals
In 2018, raccoons aen

. 47 @ Raccoon
remained the .20 Bat
most commonly C6) Cat
identified rabid \ Fox

1 Dog
animal, followed 08 Otter
by bats, cats and 1@ Skunk
foxes. o 2

Previous 5-year average © 2018
In 2018, Hillsborough County reported an unusual number of rabid cats (six),
the most seen in a single county in one year. A rabies sequencing study was
initiated with CDC to determine whether a cat-specific rabies virus had
emerged. Although the study is ongoing, it appears more likely that the
unusual activity was due to a high number of outside unvaccinated cats. In
addition, Miami-Dade County elected to initiate a raccoon rabies oral rabies
vaccine (ORV) program following a substantial increase in rabid animals in
2018 (eight raccoons, two cats, one otter).

Animal Trends

In 2018, rabies PEP was most frequently
recommended for exposures to dogs (55%), cats
(24%), raccoons (9%) and bats (8%). Poor
response from dog bite victims to ensure proper
follow-up with the biting dog has been identified
as a challenge in some counties. Bat-related PEP
was somewhat increased in 2018, which may
reflect heightened public awareness following
two bat rabies-related deaths since 2017 and
increased collaborative reporting between
wildlife professionals and public health officials.

In coordination with the Centers for Disease
Control and Prevention, an international
notification system was used to successfully
identify two Swiss travelers to Florida who
rescued a rabid bat in Collier County. Both
travelers subsequently received PEP. For more
information, see Morbidity and Mortality Weekly
Report, January 2018 at cdc.gov/mmwr/
volumes/67/wr/mm6716a5.htm.

The number of rabid animals identified has
generally decreased over the past decade, but
has increased since 2017. Rabies activity is
cyclical.

161

110

2009 2018

Rabid animals were identified throughout the
state in 2018.

Number of rabid animals
—10

=1

m2-3

m4-7

S -11




Rocky Mountain Spotted Fever and Spotted Fever Rickettsiosis

Key Points

Spotted fever rickettsioses (SFRs) are a group of tick-
borne diseases caused by closely related Rickettsia
bacteria. The most serious and commonly reported

Disease Facts

@ Caused by certain Rickettsia bacteria; most commonly
Rickettsia rickettsii, R. parkeri, R. africae, R. conorii

spotted fever group rickettsiosis in the U.S. is Rocky @ lliness includes fever, headache, abdominal pain, vomiting

Mountain spotted fever (RMSF) caused by R. rickettsii.
Other causes of SFR include R. parkeri, R. africae and
R. conorii. The principal tick vectors in Florida are the
American dog tick (Dermacentor variabilis) and the Gulf

Coast tick (Amblyomma maculatum).

Human antibodies to spotted fever rickettsial species

and muscle pain; rash develops in 80% of cases
Transmitted via bite of infective tick

Under surveillance to monitor incidence over time, estimate

burden of illness, monitor geographical and temporal

such as R. parkeri, R. amblyommii, R. africae and R.
conorii cross-react with serologic tests for the RMSF
organism R. rickettsii. Commercial antibody testing to differentiate other SFRs from RMSF and SFR incidence varies by

RMSEF is currently limited, though PCR testing of eschar swabs performed at

occurrence, target areas of high incidence for prevention
education

year.

reference laboratories can provide species. More than 95% of cases in 2018 were
probable because eschar swabs or convalescent serology samples were either not

available or not obtained. One case became ill during travel to South Africa,

developing an eschar at the site of a tick bite. After returning home, their
convalescent RMSF/SRF serology test was positive.

Case counts and rates from this report may differ from those found in other vector-
borne disease reports as different criteria are used to assemble the data. One

RMSF and SFR case reported in 2018 had symptom onset in 2017.

Number of cases 22
Rate (per 100,000 population) 0.1
Change from 5-year average rate 6.1%

Age (in Years)
Mean 55
Median 60
Min-max 11-78

Gender Number (Percent) Rate
Female 8 (36.4) NA
Male 14 (63.6) NA
Unknown gender 0
White 20 (90.9) 0.1
Black 1 (4.5) NA
Cther 1 (4.5) NA
Unknown race 0

Bhnicity Number (Percent) Rate
Non-Hispanic 20 (90.9) 0.1
Hispanic 2 (9.1) NA
Unknown ethnicity 0

Disease Trends

22

10

2009 2018

RMSF and SFR rates (per 100,000 population) are highest in adults, particularly
between 45 and 84 years old. In 2018, the rate was highest in adults 65 to 74

years old.
m 2018 rate (per 100,000 population)
Previous 5-year average rate
0.2
00 00 gp o QO 00
IS — |
<1 14 59 1014 1519 2024 2534 3544 4554 5564 65-74 7584 85+
Age group (inyears)
RMSF and SFR rates (per 100,000 population) remained relatively stable from
2014 to 2018. Rates are generally slightly higher in males, whites and non-
Hispanics, though rates were similar by gender and for whites and other races in
2018.
Male 0.2 \
White 0.2
Non-H ic0.2
0.1 .\. 0 n-Hispanic .\. 0
0.1
Cther 0.0
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing. Rocky
Mountain spotted fever and spotted fever rickettsiosis cases were missing 13.8%of ethnicity datain

2014 and 13.8%o0f race data in 2014.
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Rocky Mountain Spotted Fever and Spotted Fever Rickettsiosis

Summary Number

Number of cases

Case Classification Number (Percent)

Confirmed 1 (4.5)
Probable 1 (95.5)
I-bspltal ized 9 (40.9)
0 (0.0)
Acquired in Florida 12 (57.1)
Acquired in the U.S,, not Florida 8 (38.1)
Acquired outside the U.S. 1 (4.8)
Acquired location unknown 1
Cutbreak Status Number (Percent)
Sporadic 22 (100.0)
Cutbreak-associated 0 (0.0)
Qutbreak status unknown 0

Most RMSF and SFR cases are not confirmed
due to laboratory testing limitations. In 2018,
the only confirmed case (Levy County)
demonstrated a greater than four-fold increase
in titer.
Confirmed

2014] 7%

2015 0%

2016]f 25%

2017] 8%

2018] 5%

Most cases are acquired in Florida. In
2018, nine cases were imported from
other states or countries.

Acquired:

In the U.S. Qutside U.S.
2014 28% 0%
2015 35% 5%
2016 17% 25%
2017 23% 9%
2018 38% 5%

Most Rickettsia infections acquired within Florida are in residents
of northern and central counties. Two cases each were reported in
Okaloosa and Lake counties in 2018. The remaining eight counties

each had one case reported.

Rate per 100,000 population

J0.0

0.1-0.3
BN 0.4-0.6
N (0.7-6.0

B -

Rates are by county of residence for infections acquired in Horida (12 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by

county.

More Disease

Typically more than 35% of
cases are hospitalized;
deaths are rare.

Percent of cases hospitalized

0,
55% 3805 7% 360, 41%

2014 2018

Most RMSF and SFR cases are
sporadic. No outbreak-associated
cases have been identified since
2014.

m Qutbreak-associated
Sporadic
3% 0% 0% 0% 0%

100 100 100 100
% % % % %

2014 2018

RMSF and SFR cases are reported year-round without distinct seasonality,
though peak transmission typically occurs during the summer months. Cases

peaked in August in 2018.

1
O = o
Jan Feb Mar Apr

May Jun

m 2018 case count
Previous 5-year average

Aug Sep COct Nov Dec

Month of occurrence

See Appendix llIl: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



Salmonellosis

Key Points Disease Facts
Salmonellosis is one of the most common bacterial

causes of diarrheal illness in the U.S. The Centers for
Disease Control and Prevention estimates that
Salmonella bacteria cause about 1.35 million
infections, 26,500 hospitalizations and 420 deaths in
the U.S. each year. Florida frequently has the highest
number and one of the highest incidence rates of
salmonellosis cases in the U.S. The seasonal pattern is

Caused by Salmonella bacteria (excluding Salmonella
serotype Typhi)

lliness is gastroenteritis (diarrhea, vomiting)

Transmitted via fecal-oral route, including person to person,
animal to person, foodborne and waterborne

® 0® O

Under surveillance to identify and control outbreaks,

very strong, with cases peaking in late summer to early identify and mitigate common sources (e.g., contaminated
fall. Incidence is highest in infants <1 year old and food product, ill food handler), monitor incidence over time,
decreases dramatically with age. estimate burden of illness

The use of culture-independent diagnostic testing (CIDT) to identify Salmonella
has increased in recent years. Florida changed the salmonellosis surveillance
case definition in January 2017 to include CIDT in the criteria for probable
cases, contributing to the increase in cases reported in 2017.

Salmonellosis incidence has remained
relatively stable over the past ten years,
but has increased consistently since
2016.

Most outbreak-associated cases are reflective of household clusters; however, 6723

some cases are part of in-state or multistate outbreaks. In 2018, Florida
identified 184 cases associated with 45 different multistate outbreaks. A
variety of vehicles were identified for 25 of these multistate outbreaks,
including chicken, turkey, ground beef, shelled eggs, Mexican style cheeses, cut
melon, flour, kratom and live poultry. No in-state outbreaks were identified in

2018. 2009 2018
Disease Trends

The salmonellosis rate (per 100,000 population) is highest in infants <1 year

old and children 1 to 4 years old, then decreases dramatically with age.

7224

Number of cases 7224 m 2018 rate (per 100,000 population)
Rate (per 100,000 population) 345 Previous 5-year average rate
Change from 5-year average rate +13.6% 607.8
Age (in Years)
Mean 29 153.3
436 209 160 167 164 171 206 246 286 287 280
Median 18 e e, e e e
Min-max 0-102 <1 14 59 1014 1519 2024 25-34 3544 4554 5564 6574 7584 85+
Gender Number (Percent) Rate Age group (inyears)
Female 3,807 (52.7) 355
Male 3416 (47.3) 333 . . . ; .
Unknown gender 1 The salmonellosis rate (per 100,000 population) remained relatively stable in all
Race Ty E—— de:[mographlc.;s flrom 2014 to 2(1018 e:c?;t ?nl tother racgs \;vgi;e ;c r:ncretased. The
White 4958 (75.4) 06 @ tesb\INehr.e :lm! ar?:ross gender an e;tnlmh)./tgroupj ||Or: o . 20e1r8a e was
Black 773 (11.7) 51 g notably igher in other races compared to whites and blacks in .
Cther 848 (12.9) 714 74
Unknown race 645 Qther57.2
Bhnicity Number (Percent) Rate
; . 306
Non-Hispanic 4711 (72.8) 30.3 Ma|e292v———v 333 White 30,1 @=———0 NonHispanic200 &2 303
Hispanic 1,763 (27.2) 327 '
Unknown ethnicity 750
2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing.
Salmonellosis cases were missing 10.4%of ethnicity data in 2018 and 8.9%of race data in 2018.
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Salmonellosis
Summary Number Salmonellosis occurs throughout the state. In 2018, the highest rates

Number of cases 7,224 (per 100,000 population) were primarily in small, rural counties.

Case Classification Number (Percent)

Confirmed 6,321 (87.5) E
Probable 903 (12.5)
Hospitalized 1,726 (23.9)
Died 31 (0.4)
Daycare 582 (8.1)
Health care 101 (1.4)
Food handler 61 (0.8) _
Serair
Acquired in Florida 6,196 (95.1) 218294
Acquired in the U.S,, not Florida 108 (1.7) 29 5-397
Acquired outside the U.S. 214 (3.3) mm398-674
Acquired location unknown 706
Qutbreak Status Number (Percent) =
Sporadic 6,303 (90.5) Rates are by county of residence for infections acquired in Rorida (6,196 cases). Rates
Qutbreak-associated 663 (9.5) based on <20 cases are not reliable and should be interpreted with caution. See Tables
Qutbreak status unknown 258 8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by

county.

More Disease

The case definition

changed in 2017 to Approximately 25% of cases Cases in sensitive situations are Most cases are
Al monitored. The large number of cases in sporadic; less than
include CIDT in the are hospitalized each year.
Very few cases die daycares reflects the age distribution of 10% are outbreak-
probable case : .

T o cases. associated and often
classification, resulting in  Percent of cases hospitalized reflect household
more probable cases. o 800

25% 25% 25% 26% 24%, » clusters.
Confirmed | 1T 1’1 I @ 600 Daycare m Qutbresk-assodiated
2014 " 5 400 orade
— 0,
2015 | o5 é - % 10% 9% 8% 10%
2016_ 97%
2 Health care
2017 | 5% 0 o — — — JEoS e
201o [ 83 2014 2018 2014 2018 91% 90% 91% 92% 90%
Salmonella infections are primarily 2014 2018
acquired in Florida; a small number of Salmonellosis occurred throughout 2018 but has a strong seasonal pattern
infections are imported from other states with cases peaking late summer to early fall, which is consistent with past
and countries. years. The largest number of cases was reported in October in 2018.
Acquired: . m 2018 case count
Inthe US." Qutside U.S. Previous 5-year average
2014 2% 772 794 821 840 868 .4,
2015 3%
’ 332 57, 340 385
2016 4%
2017 4%
Jan Feb Mar Apr May Jun Jul Aug Sep Cct Nov Dec
2018 3%

Month of occurrence
See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and
month of occurrence.



Shiga Toxin-Producing Escherichia coli (STEC) Infection

Key Points .

STEC infection is a common cause of diarrheal Disease Facts

illness in the U.S., resulting in an estimated @ Caused by Shiga toxin-producing Escherichia coli (STEC)
265,000 illnesses each year. STEC infection bacteria

incidence in Florida has generally increased over @ lliness is gastroenteritis (diarrhea, vomiting); less frequently,
the past 10 years, likely due to advancements in infection can lead to hemolytic uremic syndrome (HUS)
laboratory techniques, resulting in improved

identification of STEC infection. The dramatic Transmitted via fecal-oral route; including person to person,
increase in 2018 was due to a surveillance case animal to person, foodborne and waterborne

definition change in January 2018 that expanded @ Under surveillance to identify and control outbreaks, identify
the probable case classification to include culture- and mitigate common sources (e.g., contaminated food
independent diagnostic testing (CIDT). product, ill food handler), monitor incidence over time,

Most outbreak-associated cases are reflective of estimate burden of iliness

household clusters; however, some cases are part
of in-state or multistate outbreaks. In 2018, Florida
identified 32 cases associated with six different

STEC infection incidence increased Serogroup 0157 and the top six
dramatically in 2018 due to a case non-0157 serogroups were the

multistate outbreaks. Of the four multistate definition change. cause of 65% of all confirmed
) R STEC infections in 2018.

outbreaks where a source was identified, three S

i i i 809 rogroup
were linked to consumption of romaine lettuce and o157
one to consumption of raw milk. In 2018, Florida 010;;
identified 16 cases associated with five different in gg?
-state outbreaks. One outbreak was in a daycare, o4 o145
two outbreaks were associated with travel to G?S
Honduras and two outbreaks had unknown 2009 2018  Not gmupee(; &

exposure sources.
Disease Trends

The STEC infection rate (per 100,000 population) is highest in children 1 to 4
years old followed by infants <1 year old. Children <5 years old are particularly

Summary
Number of cases 809  vulnerable to STEC infection and are at highest risk of developing HUS. Four
Rate (per 100,000 population) 39  (50%) of the eight HUS cases reported in 2018 were in children <5 years old.
Change from 5-year average rate +484.6% 505 219 m 2018 rate (per 100,000 population)
Age (in Years) Previous 5-year average rate
Mean 29
Median 20 47 41 45 ,5 30 21 17 23 30 33 31
Min-max 0-96
Gender Number (Percent)  Rate <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Female 414 (51.2) 3.9 Age group (inyears)
Male 395 (48.8) 39 ] ] o . )
Unknown gender 0 The STEC infection rate (per 100,000 population) increased in all demographics
Race Nurmber (Percent)  Rite from 2014 to 20.18., driven prlma.rlly by the dramatlc |.ncr(.aase |.n cases in 2018.
White 633 (80.3) 39 The rat.es were similar by gender |.n 201.8, but higher in Hispanics tharll non-
Black 55 (7.0) 15 Hlspam.cs. The rate was notably higher in other races compared to whites and
Cther 100 (12.7) g4  Dlacksin2018. 5
Unknown race 21
BEhnicity Number (Percent)  Rate
ispani /739 39
Non-Hispanic 459 (58.5) 2.9 / Gther 1.2 / 29
Hispanic 326 (41.5) 6.0 White 0.6
. Male 0.6 Non-Hispanic 0.5
Unknown ethnicity 24 2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing. Shiga
toxin-producing E coli infection cases were missing 10.3%of ethnicity data in 2014 and 6.8%o0f race
datain 2014.



Shiga Toxin-Producing Escherichia coli (STEC) Infection

Summary Number STEC infection cases occurred in most areas of the state, though

Number of cases 809 less commonly in the Florida Panhandle in 2018. The highest rates
Case (assification Number (Percent) (per 100,000 population) were primarily in small, rural counties in

Confirmed 334 (41.3) 2018.

Probable 475 (58.7) ﬂ

Hospitalized 175 (21.6)

Died 3 (0.4)

Daycare 55 (6.8)

Health care 5 (0.6)

Food handler 16 (2.0) Rate per 100,000 population
—00

Acquired in Florida 610 (90.2) £90.1-09

Acquired in the U.S,, not Florida 5 (0.7) m1.0-2.3

Acquired outside the U.S. 61 (9.0) 2437

Acquired location unknown 133 B 3.8-23.9
Qutbreak Status Number (Percent)

Sporadic 613 (79.0) . o o .

Qutbreak sssocisted 163 (21.0) Fececiom <8 cone e ot el ol b et it caon. e Tebes

Qutbreak status unknown 33 8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by

county.
More Disease
The case definition changed Between 15% and 25% of Outbreaks in daycares in 2015, Less than 35% of cases
in 2018 to include CIDT in cases are hospitalized each 2017 and 2018 contributed to are outbreak-associated
the probable case year. Very few cases die higher numbers of cases in that each year.
classification, resulting in (more likely in cases that setting.
more probable cases. develop HUS).
Percent of cases hospitalized 60 m Qutbreak-associated
Confirmed Daycare Sporadic

19% 19% 23% 19% 22%

n
3
2014 | 83% S 40
2015 = i 1 1 0 01 5
2016 " £
! g 20 Food handler
2017 I 83% 2 é Cedithcare 5% 3% 72% 67% 79%
2018 41% 0
2014 2018 2014 2018 2014 2018
Most STEC infections are acquired in There is no distinct seasonality to STEC infection cases in Florida. Cases
Florida; some infections are acquired occur at moderate levels year-round. More cases occurred in January and
in other states or countries. July in 2018.
Acquired: m 2018 case count
Inthe U.S/ Qutside US. Previous 5-year average

115

2014
2015
2016

2017 Jan Feb Mar Apr May Jun Jul Aug Sep Ot Nov Dec

2018

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and
65 month of occurrence.



Shigellosis

Key Points
Shigellosis is a common cause of diarrheal iliness in Disease Facts

the U.S., resulting in an estimated 450,000 illnesses Caused by Shigella bacteria
each year. Shigellosis has a cyclic temporal pattern
with large community-wide outbreaks, frequently
involving daycare centers, occurring every three to five
years. Incidence is consistently highest in children <10
years old.

lliness is gastroenteritis (diarrhea, vomiting)

Transmitted via fecal-oral route, including person to person,
foodborne and waterborne

Under surveillance to identify and control outbreaks,
identify and mitigate common sources (e.g., ill daycare
attendee), monitor incidence over time, estimate burden of

© O®S

The use of culture-independent diagnostic testing
(CIDT) to identify Shigella has increased in recent
years. Florida changed the shigellosis surveillance

iliness
case definition in January 2017 to include CIDT in the
criteria for probable cases, contributing to the
increase in cases reported in 2017. Shigellosis incidence increased in
Antimicrobial resistance in Shigella is a growing concern. In the U.S., most Shigella 2018, consistent with historic cyclical
is already resistant to ampicillin and trimethoprim/sulfamethoxazole. Health care patterns; recent peaks occurred in
providers rely on alternative drugs such as ciprofloxacin and azithromycin to treat 2011 and 2014.

Shigella infections when needed, though treatment of shigellosis with antibiotics is
not routinely recommended. The proportion of cases with isolates resistant to
ampicillin, trimethoprim/sulfamethoxazole, ciprofloxacin or azithromycin steadily
increased from 2015 to 2017 but decreased in 2018. For confirmed shigellosis
cases with antimicrobial resistance testing results available (about 40% to 70%
each year), the percentage of isolates resistant to one or more of these antibiotics
increased from 2015 (37%) to 2017 (60%) but decreased in 2018 (46%). 2009 2018

‘ Disease Trends

The shigellosis rate (per 100,000 population) is highest in children 1 to 4 years

old, followed by children 5 to 9 years old then infants <1 year old.

1510

461

Number of cases 1510 479 m 2018 rate (per 100,000 population)
Rate (per 100,000 population) 7.2 253 Previous 5-year average rate
Change from 5-year average rate 0.8%
Age (in Years) 15.2
Mean 21
Median 9
Min-max 0-92 <1 14 59 1014 1519 20-24 2534 3544 4554 5564 65-74 7584 85+
CGender Number (Percent) Rate Age group (inyears)
:AeTale 22; (‘512-;) :"11 The shigellosis rate (per 100,000 population) decreased in all demographics from
ae (54.9) " 2014 to 2018, except in other races where it increased slightly. The rates were
Unknown gender 0 . . . . . . L
slightly higher in males and Hispanics compared to females and non-Hispanics in
Race Number (Percent) Rate . . o
. 2018. The rate was highest in other races, followed by blacks then whites in
White 766 (52.4) 4.7
2018.
Black 468 (32.0) 13.2
Cther 228 (15.6) 19.2
Unknown race 48
Bhnicity Number (Percent)  Rate Male12.2 ~ Cther 18.8 19.2
. 8.1 ) Non-Hispanic 10.7
Non-Hispanic 990 (68.0) 6.4 Whited1 O~ g - o
Hispanic 466 (32.0) 8.6

Unknown ethnicity 54 2014 2018 014 2018 014 2018



Shigellosis

Summary Number

Number of cases 1510

Case Classification Number (Percent)
Confirmed 776 (51.4)
Probable 734 (48.6)
Hospitalized 290 (19.2)
Died 1 (0.1)
Daycare 305 (20.2)
Health care 29 (1.9)
Food handler 25 (1.7)
Acquired in Florida 1282 (92.5)
Acquired in the U.S,, not Florida 14 (1.0)
Acquired outside the U.S. 90 (6.5)
Acquired location unknown 124

Qutbreak Status Number (Percent)
Sporadic 992 (66.3)
Cutbreak-associated 505 (33.7)
Qutbreak status unknown 13

The case definition
changed in 2017 to
include CIDT in the
probable case
classification, resulting in
more probable cases.

Confirmed

cases are hospitalized
each year. Deaths are
rare.

Percent of cases hospitalized

17% 18% 26% 22% 19%

2014 | 52
2015 79%
2016 |3
2017 50%
2018 51%

2014 2018

Most Shigella infections are acquired in

Florida; a small number of infections are
acquired from other states and

countries.
Acquired:

Inthe US| Qutside U.S.

2014
2015
2016
2017
2018

2%
3%
6%
7%
6%

Jan

Rate per 100,000 population
£10.0

£C30.1-0.5

m0.6-2.7

EN236.8

N 6.9-43.7

Shigellosis cases occurred in most areas of the state, though less
commonly in the Florida Panhandle in 2018. The highest rates (per
100,000 population) were in northern and southeast Florida.
Geographic distribution varies by year, often driven by clusters of
counties experiencing large outbreaks.

Rates are by county of residence for infections acquired in Aorida (1,282 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables

8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.

More Disease

Between 15% and 30% of

Number of cases

93

Feb Mar

Person-to-person outbreaks are
common in daycare settings. In
2018, 34% of outbreak-associated
cases occurred in daycare

settings.
800
600 Daycare
=@=ood handler
400 =—=g= Health care
200
s ____ N

2014 2018

153 167 151

145

108

Apr  May Jun Jul  Aug

Month of occurrence

Outbreaks are common; as
few as 10 Shigella bacteria
can result in illness,
making it easy to spread
from person to person.

m Qutbreak-associated
Sporadic

a2 |29 i 2

73% 57% 69% 66% 66%

2014 2018

Shigellosis occurred throughout 2018, with activity peaking during the summer.
Activity in 2018 was relatively consistent with the previous five-year average.

m 2018 case count
Previous 5-year average
134 139 125

86

Sp Cot Nov Dec

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and

month of occurrence.
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Syphilis (Excluding Congenital)

Key Points

Syphilis is separated into early syphilis (i.e., syphilis of
less than one year duration, which includes latent and
infectious stages) and late or late latent syphilis (i.e.,

syphilis diagnosed more than one year after infection).

Syphilis creates an open sore at the point of infection,
called a primary lesion, during the infectious stage. A
primary lesion can work as a conduit for HIV
transmission and puts either the person displaying
the lesion or their sexual partners at risk of HIV
infection if either partner is living with HIV. In 2018,
33% of infectious syphilis cases were reported in
individuals who were known to be coinfected with HIV,
a 2% decrease from 2017.

In 2018, syphilis incidence continued to
increase, both in Florida and nationally.

10,612
3844
2009 2018

Number of cases 10612
Rate (per 100,000 population) 50.6
Change from 5-year average rate +43.7%
Mean 36
Median 34
Min-max 13-99

Gender Number (Percent) Rate
Female 1,830 (17.2) 17.1
Male 8,782 (82.8) 85.7
Unknown gender 0

Race Number (Percent) Rate
White 5,365 (53.8) 331
Black 3,571 (35.8) 100.6
Cther 1,031 (10.3) 86.7
Unknown race 645

Bhnicity Number (Percent) Rate
Non-Hispanic 6447 (66.2) 414
Hispanic 3,289 (33.8) 61.0
Unknown ethnicity 876

Disease Trends

Disease Facts
@ Caused by Treponema pallidum bacteria

@ lliness includes sores on genitals, anus or mouth; rash on
the body

Transmitted sexually via anal, vaginal or oral sex and
sometimes from mother to infant during pregnancy or
delivery

@ Under surveillance to implement interventions immediately
for every case, monitor incidence over time, estimate
burden of illness, target prevention education programs,
evaluate treatment and prevention programs

Syphilis occurs throughout the state. The highest rates (per
100,000 population) in 2018 were in large counties, including
Miami-Dade (101.2), Broward (93.1) and Orange (74.9) as well as
in small rural counties, including Union (175.4 based on 28 cases),
Gadsden (107.9) and Washington (67.3).

I

Rate per 100,000 population
13.6-13.8
EE13.9-244

W 24.5-43.8

BN 439-1754

Rates are by county of residence, regardess of where infection was acquired (10,612
cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |: Summary Data Tables for the number and
rate of cases in 2018 by county.
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Syphilis (Excluding Congenital)

The syphilis rate (per 100,000 population) is highest in adults 20 to 54 years old
and peaks in adults 25 to 34 years old.
134.6

m 2018

112.2 Previous 5-year average rate

32.5

00 00 00 03 69 28 14

<1 14 59

10-14 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Age group (inyears)

Race and ethnicity differed between
genders. Black females and Hispanic
males were at increased risk for

The syphilis rate (per 100,000 population) increased in all gender, race and
ethnic groups from 2014 to 2018. The increase was most notable in males and in
other races. The rates are highest in men, blacks and Hispanics.

69

/ 85.7
Male 52.0

2014 2018

86.7

./o 414
Cther 31.2 '/. 3341 Non-Hispanic 24.9

White 20.8

2014 2018

syphilis.

Black
White
Cther

2014
Unknown

2018

Note that trend graphs should be interpreted w ith caution w hen more than 5% of data are
missing. Syphilis cases (excluding congenital) w ere missing 7.8% of ethnicity data in 2014,
8.3% of ethnicity data in 2018 and 6.1% of race data in 2018.

In 2018, most people (76%) went to their own private
provider for STD testing. However, the recommended
treatment for syphilis, per the Centers for Disease Control
and Prevention, is parenterally administered penicillin G
benzathine. As many providers do not keep the standard
benzathine penicillin product Bicillin on hand, they often refer
their patients to county health departments for treatment.

In 2018, 58% of syphilis cases were treated by public

providers.

Private provider
Public provider
Unknown

Private provider
Public provider
Unknown

Percent of syphilis
cases diagnosed

76% GG
21% I

3%|

Percent of syphilis
cases treated

422 [ 0
55% NG

0%

Male
Hispanic 34% -
29% [

25% [
1%

1%

Female

19% [l
46% INEGING
23% Il
1%l

1%]

Men who have sex with men (MSM) are identified through
risk behavior information collected during case
investigations. The true incidence of the MSM risk is
difficult to estimate due to many factors. In 2018, most
(73%) syphilis cases in males were in men who reported

having sex with other men.

MSM with syphilis who were interviewed in 2018 (6,065
men) disclosed an array of risk behaviors, which included
sex with anonymous partners and sex with females.

History of prior STD

Sex with anonymous partner

Sex with partner met via Internet
Multiple partners

Unprotected sex

Sex with person with HIV or AIDS

Sex while impaired by alcohol or drugs
Drug use

Sex with a female

Percent of syphilis cases
reporting risk factor

54% [ G-
492 [ NG
422 -

28% G0
26% I
25% I
18% Il

14% [}
%



Tuberculosis

Key Points Disease Facts
Tuberculosis (TB) continues to be a public health
threat in Florida. Incidence has generally declined
over the past decade, though small fluctuations can
occur year to year. Slight increases in 2015, 2016
and 2018 were observed after historic lows in 2014
and 2017. Medically underserved and low-income
populations, including racial and ethnic minorities,
have high rates of TB. In most countries and in
Florida, TB incidence is much higher in men than
women. The rate per 100,000 population in blacks in
Florida was almost three times as high as the rate in
whites in 2018.

Caused by Mycobacterium tuberculosis bacteria

lliness is usually respiratory (severe cough, pain in chest),
but can affect all parts of the body including kidneys, spine
or brain

Transmitted via inhalation of aerosolized droplets from
people with active tuberculosis

Under surveillance to implement effective interventions
immediately for every case to prevent further transmission,
monitor directly observed therapy prevention programs,
evaluate trends

®© ® ®O

The TB rate (per 100,000 population) is low in children and ranged from 3.2 to Despite a slight increase in 2018, TB
3.8 in adults 25 to 84 years old. incidence has generally decreased over the
= img . t 38 32 37 - past decade.
revious o-year average rate B
Y g 3.2 33 24 822
09 22 22 591
: 07 10 04
<1 14 59 1014 1519 2024 25-34 3544 4554 5564 65-74 7584 85+
Age group (inyears)
2009 2018

Disease Trends

Summary TB occurred in most parts of the state in 2018, though was less
Number of cases 591 common in the Panhandle. While the highest rates (per 100,000
Rate (per 100,000 population) 28 population) tended to be in small, rural counties, over 33% of all TB

cases were in Miami-Dade (124 cases) and Broward (67 cases)

Change from 5-year average rate -7.3%

counties.
Mean 48
Median 47
Min-max 0-94
Female 228 (38.6) 21
Male 363 (61.4) 35
Unknown gender 0

Race iU ey ([P aresid) Rate Rate per 100,000 population
White 309 (52.3) 1.9 0.0
Black 193 (32.7) 54 C901-05
Cther 89 (15.1) 7.5 mm0.6-1.8
Unknown race 0 BN 1.9-3.8

BEhnicity Number (Percent)  Rate EN3.9-7.3

Non-Hispanic 396 (67.0) 25
Hispanic 195 (33.0) 3.6
Unknown ethnicity 0 Rates are by county of residence, regard ess of where infection was acquired (591

cases). Rates based on <20 cases are not reliable and should be interpreted with
caution. See Tables 8 and 9 in Appendix |I: Summary Data Tables for the number and
rate of cases in 2018 by county.
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Tuberculosis

The rate of TB in the U.S.-born population in Florida has been decreasing faster than the rate among the foreign-born
population. Being born in a country where TB is prevalent is one of the most significant risk factors for developing TB and is a
focus for TB prevention and control efforts in Florida. In 2018, 63% of all TB cases in Florida were in the foreign-born
population. The most common countries of origin in 2018 included Haiti, Mexico, the Philippines, Vietnam, Guatemala,
Colombia and Cuba, accounting for 213 (58%) of 370 cases identified in the foreign-born population.

In 1998, there were twice as many TB cases in the

U.S.-born population than the foreign-born

population. In 2018, 67% more cases were in

foreign-born people than U.S.-born.

As the number of TB cases has declined in
Florida, the percentage of those cases in the
foreign-born population has increased. In 2018,
63% of cases were in people born outside the

u.S. .
882 Number of casesin rerqenttg)f cases Iln .
foreign-born population 329,  roreign-oornpopulation 63%
410 Number of casee ) 2;? //\—__’i/v-_
U:S-born population 1204 Total number of cases 591
1998 2018 1998 2018

People experiencing homelessness are at increased risk for disease and
are a focus for TB prevention and control efforts in Florida. Since 1998,
the total number of TB cases among the homeless population in Florida
has decreased by over 50%; however, in the same time period, the
percentage of people with TB who are homeless remained relatively
stable (8% to 10%) until 2012. Since 2012, the percentage of people with
TB who are homeless decreased from 9.6% to 5.8% in 2018.

In 2018, 9% of TB cases were co-infected with
HIV. This is a slight decrease from 2017 and is

consistent with the overall decreasing trend.
25% Percent of cases co-
infectedwithHIV

9%
Number of cases co-
320 infected withHIV 53
1998 2018

Drug resistance arises due to improper use of antibiotics in the
chemotherapy of drug-susceptible TB patients. Multidrug-resistant TB is
caused by M. tuberculosis bacteria that are resistant to at least isoniazid
and rifampin, the two most potent TB drugs. In 2018, 485 TB cases were
tested in Florida for resistance to isoniazid and rifampin. Over the past 10
years:

e Resistance to isoniazid alone ranged from 5% to 9%.

e Resistance to isoniazid and rifampin ranged from 0.6 to 2.2%.

In 2018, resistance to isoniazid alone increased and resistance to isoniazid
and rifampin decreased, but were within the 10-year ranges.

Despite a slight increase in 2017, the
number and percentage of cases among the
homeless population has steadily decreased
since 2012.
10% Percent of casesin
homeless population

MG%

Number of casesin
131" homeless population 34

1998 2018

Untreated HIV infection remains the biggest risk factor for developing
active TB disease following infection with TB and is a focus for TB
prevention and control efforts in Florida. TB and HIV co-infection has
been declining modestly but steadily over time in Florida. In the last three
years the decline has leveled off at around 10%.

In 2018, 5.6% of tested cases were resistant
to isoniazid alone, and 0.6% were resistant to
both isoniazid and rifampin.

8.8% |soniazd
2009 2018



Varicella (Chickenpox)

Key Points

Varicella is a childhood disease that became
reportable in Florida in late 2006. A vaccine was first
released in the U.S. in 1995, and a two-dose
schedule was recommended in 2008 by the Centers
for Disease Control and Prevention’s Advisory
Committee on Immunization Practices. Beginning Transmitted person to person by contact with or inhalation

with the 2008 to 2009 school year, children entering of aerosolized infective respiratory tract droplets or
kindergarten in Florida were required to receive two secretions, or direct contact with VZV vesicular lesions

Disease Facts
Caused by varicella-zoster virus (VZV)

lllness commonly includes vesicular rash, itching, tiredness
and fever

® ®®

doses of varicella vaccine per Florida Administrative
Code Rule 64D-3.046. Due to effective vaccination
programs, there was a steady decrease in incidence

in Florida from 2008 to 2014. Incidence

increased slightly in 2015 and has remained elevated.

Under surveillance to identify and control outbreaks,
monitor effectiveness of immunization programs and
vaccines, monitor trends and severe outcomes

)

The rate of varicella remained highest among infants <1 year old who are too young to Varicella incidence increased in
be vaccinated. As a result, vaccination of siblings and caregivers is particularly 2018.
important to protect this group. 1125
The number of outbreak-associated cases increased from 125 (19.1%) in 2017 to 256 7 853
(30.8%) in 2018. Of the 256 outbreak-associated cases identified, most were small
household clusters. Twelve outbreaks (defined as five or more cases linked in a single
setting) were identified in 2018, including four outbreaks in correctional facilities, two
outbreaks in daycares and six outbreaks in schools. Counties with 210 outbreak-
2009 2018

associated cases included Broward (36), Pinellas (35), Palm Beach (27), Hillsborough
(21), Polk (15), Miami-Dade (14) and Manatee (11).

Disease Trends

Infants <1 year old are too young to be vaccinated. As a result, vaccination of

siblings and caregivers is particularly important to protect this group. The

Number of cases 853 varicella rate (per 100,000 population) remained highest in infants <1 year old in

Rate (per 100,000 population) 4.1 2018, exceeding the previous 5-year average.

Change from 5-year average rate +20.7% 355 m 2018 rate (per 100,000 population)
Age (in Years) Previous 5-year average rate

Mean 17

Median 9

Min-max 0-89 32 33 22 095 04 04 02
Gender Number (Percent)  Rate e —— "

Female 399 (46.8) 3.7 <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+

Male 454 (53.2) 44 Agegroup (inyears)

Unknown gender 0 The varicella rate (per 100,000 population) is relatively similar among males and
Race NV VENEE- =) females. It is also similar among whites and blacks, and since 2014, the rate in

White 595 (73.8) 3.7 otherraces has increased notably. The rate in Hispanics has also increased since

Black 99 (12.3) 28 2014.

Cther 112 (13.9) 9.4 94

Unknown race 47
Bhnicity Number (Percent)  Rate 14 Cher 5.3

Non-Hispanic 515 (64.5) 3.3 Male3.1 37

Hispanic 284 (35.5) 53 = Wits28 6=—2 NonHigan 33

nHspanic 2.8
Unknown ethnicity 54

2014 2018 2014 2018 2014 2018

Note that trend graphs should be interpreted with caution when more than 5%of data are missing.
Varicella cases were missing 6.3%of ethnicity data in 2018 and 5.5%of race data in 2018.
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Varicella (Chickenpox)
Varicella occurred throughout the state in 2018. Rates (per

Number of cases 100,000 population) varied regardless of county population. Rates
Case Classification Number (Percent) ranged from O to 34 per 100,000.
Confirmed 339 (39.7)
Probable 514 (60.3)
Cutcome Number (Percent)
I-bspltal ized 0 (5.9)
1(0.1)
Imported Status Number (Percent)
Acquired in Florida 768 (95.2)
Acquired in the U.S,, not Florida 5(1.9)
Acquired outside the U.S. 4 (3.0) Rate per 100,000 population
Acquired location unknown 46 0.0
Qutbreak Status Number (Percent) 901-06
Sporadic 576 (69.2) Em0.7-2.9
Qutbreak-associated 256 (30.8) N 3.0-54
Qutbreak status unknown 21 . 5.5-34.0
Rates are by county of residence for infections acquired in Horida (768 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8and 9in Appendix I: Summary Data Tables for the number and rate of cases in 2018 by
county.
More Disease
Just over one-third of cases Most varicella cases do not Less than one-third of cases are
are confirmed. Most varicella require hospitalization; outbreak-associated. In 2018, 31%
cases are classified as deaths are very rare. of cases were outbreak-associated.
probable based on symptoms
only Percent of cases hospitalized m Cutbreak-associated
Confirmed sn 1% T% 6% 6% Sporadic
Sl mEEEm 2o
25%4824%8 30% %
2015 31% 25%
2016 [Jl39%
2017- 309, 75% 76% 70% 81% 69%
2018[Jl40%
2014 2018 2014 2018
Most VZV infections are acquired in Due to robust vaccination programs, there is no longer discernable
Florida. Each year, a few cases are seasonality for varicella in Florida. Between 50 and 94 cases occurred each
imported from other states and countries. month in 2018.
Acquired: m 2018 case count
Inthe U.S. Qutside U.S. Previous 5-year average
2014 1%
2015 3%
2016 2%
2017 3% Jan Feb Mar Apr May Jun Jul Aug Sep Ot Nov Dec
2018 3% Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, sensitive situation, imported status, outbreak status and
month of occurrence.



Vibriosis (Excluding Cholera)

Disease Facts

Key Points

Vibrio species are endemic in Florida’s seawater. @ Caused by bacteria in the family Vibrionaceae

Incidence is typically higher in the summer when @ lliness can be gastroenteritis (diarrhea, vomiting),
exposure to seawater is more common and warmer bacteremia, septicemia, wound infection, cellulitis; other
water is conducive to bacterial growth. Incidence common symptoms include low-grade fever, headache and
increased notably in 2017, largely due to a change in chills

Transmitted via food, water, wound infections from direct
contact with brackish water or salt water where the bacteria
naturally live or direct contact with marine wildlife

the probable case definition, which expanded in 2017
to include culture-independent diagnostic testing
(CIDT).

Vibrio vulnificus infections typically occur in people who

have chronic kidney or liver disease, a history of @

alcoholism or are immunocompromised. Of the 42 V.

vulnificus cases in 2018, 32 (76.2%) had underlying

medical conditions. V. vulnificus can cause particularly severe disease, with about

50% of bloodstream infections being fatal. Vibriosis incidence decreased slightly
in 2018.

Under surveillance to identify sources of transmission (e.g.,
shellfish collection area) and mitigate source, monitor
incidence over time, estimate burden of illness

Of the 42 cases due to V. vulnificus in 2018, 36 (86%) were hospitalized and nine

(21%) died, accounting for 9 of the 12 total vibriosis deaths. The remaining three 242
deaths were associated with infection with V. parahaemolyticus (one case), V.
furnissii (one case) and an unidentified Vibrio species (one case). 112
Of the 12 people who died from vibriosis, three reported consuming seafood, four
reported having a wound with seawater exposure, one had multiple exposures
2018

and four had other or unknown exposures. 2009
Disease Trends

The vibriosis rate (per 100,000 population) is usually highest in adults 55 to 84
years old. In 2018, the rate was highest in adults 75 to 84 years old.

Summary

Number of cases 242 m2018rate (per 100,000 population)

Rate (per 100,000 population) 1.2 Previous 5-year average rate 24

Change from 5-year average rate +13.7% 16 17 18
08 M 06 o7 09 o 09 10

Mea.n 51 0.0

Median 55

Min-max 2-93 <1 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+
Gender Number (Percent)  Rate Age group (inyears)

Female 73 (30.2) 0.7

Male 169 (69.8) 16 Vibriosis rates (per 100,000 population) increased in all gender, race and

Uhknown gender L ethnicity groups from 2014 to 2018. The rate is consistently higher in males,
Race MWCHGECZININCE  \whites and non-Hispanics.

White 207 (87.7) 13

Black 24 (10.2) 0.7

Cther 5 (2.1) NA 16 13

Lnknown race 5 Male 1.2 / ./' 13 Nor-Hpanic 0.9 /
Bhnicity Number (Percent) Rate White 1.0

Non-Hispanic 197 (85.7) 1.3

Hispanic 33 (14.3) 0.6 S 04

Lknown ethricity 2 2014 2018 2014 2018 2014 2018
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Summary Number

Vibriosis (Excluding Cholera)

Number of cases 242

Case Classification Number (Percent)
Confirmed 186 (76.9)
Probable 56 (23.1)

Cutcome Number (Percent)
Hospitalized 109 (45.0)
Died 12 (5.0)
Acquired in Florida 214 (90.3)
Acquired in the U.S,, not Florida 13 (5.5)
Acquired outside the U.S. 10 (4.2)
Acquired location unknown 5

Cutbreak Status Number (Percent)
Sporadic 240 (99.2)
Cutbreak-associated 2 (0.8)
Cutbreak status unknown 0

Vibriosis occurred in most parts of the state in 2018. The rates
(per 100,000 population) varied across the state with some of the
highest rates in low-population counties.

Rate per 100,000 population
—10.0

310.1-0.9

. 1.0-2.0

2 1-51

Rates are by county of residence for infections acquired in Aorida (214 cases). Rates
based on <20 cases are not reliable and should be interpreted with caution. See Tables
8 and 9in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by

county.

The case definition changed in
2017 to include CIDT in the
probable case classification,
resulting in more probable
cases.

Confirmed

2014/ 1 00
2015 oo~
2016 29
2017 3%

201s| I 77%

Between 40% and 50% of cases
are hospitalized; deaths do
occur. Nine people infected with
V. vulnificus died in 2018.

Percent of cases hospitalized

40% 44% 46% 49% 45%

2014 2018

More Disease

In 2018, the most commonly reported Vibrio species were V.
alginolyticus, V. parahaemolyticus and V. vulnificus. The
number of other Vibrio infections was largely due to CIDT,
which cannot differentiate between species.
Species
Vibrio alginolyticus
Vibrio parahaenolyticus
Vibrio wulnificus
Vibrio flwialis
@Gimontia hollisae 6
Vibrio cholerae Type Non-O1 5
Qther Vibrio species

70

42

63

Most Vibrio infections are acquired
in Florida. In 2018, 23 infections
were acquired in other states or
countries.

Acquired:

Inthe US. QutsideUS

2014 2%
2015 3%
2016 3%
2017 5%

4%

2018

Vibriosis occurs throughout the year in Florida, with activity typically peaking
during the summer months. Over 30 cases occurred each month from June

to August in 2018. = 2018 case count

Previous 5-year average
35

32

21 23
15 15 19

14 14

Feb Mar

Jan

Apr May Jun Jul Aug Sep Oct Nov Dec

Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.



West Nile Virus Disease

Key Points

West Nile virus (WNV) is a mosquito-borne flavivirus
that was first introduced to the northeastern U.S. in
1999 and first detected in Florida in 2001. Since its
initial detection, WNV activity has been reported in all
67 Florida counties. Approximately 80% of people
infected with WNV show no clinical symptoms, 20%
have mild non-neuroinvasive illness and less than 1%
suffer from the neuroinvasive form of illness. Culex
species (mosquitoes) and wild birds are the natural

Disease Facts
@ Caused by West Nile virus

@ lliness can be asymptomatic, mild non-neuroinvasive
(e.g., headache, fever, pain, fatigue), or neuroinvasive
(e.g., meningitis and encephalitis with possible
irreversible neurological damage, paralysis, coma or
death)

Transmitted via bite of infective mosquito or by blood
transfusion or organ transplant

hosts. Humans and horses can become infected when

bitten by a mosquito infected with WNV.

WNYV can also be transmitted to humans via contaminated
blood transfusion or organ transplantation. Since 2003, all
blood donations are screened for WNV prior to transfusion.
People spending large amounts of time outside (due to occupation, hobbies or
homelessness) or not using insect repellant or other forms of prevention are at
higher risk of becoming infected. In 2018, three WNV disease cases were
identified through blood donor screening, testing positive prior to developing

symptoms.

Two additional WNV disease cases were identified in 2018 but not reported

until 2019 and will therefore be included in the 2019 report. Case counts and
rates from this report may differ from those found in other vector-borne disease 3
reports as different criteria are used to assemble the data.

Summary
Number of cases
Rate (per 100,000 population) 0.2
Change from 5-year average rate +261.9%

Age (in Years)

39

Mean 61
Median 66
Min-max 6-85
Female 17 (43.6) NA
Male 22 (56.4) 0.2
Unknown gender 0

Race Number (Percent) Rate
White 35 (89.7) 0.2
Black 4 (10.3) NA
Cther 0 (0.0 NA
Unknown race 0

Bhnicity Number (Percent) Rate
Non-Hispanic 39 (100.0) 0.2
Hispanic 0 (0.0 NA
Unknown ethnicity 0

Under surveillance to identify areas where WNV is being
transmitted to target prevention education for the public,
monitor incidence over time, estimate burden of iliness

The incidence of West Nile virus disease
increased sharply in 2018. Dry environmental
conditions and herd immunity in bird
populations may help explain periods of lower

incidence.
39
2009 2018

Disease Trends

The rate of West Nile virus disease (per 100,000 population) was highest in
adults 75 to 84 years old in 2018. People >60 years old are at greater risk of
severe illness. In 2018, 59% of cases were among people >60 years old; all but
one had neuroinvasive illness. Three of the four deaths were in people >60
years old.

m 2018 rate (per 100,000 population)
Previous 5-year average rate

1.0

0.2 03 03 0.2
00 00 91 00 00 00 00 01
YT e e T
< 14 59 1014 1519 2024 2534 3544 4554 5564 6574 7584 85+

Age group (inyears)

The rate of West Nile virus disease (per 100,000 population) increased slightly in
all demographics from 2014 to 2018, except for other races and Hispanics. In
2018, rates were similar by gender, race and ethnicity groups.

/ 0.2 / 02
Male 0.1 White 0.1

0.0
2014 2018

0.3

Non-Hispanic 0.1

Cther 0.0

2018 2014 2014 2018
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West Nile Virus Disease
Loc_ally acquired We_st Nile vir.us fiisease cas_es o.cm.Jrred in

residents of 13 Florida counties in 2018, primarily in north Florida.
Number of cases .
Cases were most commonly reported in Duval (12), Bay (four) and
Nassau (four) counties.

Confirmed 26 (66.7) -
T

Case Classification Number (Percent

Probable 13 (33.3)
Clinical Type Number (Percent)
Neuroinvasive 34 (87.2)
Non-neuroinvasive 5 (12.8)
Qutcome Number (Percent)
Hospitalized 33 (84.6)
Died 4 (10.3)
Imported Status Number (Percent) Rate per 100,000 population
Acquired in Florida 33 (84.6) J0.0
Acquired in the U.S, not Florida 6 (15.4) =10.1-1.0
. . . 1.1-2.2
Acquired outside the U.S. 0 (0.0) =23 48
Acquired location unknown 0
Qutbreak Status Number (Percent) =
Sporadic 39 (100.0) Rates are by county of residence for infections acquired in Horida (33 cases). Rates
Qutbreak iated 0 (0.0 based on <20 cases are not reliable and should be interpreted with caution. See Tables
tbreakassociate (0.0) 8 and 9 in Appendix |: Summary Data Tables for the number and rate of cases in 2018 by
Qutbreak status unknown 0 county.

More Disease

The percentage of The majority of cases are Five asymptomatic WNV-positive blood donors were

confirmed cases increased hospitalized; deaths do identified in 2018. One blood donor had an unknown

in 2018, though it can vary occur. county of exposure, and two blood donors were

by year. Percent of cases hospitalized experiencing homelessness. While blood donors do not
Confirmed 88% 92% 450, 100% 85% meet case criteria if no

Number of asymptomatic
symptoms are reported, blood donors

they are still indicative of

201/ 5+
2015 100Y

201 50% : WNV activity occurring in 2 2 9
2017-330/ the area and can be used
0

to meet criteria for issuing

2018- 67% : mosquito-borne illness 2014 2018
2014 2018 advisories and alerts if the county of exposure is known.
Most cases are acquired in Florida. West Nile virus disease has a strong seasonal pattern with cases primarily
In 2018, six cases were imported occurring July to November. In 2018, the largest number of cases were
from other U.S. states. reported in August and October.
Acquired: m 2018 case count

Inthe US| QutsideU.S. Previous 5-year average

2014 6%

2015 0%

2016 0% 0 0 0 0

2017 0% Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
2018 0% Month of occurrence

See Appendix lll: Report Terminology for explanations of case classification, outcome, imported status, outbreak status and month of occurrence.
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Zika Virus Disease and Infection

Key Points Disease Facts

Zika emerged in Brazil in 2015, followed by local @ Caused by Zika virus
transmission throughout the Americas and the

Caribbean. In 2016, over 1,400 cases were reported @ lliness is frequently asymptomatic;icommon symptoms

in Florida, with most being travel-associated; however, include fever, rash, headache, joint pain, conjunctivitis and
285 cases were locally acquired. An additional 15 muscle pain; microcephaly and other severe birth defects
locally acquired cases were identified in 2017, but may occur when mother is infected during pregnancy; post-
their exposure was attributed to 2016, bringing the infection Guillain-Barré syndrome

total number of locally acquired cases in 2016 to
300. Active transmission of Zika virus was identified
in four areas in Miami-Dade County in 2016.

Transmitted via bite of infective mosquito, blood
transfusions, sex with infected partner or from mother to

child during pregnanc
Unlike dengue fever, infection with Zika virus leads to 'ld during preg i

lifetime immunity, which is believed to be the primary @ Under surveillance to identify individual cases and

reason for the substantial decrease in incidence in implement control measures to prevent local transmission,
endemic countries and subsequent decreased risk for monitor incidence over time, estimate burden of illness,
introduction in non-endemic areas such as Florida. As identify infants born to infected mothers for follow-up

a result, only two locally acquired cases were identified
with symptom onset in September 2017.

Unlike other diseases and conditions in this report, non-Florida residents are included The incidence of 4 455

in Zika case counts. Non-Florida residents made up about 7% of cases reported from Zika virus disease

2016 to 2017, compared to 18% of cases in 2018. Only 21% of cases were pregnant and infection has

in 2016, compared to much larger proportions in 2017 (49%) and 2018 (71%). This decreased

increase was primarily related to increased availability of testing for asymptomatic drastically since 115
pregnant women, as well as the possibility of prolonged IgM antibody detection of two 20186. E——
years or longer which may have identified past exposure to Zika virus versus a recent 2016 2018

infection.
Disease Trends

The rate of Zika virus disease and infection (per 100,000 population) is highest

Number of cases 115 in adults 25 to 34 years old. Due to the possibility of adverse pregnancy and

Rate (per 100,000 population) 05 fetal outcomes associated with Zika virus infection during pregnancy, testing is

87.2% focused on pregnant women; however, symptomatic individuals also meet
testing criteria.

Change from 2-year average incidence
Age (in Years)

Mean 32 m 2018 rate (per 100,000 population)
Median 32 Previous 2-year average rate
Min-max 0-71
Gender Number (Percent) Rate
Female 107 (93.0) 10 05 go 00 %0 == 5 20 42 T == 00 44 g
= o B e : -
Male 8 (7.0) NA
Unknown gender 0 <1 14 59 1014 1519 20-24 25-34 3544 4554 5564 65-74 7584 85+
Race Number (Percent) Rate Agegroup (inyears)
White 56 (49.6) 0.3 The rates of Zika virus disease and infection (per 100,000 population) vary by
Black 51 (44.3) 14 gender, race and ethnicity. In 2018, the rate in females was 10 times the rate in
Cther 8 (6.1) NA Males, the rate in blacks was more than three times the rate in whites and the
Unknown race 0 rate in Hispanics was four times the rate in non-Hispanics.
BEhnicity Number (Percent) Rate
Non-Hispanic 52 (45.2) 03 Gher14.2
Hispanic 63 (54.8) 1.2
Unknown ethnicity 0 Male 5.5 White 6.3 .
Non-Hispanic 3.5 .\
01 303 03

2016 2018 2016 2018 2016 2018



Zika Virus Disease and Infection

Number of cases 115
Number (Percent)

Imported Zika cases were more commonly reported in central and
south Florida with the highest rates (per 100,000 population)
concentrated in south Florida counties. Two locally acquired cases
were identified in Broward (unknown exposure year) and Miami-

Case Classification

Confirmed 19 (16.5)

Probable 96 (83.5) Dade (laboratory exposure) counties in 2018.
Type Number (Percent) Q TTLE*i

Non-Congenital 114 (99.1) JS I

Congenital 1 (0.9)

Residence Status Number (Percent)

Florida resident 94 (81.7)
21 (18.3)
Number (Percent)

Non-Florida resident
Special Populations
Pregnant women

82 (71.3)

py——— NYE—— ;tg r())er 100,000 population
Symptomatic 15 (13.0) £901-03
Asymptomatic 99 (86.1) m0.4-0.9
Unknown 1(0.9) m1.0-1.5
Very few cases met confirmatory case criteria . 1.6-10.6

in 2018; positive results were primarily for
antibody testing rather than detection of Zika
virus.

Retes are by county of residence, regardiess of where infection was acquired (115 cases).

Confirmed Rates based on <20 cases are not reliable and should be interpreted with caution. See
201c/ 76% Tables 8 and 9in Appendix |: Summery Data Tables for the number and rate of cases in
201700 43% 2018 by county.

2018 17%

More Disease

In 2018, one locally acquired case in an asymptomatic person was identified;
infections were acquired in both 2017 and however, the year of exposure was unknown as antibodies against Zika virus
2018. In 2018, symptomatic cases were only ~ can be detected for years in some people. In addition, one laboratory exposure
reported from Cuba. The last symptomatic case by needlestick was reported in an employee at a research laboratory.

Cuba is one of the top five countries where

with laboratory confirmation was in December 2017 2018
2018. Imported Status Number  Percent Number  Percent
Top 5 exposure locations for 2018 Travel-related 225 81% 9%

Country Number  Percent Undetermined (exposed in 2016) 35 13% 2 2%
Haiti 43 37% Locally acquired (exposed in 2016) 15 5% 0 0%
Cuba 22 19% Locally acquired (exposed in 2017) 2 1% 0 0%
Venezuela 16 14% Locally acquired (unknown exposure year) 0 0% 1 1%
Honduras 8 7% Locally acquired (laboratory exposure) 0 0% 1 1%
Dominican Republic 4 3% Note: The undetermined category includes individuals who spent time in Miami-Dade

County where local transmission was ongoing in 2016 and who spent time in countries
Ton 5 locati for 2017 or territories with widespread Zika virus transmission. The exact location of exposure
OD 5 SO a0 was not confirmed for these individuals.

Country Number  Percent o .
Cuba 0 32% Due to the possibility of adverse pregnancy and fetal outcomes associated
Haiti M 15% with Zika virus infection during pregnancy, outreach to pregnant women and
Venezuela 18 6% their providers was a high priority for the Department. In 2018, one
Dominican Republic 10 4% congenital Zika syndrome (CZS) case was reported for an infant whose
Jamaica 9 3% mother was exposed to Zika virus during pregnancy. From 2016 to 2017,

Note: In 2017, the Cuba category included cases
with exposure in Cuba only (87) and cases with
exposure in Cuba and another country (3). In
2018, the Cuba category included cases with
exposure in Cuba only.

seven CZS cases and two healthy-appearing infants with Zika virus infection
were reported. Six sexual transmission cases were reported from 2016 to
2017; however, none were reported in 2018.

See Appendix lll: Report Terminology for explanations of case classification, outcome and month of occurrence.
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Section 2: Narratives for Uncommon Diseases/Conditions

Amebic Infection

Amebic infections are caused by free-living amebas,
including Acanthamoeba species, Balamuthia mandrillaris
and Naegleria fowleri. These free-living amebas are
ubiquitous in the environment, most commonly found in
soil and freshwater, but rarely cause disease in humans.

Primary amebic meningoencephalitis (PAM) is caused by
Naegleria fowleri. The ameba enters through the nose and
travels to the brain. Generally, exposure to the ameba
occurs when individuals swim or dive in warm fresh water
or use contaminated water for sinus irrigation. PAM is a
rare disease with a high mortality rate.

Granulomatous amebic encephalitis (GAE) is caused by
Balamuthia mandrillaris and Acanthamoeba species. The
ameba enters through a break in the skin or through the

Disease Facts

@
®

@

Caused by Acanthomoeba species, Balamuthia
mandrillaris, Naegleria fowleri free-living amebas

lliness varies by pathogen, causing meningoencephalitis or
encephalitis, disseminated disease (affecting multiple
organ systems) or cutaneous disease; clinical
presentations include a wide range of signs and
symptoms; infections often lead to death

Transmitted via direct contact with ameba-containing
water or soil that enters the body through the nose or a
break in the skin

Under surveillance to monitor incidence and trends, target
areas of incidence for prevention education

nose and travels to the spinal cord and brain. This illness is most common in immunocompromised people, children and older

adults. GAE is a rare disease with a high mortality rate.

Four amebic infection cases (three Balamuthia mandrillaris infections, one Acanthamoeba species infection) were reported in
Florida in 2018. The most common symptoms reported among cases were headache (four cases) and confusion (three cases).

Amebic infection cases are rare, with typically no more than one case
reported each year. Four cases were reported in 2018; all occurred in

adult males and more commonly in non-Hispanics. All cases were

hospitalized and resulted in death. All cases were sporadic and acquired

Case Classification Number

in Florida.

Amebic infection cases were identified in
residents of four Florida counties in 2018; each
county had one case. No infections were known
to have been acquired outside of Florida.

Number of cases in 2018 Confirmed ‘ Suwannee

5-year trend (2014 to 201 8) Probable 0 1
Age (in Years)

Mean 54 Interviewed 0

Median 52 Hospitalized 4

Min-max 44 - 66

Gender Number Q.Jt break Status Number

Female Sporadic
Male 4 Qutbreak-associated
Unknown gender Qutbreak status unknown
Race Number Sate Where Exposed
White 2 Florida
Black 2
Cther 0
Unknown race 0
BEhnicity Number
Non-Hispanic 3
Hispanic 1
Unknown ethnicity 0

Palm Beach
1

0 Miami-Dade'
Number !

Manatee
1 q

See Appendix Ill: Report Terminology for explanations of case classification, outcome and outbreak status.
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Section 2: Narratives for Uncommon Diseases/Conditions

Anaplasmosis

) ) Disease Facts
Anaplasmosis was previously known as human

granulocytic ehrlichiosis (HGE), but was later renamed
human granulocytic anaplasmosis (HGA) when the
bacterium genus was changed from Ehrlichia to
Anaplasma. Anaplasmosis is transmitted to humans by
tick bites primarily from Ixodes scapularis, the black-
legged tick, and Ixodes pacificus, the western black-

legged tick. Co-infection with other pathogens found in Under surveillance to monitor incidence over time, estimate

these vectors is possible. Unlike ehrlichiosis, most burden of iliness and target areas of high incidence for
anaplasmosis cases reported in Florida are exposed in prevention education

the northeastern and midwestern U.S. Although
uncommon, Anaplasma infections can be acquired in
Florida.

Caused by Anaplasma phagocytophilum bacteria

lliness includes fever, headache, chills, malaise and muscle
aches; more severe infections can occur in elderly and
immunocompromised people

Transmitted via bite of infective tick

00 ®O

Anaplasmosis incidence in Florida more than doubled in 2018 (19 cases) compared to 2017 (nine cases), driven largely by
exposures in New York and Maine, which is consistent with increasing activity reported nationally. Exposure location was
unknown for one case; all other cases were imported. Nationally, cases are most common in males and adults >40 years old.
In Florida, males represented 63% of all cases in 2018. Only two (11%) of Florida’s 19 cases were <40 years old and only
three cases (16%) were <60 years old. Symptom onset dates ranged from May to October 2018, consistent with peak activity
nationally. One case died; however, the primary cause of death was attributed to a chronic co-morbidity with anaplasmosis
considered a contributing factor.

Case counts from this report may differ from those found in other vector-borne disease reports as different criteria are used to
assemble the data.

Imported anaplasmosis cases were identified in
residents of 17 Florida counties in 2018.
Sarasota County was the only one to have three
cases identified in residents. All infections with
known exposure location were acquired in other

Case Classification Nyecl  U.S. states.

In recent years, less than 10 anaplasmosis cases were reported each
year; 19 cases were reported in 2018. Cases occurred in adults and
more commonly in males. All 2018 cases were in whites and primarily
non-Hispanics. All cases were sporadic.

Number of casesin2018 19 Confirmed

5-year trend (2014 to 2018) Probable 0
Age (in Years) Qutcome Number

Mean 65 Interviewed 15 Leon 4if

Median 69 Hospitalized 10 AT

Min-max 18 -90 Died 1 Lake 4 .

1 Volusia

Gender Number Cutbreak Status Number Sumter 1

Female 7 Sporadic 19 ‘ Seminole

. H|IIsborough

Male 12 Qutbreak-associated 0 Orang Brevard

Unknown gender 0 Qutbreak status unknown 0 Pinell , I\/I1amn
Location Where Bxposed N.mber 1 ‘.Ma"a‘ee

; Sarasota

White 19 New York 7

Black 0 Maine 4

Cther 0 Massachusetts 2

Unknown race 0 Connecticut 1 R
Bhnicity Number Minnesota 1 Mlam;-mde

Non-Hispanic 17 New Hampshire 1

Hispanic 1 Wisconsin 1

Unknown ethnicity 1 Massachusetts or Maine 1

Unknown 1

See Appendix Ill: Report Terminology for explanations of case classification, outcome and outbreak status.
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$UVHQLF 3RLVRQLQJ 'LVHDVH )DFWV
$UVHQLF SRLVRQLQJ EHFDPH D U O &DXVEH\GLQRUJDQLF DUVHQLF

JORULGD LQ 1RYHPEHU SUVH ,O0O@FMWVVLQFOXGH VHYHUH JDVWURLQWH
RFFXUULQJ HOHPHQW WKDW LV 2 VIPSWRPV HJ YRPLWLQJ DEGRPLQDO
HQYLURQPHQW W LV XVXDOO\ IF ZKLFK PD\ OHDG UDSLGO\ WR GHK\GUDW
RWKHU HOHPHQWYV OLNH R{\JHQ G\WUK\WKPLDV SUPYRQRKIZQ4HV7 DOWH
LQRUJDQLF DUVHQLF SUVHQLF PHQWDO VWDWXV DQG PXOWLV\VWHP R

FRPELQHV ZLWK FDUERQ DQG KI\C ZKLFK FDQ XOWLPDWHO\ UHVXOW LQ GH
DUVHQLF FRPSRXQGNVNQ GRNMGDWR

KXPDQV LV GXH WR H[SRVXUH WF O 7UDQVPLMDWHBIHVWLRQ RI DUVHQLF RU |
&RPPRQ VRXUFHV RI SRWHQWLDC FRQWDLQLQJ DUVHQLF

H[SRVXUH DUH FKURPDWHG FRSS 8QGHU VXUWHLD®W@FHI\ VRXUFHV RI DU

WUHDWHG ZRRG WREDFFR VPRNI WKDW DUH Rl SXEOLF KHDOWK FRQFHUQ
SHVWLFLGHV DQG VRPH KRPHRSEL ZRUNSODFH H[SRVXUH KRPHRSDWKLF P
SUHSDUDWLRQV DQG IRON UHPHC IXUWKHU H[SRVXUH

DUVHQLF LV D QDWXUDOO\ RFFXL
ZDWHU LQ FHUWDLQ DUHDV RI )ORULGD DIIHFWLQJ SULYDWH
GULQNLQJ ZHOOV ZKLFK DUH QRW UHJXODWHG

$UVHQLF SRLVRQLQJ LQFLGHQFH UHPDLQHG WKH VDPH LQ FDVHV FRPSEL
DGXOWV LQ WKHLU V DQG V $UVHORKGELVRQLRZ GBYHY VR FEEXRX GHDWLY HO\ |
WKHUH KDV EHHQ D VPDOO SHDN LQ -XQH WKRXJK LQ DFWLYLW\ SHDNHG V

ZHUH VSRUDGLF 1LQH FDVHV KDG NQRZQ H[SRVXUHV LQFOXGLQJ FRQVXPS
ZHOO FLVWHUQ ZDWHU RQH FDVH FRQVXPSWLRQ RI KRPWRS$SIDWHKILEF PRIFGG FRQF
DQG RFFXSDWLRQDO FRQWDFW RQH FDVH )RU WKH UHPDLQLQJ ILYH FDVHV

%HWZHHQ DQG DUVHQLF SRLVRQLQJ FDV BV \KDYIH R R GHOWREDVHHE REFK
\HDU IURP WRVHV RFFXUUHG LQ FKLOGUHMRQY DQORULGOWREQWOHWEKQHH

PRUH FRPPRQO\ LQ PDOHV ORVW+LVSHIMHY ERXOWOQHYRIGHQWLILHG PRUH WKL
ZKLWHV $00 FDVHV ZHUH VSRUDGLF DQG PRYIDPMGH DW K KHWHED VGV @R 0DED R

FOVHV@ DQG GHPLQROH >W2zR FDV
1XPEHU RI FDVHV LQ &RQILUPHG
\HDU WUHQG 3UREDEOH
(VFDPELD ooumgd" RRQY
OHDQ JQWHUYLHZHG
OHGLDOQ +RVSLWDOLJHG &LW "L QROH
0LQ PDJ 'LHG a
2XWEUHDN 6WDW XV 1XPE RIS ‘%UHYDUG
)HPDOH 6SRUDGLF " AR
0DOH 2XWEUHDN DVVRFLDWHG [
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ spor /AR«
KLW H JORULGD OLDPL’
%ODFN 8QNQRZQ
2W KHU

8QNQRZQ UDEH

1RQ +LVSDQLIE
+LVSDQLF

8QNQRZQ HWKQLFLW\
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‘LVHDVH )DFWV
&DXVH®S DEHYRDDVLWHYV

,O00QKW¥WXGHYV KHPRO\WLF D@HWPH D DC
VIPSWRPV HJ IHYHU FKLOOV ERG\
IDWLJXH FRPSOLFDWLRQV FDQ LQFO
GLVVHPLQDWHG LQWUDYDVFXODU FRI
LQVWDELOLW\ DFXWH UHVSLUDWRU\
LQIDUFWLRQ UHQDO IDLOXUH KHSDW
PHQWDO VWDWXV GHDWK FDQ EH DV

7UDQVPLMDWHIGNH RI LQIHFWLYH WLFN
EORRG WUDQVIXVLRQ DQG UDUH FRQ.

8QGHU VXUWHLPRQPOWRU LQFLGHQFH |
HVWLPDWH EXUGHQ RI LOOQHVYV DQG
LOFLGHQFH IRU SUHYHQWLRQ HGXFDV

QUL UVYULUYY VI VUVUY FTvrruovuy

]o

%DEHVLRVLV

%DEHVLRVLVY EHFDPH QDWLRQDOO\
EHFDPH UHSRUWDEOH LQ )ORULGD
86 UHSRUWHG FD% H W LEDDRM/EWM HRQ
DFTXLUHG LQ SDUWV Rl WKH QRUW k
UHJLRQV 6SRUDGLF 8 6 FDVHV PD\
%DEHWIIBDFLHY %X BK QD@ LUHODWHC
RUJDQLVPV LQ VHYHUDO ZH%WHUQ
GLYHUQHNW YDULDQW 0 LQ YDULRX
%DEHWSI®BFLHY KDYH DOVR EHHQ UH?
$IULFD -DSDQ 7DLZDQ ,QGLD DQG O
PD\ EH DV\PSWRPDWLF DQG FDQ OH
DVVRFLDWHG FDVHV LQ ERQUKHIRQE H
DUHDV OLNH )ORULGD

% PLAULRWXODW H YREHW Z\HFHIEB ® D BN/

WLFN DQG DQLPDO UHVHUYRLU KRV w v
OLBHHURP\VFXV OZKAXFRREBWWG PRXVH ,Q UHJLRQV ZKHUH WKLV HQ]JRRWLF F\FOH
GLVHBARWUUHOLD ERQIGRYPHDQLD Q3HOBOPRPIDVS KD JR FIRY REAKW DRK®Y FDQ RFFXU
DSSHDUV WR KDYH LQFUHDVLQJ FDVH QXPEHUV DQG DQ H[SDQGLQJ HQGHPLF L
JHRJUDSKLF%[WHRURGR QR P EBYIHDQWY DUH XQNQRZQ 7KRVH DW JUHDWHU ULVN
LPPXQRVXSSUHVVHG DVSOHQLF DQG ROGHU SHUVRQV DV ZHOO DV WKRVH ZLV

JORULGD: -V LQFLGHQFH GRXEOHG LQ FRPSDUHG WR GXH WR LQFUHDVHG
XSGDWHG UHSRUWLQJ UHTXLUHPHQWYV ,Q PRVW FDVHV ZHUH ! \HDUV
ZLWK PXOWLSOH ULVN IDFWRUV IRU VHYHUH LQIHFWLRQ PREEXKGLYLHY PIXQRVD
JHQHWLF VHTXHQFL Q¢DEHWDDY XBYHYW RFLDWHG ZLWK GHHU PD\ KDYH EHHQ LC

DVI\PSWRPDWLF EORRG GRQRUV
1R FDVHV ZHUH UHSRUWHG LQ ILQHWHHQ FDthlyV%HHMSLFﬁJHA%LLLd-IG LQ1HL

WZLFH WKDW UHSRUWBI\GHVQRFFX QURE LQ ZKLVWHk BGXPMY PrABBRYE Lo UHFLS)
FRPPRQO\ LQ PDOHYSDQGEFYRQLIKW FDVHV ZHUH ERY SUWRQER G BREKGRUIHUL

GHDWK RFFXUUHG
%DEHVLRVLVY FDVHV RFFXUUHG L
TORULGD FRXQWAFR R QWK r
IXPEHU RI FDVHV LQ &RQILUPHG FRXQWLHV KDG RQH RU WZR EDV|
\HDU WUHQG SUREDEOH
o IRU /HH &RXQW\ ZLWK WKUHH FD\

$JH LQ <HDUV 2XWFRPH 1XPE
KDG DQ XQNQRZQ H[SRVXUH ORFI

OHDOQ L OWHUYLHZHG
OHGLDQ +RVSLWDOLJHG UHPDLQLQJ LQIHFWLRQV ZHUH
0LQ PDJ LHG RWKHU 8 6 VWDWHYV

YHPDOH 6SRUDGLF

0DOH 2XWEUHDN DVVRFLDWHG

8QONQRZQ JHQGHU

2XWEUHDN VWDW XV XQNQ

WHl'QJROXVLD

5D F H 1XPE B

‘KLW H 1HZ <RUN ﬁ

%ODFN ODVVDFKXVHW W ¥ TLOORS URXJ‘%UHYDUG
2W KHU 5KRGH ,VODQG 3LQ ODQDWD-tHP HDFI
8QNQRZQ UDFH &RQQHFWLFXW 6DUD‘2WD

(WKQLFLW\ 1XPE ODLQH

1RQ +LVSDOQLIE 3HQQV\OYDQLD

+LVSDOQLF ODLQH RU 5KRGH ,VODQG

8QNQRZQ HWIKQLFLW\
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%UXFHOORVLV 'LVHDVH )DFWYV

+XPDQ LQIHFWLRQV LQ )ORULGD [O &D X VEH\G U X FEDRVDH U L D

DVVRFLDWHG ZLWK H[SRVXUH WR ,00Q@QR¥WXGHV I[HYHU VZHDWV KHDGDF
VXLWJV DQG GRPHVWLF OLYHVWF ZHLJKW ORVV DQG @BI'DW Q®Y R UORQUIR Q L
ZL WK VXEOWKRXJIK GRIV DQG RWK VIPSWRPV FDQ LQFOXGH UHFXUUHQW IH
GROSKLQV PD\ EH LQIHPWMNBEHOMW IDWLJXH UHODSVHV FDQ RFFXU
VSHFELHV KXPDQ LOOQHVV LV QR\

ZLWK WKRVH VSHFELHV 2XWVLGH | 7UDQVPIWMWIBGLO\ YLD LQJHVWLRQ RI U
PLON SURGXFWYV IURP JRDWVYV VK¢ OHVV FRPPRQO\ XQGHUFRRNHG PHDW L
ZLWoK PHO LDVME® VD & RIVWHX VP SRUW D RU VNLQ PXFRXV PHPEUDQH FRQWDFW ¢
VRXUFHV Rl KXP DRQUXFRIBM & & VY L 8QGHU VXUWHRLWODQWFW DUHDV RI KLJK |
5% LQIHFWLRQV KDYH DOVR EHH SUHYHQWLRQ HGXFDWLRQ LGHQWLI\ SF
FRQVXPSWLRQ RI UDZ PLON /DER SURGXFWV HJ IRRG WUDQVIXVLRQ F
IRU H[SRVOUNFWEROILHV ZKLOH ZRI SURGXFWV SURYLGH SURSK\OD[LV WR
KXPDQ RU DQLPDO FXOWXUHYV H[SRVXHBDWHG LQIHFWLRQV LGHQWLI\
(OHYHQ RI WKH EUXFHOORYV ELRWHUURULVP LQFLGHQW

UHIHUHQFH ©PRERUMPWERSI®WVIDNLYH FXOWXUH QLQH 3&5 RQH RU VHURORJ\ R
KDG SRVLWLYH VHURORJ\ UHVXOWY DW FRPPHUFLDO ODERUDWRULHV EXW QHL
ORVIW X FH@IGIBWLRQV ZH¥WHVPBNVHQ EDVHV RQH F DV HDERWWE XVHG ADVHV E\

XQGHWHUPLQHG VSHFLHV 21 WKH FDVHV ZLWK NQRZQ H[SRVXUHV WKH PRV\
EXWFKHULQJ SLJV VHYHQ FDVHV FRQVXPLQJ UDZ PLON SURGXFWV IRXU OL
VZLQH FRQWDFW RQH DQG HDWLQJ XQGHUFRRNHG SRUN RQH &KURQLF LQIF
7K DERUWZONFDVW DUV ROG DQG UHSRUWHG GULQNLQJ UDZ PLON GHFDGHV |
FDWWOH EXW KDG QRW FRQVXPHG WKHVH SURGXFWV LQ UHFHQW GHFDGHYV

'KLOH FDVHWROQLGMQUHVLGHQWY DUH QRW LQFOXGHG LQ FRXQWV LQ WKLV UH
FRQILUPHG SRVLWLYH FXOWXORWY ZGD K H G HERMOLWLM BKILQ H) RIQ Dy HOXLQYVH WY LR W
DQ $ODEDPD UHVLGHQW >H[®RPKOHMX@VRRRQG@ QRO HROLYLD UHVLGHQW >VXV
HDWLQJ UDZ PLON S %RGRKFX@@XUFRKHRODWHYV IUR):OREIWCKD)(DJRIULGEQD\@YB DHRVQX O

7KH QXPEHU RI EUXFHOORVLYV FDVHV UHSR?@W(?/ Fg gﬁ é((é ’_%L\}VR {7&’
WUHEDS/HY RFFXUUHG LQ DGXOWY DQG PRU 'E Fl' I—H’\? ZKIRI\I?

QROLVSDQLFYV 1LQH FDVHV ZHUH KRVSLWD(JL I EM%\HJ(%/RQ{I):(IP%LYBJ%%
LG W LVRODWH

_ —— &DL'LFDW”B‘QE %UXFHOORVLV FDVHV RFEXUUHG L

\HDU WUHQG WR SUREDEOH JORULGD FRXQWLHVOD@GY &RXQW\
2DV WKH RQO\ RQH WR KDYH WKUH
OHD Q QWHUYLHZHG LGHQWLILHG LQ UHVLGHQWY O0ORVW
OHGLDQ +RVSLWDOLJHG DFTXLUHG LQ )ORULGD FRQWDFW .
0LQ PD] "LHG ZDV WKH PRVW FRPPRQO\ UHSRUW
ULVN o

YHPDOH 6SRUDGLF *DGVGHQ

ODOH 2XWEUHDN DVVRFLDWHC 0DULRQ

8QNQRZQ JHQGHU 2XWEUHDN VWL ﬂ
g

K LWH YORULGD SR

%O0DFN OH[LFR *LOOVEY

2WKHU JORULGD &XED| RU OHI[LF ODQﬂIH’H—JKODQGV
8QNQRZQ UDFH 8QNQRZQ 3DOP ¢ K

(WKQLELW\ 1XPE U r I
1RQ +LVSDJLE
OLDPL H

+LVSDQLF
8QNQRZQ HWKQLFLW\
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&KLNXQJIXQ\D )HYHU

&KLNXQJIXQ\D YLUXV LV PRVW RI\ LVHDVH )DFWV

HQGHPLF DIH{DHN B B Q$SHGIH V O &DXVEGFKLNXQJIXQ\D YLUXV
DOERSERWRVLWRHYV WKH VDPH P O ,OO0QNVIVFXWH IHEULOH ZLWK MRLQW DQ
WUDQVPLW GHQJXH DQG =LND YL KHDGDFKH MRLQW VZHOOLQJ DQG UDVK
DXWRFKWKRQRXV WUDQVPLVVLR! PRQWKV WR \HDUV DQG UHODSVH FDQ R
WKH $PHULFDV ZDV UHSRUWHG R

LQ '"HFHPEHU 6LQFH WKHQ O O 7UDQVPLMDWHGNH RI LQIHFWLYH PRVTXLYV
KDV EHHOQ LGHQWLILHG LO FRXO\ WUDQVIXVLRQ RU RUJDQ WUDQVSODQW
&DULEEHDQ DQG WKH $PHULFDV O 8QGHU VXUWHRLD®ID@WHI\ LQGLYLGXDO FI
ZHUH LGHQWLILHG LQ )ORULGD U LPSOHPHQW FRQWURO PHDVXUHV WR SU

RQO\ FRQWLQHQWDO 8 6 VWDWH LQFLGHQFH RYHU WLPH HVWLPDWH EXU
FKLNXQJXQ\D IHYHU ZLWK FDV

DFTXLUHG FDVHV KDYH EHHQ LGHQWLILHG VLQFH

(I WHQVLYH VSUHDG LQ &HQWUDO DQG 6RXWK $PHULFD DQG WKH &DULEEHDQ L
DUHDV ,QIHFWLRQ ZLWK FKLNXQJXQ\D YLUXV LV EHOLHYHG WR OHDG WQR OLIH
IRU WKH VXEVWDQWLDO GHFUHDVH LQ LQFLGHQFH LQ HQGHPLF FRX ®\W G HHPW D (
DUHDV VXFK DV JORULGD 2YHUDOO LQFLGHQFH LQ )ORULGD GHFUHDVHG GUDF
UHPDLQHG UHODWLYHO\ VWDEOH VLQFH IRXU FDVHYV VL[ FDVHYV

&DVH FRXQWYV IURP WKLV UHSRUW PD\ GLIERRWQWRBLWKRVH IIRHSRUWY RW KHUIME
DVVHPEOH WKH GDWD 2QH FDVH UHSRUWHG LQ ZDV LQLWLDOO\ LGHQWLILI

2YHU FKLNXQJXQ\D IHYHU FDVHV ZHUH LGH@®R UWIGGL DKL N X Q FXQ\YOL WD \KHDW R
GHFUHDVHG GUDPOLW EPNGIO\ RARFAHUHG LQ WIQVRGKQWYV RKR/ L[ )OR UWBAK FRX(
ZHUH LQIHFWHG LQ ,QGLD WKUHH FDVHV % UARXQWWER G R\DHV F D\DHG L G B QDV LR [
FDVH +DOIl Rl WKH FDVHV ZHUH FRQILUPHG ZHUH DFTXLUHG RXWVLGH WKH 8

1XPEHU RI FDVHV LQ &RQILUPHG
\HDU WUHQG 3UREDEOH
OHDQ L QWHUYLHZHG B L oROH
OHGLDQ +RVSLWDOL]JHG 20D Qe
0LQ PDJ 'LHG
2XWEUHDN 6WDWXV 1XPE +LoovERlRXIK
)HPDOH 6SRUDGLF 3DOP %HDFK
0DOH 2XWEUHDN DVVRFLDWHG
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ %UR‘
5D F H LXPE
‘KLWH ,QGLD OLDPL ’*
%ODFN %UD]LO
2W KHU HQ\D
8QNQRZQ UDEH
(WKQLFLW\ 1XPE
1RQ +LVSDQLIE
+LVSDQLF

8QNQRZQ HWKQLFLW\

A %% V 1/ [IIW Z %}ES d Eu]v}o}PC (}E AE%o0 v Y}ve }( + o0 e]. YIvVU }us8 }u v }ud8 E | 8 Sue)



A YIv iIW E EE YA ¢« (JE hv }uulv

]o

+DQVHQ V 'LVHDVH /HSURV 'LVHDVH )DFWV
‘LWK HDUO\ GLDJQRVLY DQG WUF &D X VENG\FRE D FW H U L K B FO\HHSULLIDH

GLVHDVH FDQ EH FXUHG +RZHYH
QHUYH GDPDJH FDQ EH SHUPDQH ,O0@WVYLYO\ DITHFWV WKH VNLQ H J GL
IHDUHG DV D KLJKO\ FRQWDJLRX’ VNLQ QRGXOHV XQGHU WKH VNLQ IODN

H\HEURZV QHUYHV H J QXPEQHVV LQ

GLVHDVH +RZHYHU LW LV QRZ U
GLVHDVH LV QRW VSUHDG WKUR X LPSDLUPHQW DQG PXFRXV PHPEUDQHYV
QRVHEOHHGV

PRVW SHRSOH DERXW DUH U]
JRU WKRVH ZKR GR EHFRPH LQIH 7UDQVPIWRRRIXW WR EH SHUVRQ WR SH!
WUHDWPHQW LV DYDLODEOH +LV GURSOHWYVY IROORZLQJ H[WHQGHG FORVI

SHUVRQ VWLOO QRW FOHDUO\ GHILQHG

QRW WKRXJKW WR EH HQGHPLF L

LQ )ORULGD DQG RWKHU SDUWYV

LQIHFWLRQV KDYH EHHQ LGHOWL 8QGHU VXUWHRLDFRQEWDWH HDUO\ GLDJ
DSSURSULDWH WUHDWPHQW E\ DQ H[SHL

QHUYH GDPDJH DQG SUHYHQW IXUWKHU

O
O

DUPDGLOORY EHOLHYHG WR KDY
UHJLRQ

'XH WR WKH ORQJ LQFXEDWLRQ SHULRG IRU +DQVHQ:V GLVHDVH DQG D PRELOI
LGHQWLI\ +RZHYHU ILYH FDVHV UHSRUWHG OLYLQJ LQ )ORULGD IRUMBMRQUHDYV
DFTXLUHG LQ )ORULGD 21 WKHVH ILYH FDVHV WZR UHSRUWHG D KLYQIRG\DRI C
GXULQJ WKHLU OLIHWLPHV 2QO\ WZR FDVHV UHSRUWHG GLUHFW FRQWDIFOMR ZL
PHDW LQ $UJHQWLQD 7KH PHGLDQ DJH RI FDVHV ZDV \HDUV ROG DOO EXW I
ZHUH GLDJQRVHG ZLWKLQ RQH \HDU RI VIPSWRP RQVHW WZR FDVHV y4
\HDUV DQG RQH FDVH PRUH WKDQ ILYH \HDUV DIWHU V\PSWRP RQVHW

7KH QXPEHU RI +DQVHQ:V GLVHDVH FDVHV UDQQHWWIHRGE SHWEKOH MW BHIDF\KU |
\HDU FDVHV ZHUH UBSRUWHRGALQUUHG LQ D GKICHVNFHIAWI PRUHQG VRXWKHUQ S
FRPPRQO\ LQ IHPDOHV OR VMW \FDD/GHIVF ZKUN HY QERGFOWIHRQV DWWULEXWHG WR H
ZHUH NQRZQ WRDEAH RXKMDBEAUHH® NQR FDVHV ZHUHORFDMNMMED DQWEHRBHQWUDY SDU

GLHG XQFOHDU LI WKLY GLVWULEXWLR
UHJLRQDO WUDLQLQJI DQG RXWU

SRSXODWLRQ GHPRJUDSKLFV RU

1XPEHU Rl FDVHV LQ
\HDU WUHQG

$JH LQ <HDUV
OHDQ

OHGLDQ

0LQ PDJ

*HQGHU

)HPDOH

0DOH

8QNQRZQ JHQGHU

5DF H |
‘KL W H

%ODF N

2W KHU

8QNQRZQ UDFH

(WKQLFLW\ |
1RQ +LVSDQLIE
+LVSDQLF
8QNQRZQ HWKQLFLW\

1XPE

1XPE

1XPE

&RQILUPHG
3UREDEOH

2XW FRPH
JQWHUYLHZHG
+RVSLWDOL]JHG
'LHG

2XWEUHDN 6WDW XV
6SRUDGLF
2XWEUHDN DVVRFLDWHG
2XWEUHDN VWDW XV XQNQ
8QNQRZQ

YORULGD

&RORPELD

1HZ <RUN

1XPE

1XPE

6HPLQROH

2UD
SVEH %UHYDUG

&KDUGE/W+|"|'JKO DQGV
M

%URZDUG
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+HSDWLWLYV '

7KH KHSDWLWLY " YLUXV DOVR N
GHOWD LV DQ LQFRPSOHWH YLU
LQ WKH DEVHQFH RI WKH KHSDWI
ZLWK KHSDWLWLV ' FDQ RQO\ RFI
H[SHULHQFLQJ KHSDWLWLYV % LQ
EH DFTXLUHG DW WKH VDPH WLP
LQIHFWLRQ RU EH DFTXLUHG E\
ZLWK FKURQLF KHSDWLWLV % V)
"FRQIHFWLRQ LV XVXDOO\ LQGL)
KHSDWLWLV % DORQH EXW D VX:

‘LVHDVH )DFWV

&DXVEH\GKHSDWLWLYV ' YLUXV +'9 LQ WKH
KHSDWLWLV % YLUXV

,O0OQW¥WOVXGHY LQIODPPDWLRQ RI WKH O
ORVV RI DSSHWLWH QDXVHD YRPLWLQJ
DQG MDXQGLFH FDQ EH DV\PSWRPDWLF

7UDQVPLMWOWHGBGRRG H[SRVXUH DQDO RU
SHUFXWDQHRXV H[SRVXUH HJ WDWWR

8QGHU VXUWHLBOOBDWHERW +'9 WUDQVPLVYV

OO OO

DQ DVIPSWRPDWLF RU RWKHUZLV DQG SUHYHQW RXWEUHDNV LPSURYH DC
KHSDWLWLV % LQIHFWLRQ LQWR WUHDWPHQW VHUYLFHV DVVLVW LQ HYC
6LPLODUON WR KHSDWLWLV % KF KHDOWK LQWHUYHQWLRQV PRQLWRU HI
DFXWH LQIHFWLRQ RU FDQ SHUVI LPPXQL]DWLRQ SURJUDPV

LQIHFWLRQ $OWKRXJK WKHUH L\
" WKH KHSDWLWLYV % YDFFLQH FLY KHUS SURWHFW DJUDLUYVW
KHSDWLWLY ' LQIHFWLRQ

+HSDWLWLV ' LV XQFRPPRQ LQ WKH 86 DQG QDWLRQDO FDVH FRXQWV PD\ EH
UHSRUW KHSDWLWLV ' LQIHFWLRQV WR WKH &HQWHUV IRU 'LVHDVH &RQWURO |

7KH QXPEHU Rl KHSDWLWLV ' FDVHV UHSRUWHA  EDWKWHNU KBVHWOQREARBVHIEG L
VOLJKWO\ EXW UHPDLQHG ORZ LQ &DIWHIK RDORURKXD EB¥QWDLMNRR O RHEW\ KD
RFFXUUHG LQ DGXOWYV DQG PRUH FRPPRQO\ LBEDMHYHWKIOBWKHEIDWHAR ZRYQW I
QROLVSDQLF ZKLWHV $00 FDVHV ZHUH VSRUDGAFK oRR/WORB YWV RFQNU4HUH NQR

KRVSLWDOL]HG QR GHDWKV RFFXUUHG RXWVLGH RI )ORULGD

1XPEHU RI FDVHV LQ &RQILUPHG

\HDU WUHQG 3UREDEOH

OHDQ ,QWHUYLHZHG

OHGLDQ +RVSLWDOL]HG

0LQ PDJ[ 'LHG 2UDQJH
2XWEUHDN 6WDW XV 1XPE 3D\ﬁ

JHPDOH 6SRUDGLF

0DOH 2XWEUHDN DVVRFLDWHG B
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ 6W /XFELH
'KLWH JORULGD

%ODFN 8QNQRZQ

2W KHU

8QNQRZQ UDFH

1RQ +LVSDQLIE
+LVSDQLF

8QNQRZQ HWKQLFLW\
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+HSDWLWLYV ( .
+HSDWLWLYV ( LULRYWRLQO\ Fxwivi =Y HDVH )DFEWV
PD\ GHYHORS LQWR DFXWH OLYH () &DXVEAGKHSDWLWLV ( YLUXV +(9

DPRQJ SUHJQDQW ZRPDQ DQG SH ,00QKW¥WOXGHV LQIODPPDWLRQ RI WKH O
SUHH[LVWLQJ OLYHU GLVHDVH + ORVV RI DSSHWLWH QDXVHD YRPLWLQJ

LQIHFWLRQ SULPDULO\ LQ LPPXC DQG MDXQGLFH FDQ EH DV\PSWRPDWLF
$OWKRXJK UDUH LQ GHYHORSHG

FDVHV DQG RXWEUHDNV KDYH EH O 7TUDQVPLMWWIHRE&EDO URXWH LQFOXGLQJ IF
WR SLJV FRQVXPSWLRQ RI XQGH ZDWHUERUQH

JDPH RU VKHOOILVK DQG EORRC O 8QGHU VXUWHRLPRQQFRU LQFLGHQFH D Qf
ORFDOO\ DFTXLUHG LQIHFWLRQV

IDFWRUV 6XUYHLOODQFH IRU KHSDWLWLV ( ZRUOGZLGH LV

LPSRUWDQW EHFDXVH LW LV D VLIJQLILFDQW FDXVH

RI PRUELGLW\ DQG PRUWDOLW\ ZLWK DQ HVWLPDWHG PLOOLRQ +(9 LQIHFWL]
ZRPHQ ZLWK KHSDWLWLV ( SDUWLFXODUO\ WKRVH LQ WKH VHFRQG RINWDILUG
ORVV DQG GHDWK

, Q ILYH FDVHVY UHSRUWHG WUDYHO RXWVLGH WKH 8 6 GXULQJ WKHLU
ZHUH LGHQWLILHG DPRQJ WKH FDVHYV

/IHVV WKDQ KHSDWLWLV ( FDVHV DUH UHSRUMIS6 WIDW KWK IFID VN YRIERF KDVHG ¥
UHSRUWHGS$D® FDVHV RFFXUUHG LQ DGXOWV PARUEEDWRFRPWRADUERURXJIK DC
IHPDOHVY ORVW FDVHV ZHUHMWSD 2KEW HVODQRED $IRIPRBUIHFRXQWLHY HDFK KDG W

VSRUDGLF $00 FDVHV ZHUH KRVSLWDOL]JHG PQR QLHDWKK/URFFRRXOWLHV KL
GHILQLWLYH H[SRVXUH ORFDWLR
CHWHUPLQHG IRU KDO! RI WKH L
1XPEHU RI FDV} &RQILUPHG
\HDU WUHQG WR BUREDEOH
OHDQ ,QWHUYLHZHG
OHGLDQ +RVSLWDOL]HG ’ 4'xvoo
0LQ PDJ '"LHG (VFDPELD
YJHPDOH 6SRUDGLF UHYDUG
ODOH 2XWEUHDN DVVRFLDWHG
8QNQRZQ JHQGHU 2XWEUHDN VWDWIXV XQNC +LOOVE,RXJK‘
"KLWH &RVWD 5LFD
% ODFN YJORULGD
2WKHU 3RUWXJDO
8QNQRZQ UDFH YJORULGD RU ,QGILD OLDPL"
JORULED RU 1QGLDQD
1RQ +LVsDQBF YJORULGD RU ,wDJ0O\
+LVSDQLF JORULGD .RUHDIRU 9LHW

8QNQRZQ HWKQLFLW\
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IHSWRVSLURVLYV .
JHSWRVSLURVLV LV FDVHG E\ vsi - VHDVH )JDFEWV
JHQXWSWRVBKHEDFWHULD FDQ E () &DXVENGISWRESEWHULD

XULQH RI'LQIHFWHG DQLPDOV VX (O 00QR¥OXGHV DEUXSW RQVHW RI IHYHU

OLYHVWRFN SLJV KRUVHV DQG .
H[SRVXUHV DUH WKRXJKW WR RF
XULFRRQWDPLQDWHG ZDWHU RU IF

DFKHV YRPLWLQJ RU GLDUUKHD VHYHU
LQFOXGH NLGQH\ IDLOXUH OLYHU IDLOX
RU PHQLQJLWLY PD\ EH DV\PSWRPDWLF

o

FRQWDFWFRIQWDLRLH)DWHG ZDWH L

PHPEUDQHV RU ZRXQGV O 7UDQVPLOWWNMHE FWO\ WKURXJK LQJHVWLR

FRQWDPLQDWHG ZDWHU VRLO RU IRRG
SHUVR®LEHFW FRQWDFW ZLWK XULQH RL
DQ LQIHFWHG DQLPDO UDUHO\ E\ DQLPE
EUHDVWIHHGLQJ

$FWLYLWLHVY WKDW FDQ UHVXOW
IUHVK ZDWHU RU WKDW FDQ OHL
ZDWHU RU VRLO FRQWDPLQDWLR

VLIQLILFDQWO\ LQFUHDVH ULVN O 8QGHU VXUWHRLPPOQFRU LQFLGHQFH RY!
UDFHV KDYH UHVXOWHG LQ FDVH EXUGHQ RI LOOQHVYV LGHQWLI\ DFWLYL\
LQ WKH SDVW ULVN IRU H[SRVXUH WR WDUJHW SUHYHC

2 WKH IRXU OHSWRVSLURVLY FDVHV LPSRUWHG IURP RWKHU FRXQWULHVY LQ

HISRVXUH LQ QRUWKHUQ ,VUDHO ZKLOH WKH RWKHU WZR ZHUH DVVRFLDWHG Z
7KUHH OHSWRVSLURVLY FDVHV ZHUH DFTXLUHG LQ )ORULGD LQ WZR FDVH!
WLPH LQ ERWK QRUWK DQG VRXWK )ORULGD 21 WKHVH WKUHH FDVHV RQH FD
FDVH I[IUHTXHQWO\ VZDP LQ D FUHHN QHDU WKHLU KRPH DQG DOVR UHSRUWHG
FDJH 7KH ODVW FDVH ZDV H[SHULHQFLQJ KRPHOHVVQHVYVY D GHWDLOHG H[SR\

/IHVV WKDQ OHSWRVSLURVLV FDMHWHDB URH EXISIEBAMRN S LWIRAVMKC WHIEDW HY RFFXUUH

LQ DGROHVFHQWY DQG DGXOWY DQG PRUH FRPRRQGD LKR R Q BoUMRZ SDONGH U (ZGH U H

SULPDULO\N LQ ZKLWHYV DQG+EPREIBIQAFRP RV WLRD@ARAWERURXJIK FRXQWLHYV HDFK |

ZHUH VSRUDGLF ORVW FDVHV ZHUH KRVSLWDWHPHEQ DRJCGMHDOWKH FRRPEXW UHG KD
ORUH LQIHFWLRQV ZHUH DFTXLUF
FRXQWULHYV

6XPPDU\ &DVH &ODVVLILFDWLR®@PE

1XPEHU RI FDVHV LQ &RQILUPHG

\HDU WUHQG 3UREDEOH

$JH LQ <HDUV <Ol 6w -RKQV
OHDQ L QWHUYLHZHG
OHGLDQ +RVSLWDOLJHG
0LQ PDJ 'LHG

2XWEUHDN 6WDW XV 1XPE *L OOV ERXIK
)HPDOH BSRUDGLF
0DOH 2XWEUHDN DVVRELDWHG . .
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ

-
‘"KLW H JORULGD OLDPL"
%ODFN ,VUDHO
2WKHU -DPDLFD

8QNQRZQ UDEH
1RQ +LVSDQLIE
+LVSDQLF
8QONQRZQ HWKQLFLW\

3DQDPD
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OHDVOHYVY B5XEHROD '‘LVHDVH )DFWV

OHDVOHV DOVR NQRZQ DV SWXHEHRD

UHVSLUDWRU\ GLVHDVH %HIRUH D O &DXVEAGPHDVOHYV YLUXYV

ZDV LQWURGXFHG LQ WKH 8 6 PHI O L00QRVOXGHYV KLJK IHYHU FRXJK UX(
LQ LQIDQWY FKLOGUHQ DQG \RXQ: ZDWHU\ H\HV SRVVLEO\ IROORZHG E\
QRZ EHHQ YDFFLQDWHG LQ WKH 8 | WKH PRXWK DQG D UHG JHQHUDOL]HG
GHFODUHG HOLPLQDWHG LQ WKH 8 O

VWLOO FRPPRQ LQ PDQ\ SDUWV RI
UDWHV DUH ORZ LQFOXGLQJ FRXQ
DQG 6RXWK $PHULFD ,Q UHFHQW \
LPSRUWHG LQWR )ORULGD IURP IU] O 8QGHU VXUWHRLOOBNEFRHR PHGLDWH SXEC

7UDQVPWWWRHGEIK DHURVROL]J]HG GURSO
PXEXV I URP WKH PRXWK QRVH RU WKL
SHUVRQ XVXDOO\ ZKHQ WKH\ FRXJK \

LQFOXGLQJ %UD]JLO 9HQH]XHOD D( DFWLRQV LQ UHVSRQVH WR HYHU\ VXV
RXWEUHDNY KDYH EHHQ UHSRUWH( SUHYHQW IXUWKHU WUDQVPLVVLRQ P
FDVHV RFFXU DPRQJ XQYDFFLQDW LPPXQL]DWLRQ SURJUDPV DQG YDFFLCQ

LQIHFWHG ZKLOH WUDYHOLQJ DEU
UHWXUQLQJ WR J)ORULGD DQG LQ VRPH FDVHV LQIHFWHG RWKHUV LQ
WKHLU FRPPXQLWLHYV FDXVLQJ VPDOO ORFDOL]JHG RXWEUHDNYV

JORULGD UHSRUWHG FDVHV RI PHDVOHV LQ DOO RI ZKLFEKVXHREHDOWHGQ KD
ZHUH D UHVXOW RI WZR NQRZQ RXWEUHDNV 7KH ILUVW RXWEUHDN RFFXUUHG
HISRVXUH WR WKH YLUXV 7KH VHFRQG RXWEUHDN RFFXUUHG DIWHU DQ LQIHF
IRXU RWKHU SHUVRNQQLWQFRRAXQLAMMO\RVKHVH FDVHY ZHUH OLQNHG WKURXJK OD
FOXVWHU RI WZR FDVHV LQ WKH VDPH FRXQW\ )RU PRUH LQIRUPDWLRQ RQ WK
L, QYHVWLIDWLRQV

JLYH RU OHVV PHDVOHV FDVHV ZHUH UHSRUWHGHDIVEXH VHPDVIMNRRFFXWRHG LQ L
PHDVOHV LQFLGHQFH LQFUHDVHG QRWDEO\ LQ)ORUL®IK FREKDQWOHWWERRLDDOH QR |
&DVHV RFFXUUHG LQ SHRSOH \HDUV ROG DQBEDNRIWHZHRIPMPR&HOQW RILHBDIOH YL
ORVW FDVHV ZHUH LG LZKEWHM- Y QGRYRQFDVHV ZIHUH ARXWREQUHDMUH DFTXLUHG LCQC
DVVRFLDWHG )RXU FDVHV ZHUH KRVSLWDOL]J]HG QR GHDWKV RFFXUUHG

1XPEHU RI FDVt &RQILUPHG
\HDU WUHQG WR  3UREDEOH 'XYDO
A
OHDQ ,QWHUYLHZHG
OHGLDQ +RVSLWDOLJHG
0LQ PDJ '"LHG
sLaspoDy
YHPDOH 6SRUDGLF
ODOH 2XWEUHDN DVVRELDWHG 6DUD‘WD
8B8QNQRZQ JHQGHU 2XWEUHDN VWDWXV XQN(
"KLWH YJORULGD OLDPL"(
%ODFN $1JKDQLVWDQ
2WKHU %UD]LO
8QNQRZQ UDFH 8NUDLQH

SHQHIXHOD
1RQ +LVSDQUE
+LVSDQLF
8QNQRZQ HWKQLFLW\
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OHQLQJRFRFFDO 'LVHDVH

'LVHDVH )DFWV
JLYMHLVVHULD PMRBURJUWKGVVFDX )
DOO LQYDVLYH GLVHDVH $ % & &DXVEH\GHLVVHULD PERQEQYHUWIDG LV

DYDLODEOH WR SURYLGH SURWH () :OOQNWRRVW FRPPRQO\ QHXURORJLFDO

VHURJURXSV ,Q WKH LQFLGH EORRGVWUHDP LQIHFWLRQV VHSWLFHP]
GLVHDVH UHDFKHG D KLVWRULF |
Rl FDVHY UHSRUWHG HDEK \HDU O 7UDQVPEMWH® WR SHUVRQ E\ GLUHFW F

UHODWLYHO\ VWDEOH UHVSLUDWRU\ GURSOHWY IURP QRVH RU
LQIHFWHG SHUVRQ

7KH PRVW FRPPRQO\ LGHQWLILH( O 8QGHU VXUWHRLOONEQFAHPPHGLDWH SXEOL]

PHQLQJRFRFFDO GLVHDVH FDQ Y LQ UHVSRQVH WR HYHU\ VXVSHFWHG PH:
VHURJURXS % ZDV WKH PRVW IUF FDVH WR SUHYHQW VHFRQGDU\ WUDQVP
VHURJURXS LQ )ORULGD ZKLFK I HIITHFWLYHQHVYV RI LPPXQL]DWLRQ SURJ
WUHQGV

7KH QXPEHU RI PHQLQJRFRFFDO GLVHDVH FDVHWQUESRURAFG G IGEY HD VH GF Q RMA
LQ /JHVV WKDQ FDVHV ZHUH UBRHWHB UWBIFVK GHEW VLRIFH JORULGDFKRX Q)
PRVWO\ LQ IHPDOHV+ 2K BWHV D QEOQRRDVHYV ZHRUHVKSRUFRXOWLHY KDG RQH RL
ORVW FDVHV ZHUH KRVSLWDOL]HG RQH GHDWKGRFFWUILMG H[FHSW IRU 2UDQJ

IRXU FDVHV ORVW LQIHFWLRQV .

JORULGD
1IXPEHU RI FDVHV LQ &RQILUPHG
\HDU WUHQG 3UREDEOH
OHDQ ,QWHUYLHZHG ’ y 'XYDO
OHGLDQ +RVSLWDOLJHG 6DQWD 5RVD
OLQ PDJ 'LHG 9ROXVLD
2XWEUHDN 6WDW XV 1XPE
)HPDOH 6SRUDGLF +L Saoi 2UTEQ IH
0DOH 2XWEUHDN DVVRFLDWHG 3LQM3RON
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ 4% 0pQDWHH
%URZDUG
‘KLW H JORULGD /H
%ODFN JORULGD RU &RORPELD E
2W KHU JORULGD RU &R®RUDGR

8QNQRZQ UDFH
1RQ +LVSDQLIE
+LVSDQLF

8QNQRZQ HWKQLFLW\
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‘LVHDVH )DFWV
O &DXVE\GULFLQ

O ,O00QK¥OXGHYV QDXVHD YRPLWLQJ DEG
DQG GLDUUKHD WKDW PD\ EHFRPH EORR
SUHVHQWDWLRQV PD\ LQFOXGH YDVFXO!
GHDWK

7TUDQVPLMOWHEIKDODWLRQ LOQMHFWLRQ R
GLUHFW VNLQ RU H\H FRQWDFW ZLWK UL

5LFLQ 7R[LQ 3RLVRQLQJ

5LFLQ LV D SRLVRQ IRXQG QDWX!
FDVWRU EHDQV DUH FKHZHG DQC
ULFLQ FDQ FDXVH LQMXU\ S5LFLQ
ZDVWH PDWHULDO OHIW RYHU IU
W WDNHV D GHOLEHUDWH DFW W
FDVWRU EHDQV DQG XVH LW WR
LQJHVWLRQ Rl FDVWRU EBDB\K D\
REVHUYHG 8QLQWHQWLRQDO HJ[¢
H[FHSW WKURXJK WKH LQJHVWLR

O
O

8QGHU VXUWHRLDOD®D@WHI\ DQG KBEVBRQG \
7KH PDMRU V\PSWRPV RI ULFLQ ¢ FULPLQDO RU ELRWHUURULVP LQFLGHQYV

URXWH RI H[SRVXUH DQG WKH GF LRI IRGIDO

RUJDQV PD\ EH DIITHFWHG LQ VHYHUH FDVHV 2QVHW RI ULFLQ SRLVRQLQR V\PES
E\ RUDO LQJHVWLRQ WKDQ E\ RWKHU URXWHYVY LW LV WKH PRVW FRPPRQ H[SR\
UHSRUWHG LQ )ORULGD 6\PSWRPV DVVRFLDWHG ZLWK LQJHVWLRQ LQFOXGH Q
PD\ EHFRPH EORRG\ 6HYHUH LQWR[LFDWLRQV WKURXJK LQJHVWLRQ PD\ LQYR(

JRXU ULFLQ WR[LQ SRLVRQLQJ FDVHV ZHUH UHSRUWHG LQ J)ORULGD LQ 7KL
FRQVXPLQJ FUXVKHG FDVWRU EHDQV LQ D WHD IRU VXSSRVHG KHDOWK EHQHII
WR NQRZLQJ WKH\ ZHUH WRJ[LF

7KH QXPEHU Rl ULFLQ WR[LQ SRLVRQLQJ FDV Y ALKS WRW.KGSRL YV RIQL EJ FHDIVH \Z Ui
FOHDU SVUWHQYGRFFXUUHG LQ DGXOWV DQG PRVWHY¥REGRR WO\ RIQ3POP FINNDFGGF R X (
QREOLVSDQLFV ORVW FDVBIWVRHUB VRKXG EAZHRD RDFBIWHXHIHUH H[SRVHG LQ J)ORULG
KRVSLWDOL]HG QR GHDWKV RFFXUUHG

6XPPDU\ &DVH &ODVVLILFDWLR®PE

1IXPEHU RI FDVHV LQ

\HDU WUHQG SUREDEOH
$JH LQ <HDUV 2XWFRPH 1XPE
OHDQ ,(QWHUYLHZHG
OHGLDQ +RVSLWDOL]JHG
OLQ PDJ 'LHG
*HQGHU 1XPE 2XWEUHDN 6WDW XV 1XPE
JHPDOH 6SRUDGLF 3DOP %HDFK
ODOH 2XWEUHDN DVVRIEEDWHG

8QNQRZQ JHQGHU
5DF H

‘KLW H

%ODFN

2WKHU

8QNQRZQ UDFH
(WKQLFLW\

1RQ +LVSDQLIE
+LVSDQLF
8QNQRZQ HWKQLFLW\

1XPE

1XPE
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&RQILUPHG

2XWEUHDN VWDW XV XQNQ

6WDWH :KHUH ([SRVHGXPE

JORULGD
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6D[LWR[LQ 3RLVRQLQJ '‘LVHDVH )DFWYV
3DUDO\WLF 6KHOOILVK 3RL Q &D X VGV D [LWR[LQ

gDD[ULgVOR\[V\I;LQFS\?Il_:gglLL?/JK zgf\'/*RFRF () /OOQNVIMULPDULO\ QHXURORJLFDO QXPE

QLI IDEH DUPV DQG OHJV KHDGDFKH ZHDN
HIWUHPHO SRWHQW QHXURWRIL] SDUDVWKHVLDV UHVSLUDWRU\ GLVWUH)
LV WASLFDOO\ IRXQG LQ ELYDOYH GLDUUKHD YRPLWLQJ PD\ DOVR RFFXU

RIWVWHUV VFDOORSV EXW FDQ D SUHVHQWDWLRQV PXVFOH SDUDO\VLV F
HJ FRQFK VQDLOV ZKHON DC BLOXUE DOE BB
KDYH D KLJK PRUWDOLW\ UDWH L

WUHDWPHQW LV QRW DYDLODEO} O 7UDQVPLMODWHE HVWLRQ RI FHUWDLQ ILVI

FRQVLVWV RI UHVSLUDWRU\ VXS¢ VKHOOILVK FRQWDLQLQJ VD[LWR[LQ LQ "
SHRSOH VXUYLYLQJ ~ KRXUV SU 8QGHU VXUWHRLD®D@WFHI\ VRXUFHV RI WU
JRRG ZLWK QR ODVWLQJ VLGH HI SXIIHU ILVK RU VKHOOILVK FROOHFWLRG

PRQLWRU LQFLGHQFH RYHU WLPH HVWL
7KH ILUVW FDVH RI 363 LQ WKH 8

7KH FDVH ZDV DVVRFLDWHG ZLWK FRQVXPSWLRQ RI SXIIHU ILVK KDUYHVWHG 1|
GHWHFWHG LQ WKH VRXWKHUQ FKHFNHUHG DQG EDQGWDLO SEBEKRHUNRKSGEY D
9ROXVLD %UHYDUG ,QGLDQ 5LYHU 6W /XFLH DQG ODUWLQ FRXQWLHV LV EDQ

JRXU 363 FDVHV ZHUH UHSRUWHG LQ )ORULGD IURP WR DOO DVVRFLDW
RXWEUHDNY LQYROYLQJ IRXU 363 FDVHV ZHUH LQYHVWLIJDWHG 7KUHH FDVHYV
KDUYHVWHG SXIIHU ILVK FKHFNHUHG WZR FDVHV XQNQRZQ VSHFLHV RQH FLC
UHVWDXUDQW 7KH PRVW FRPPRQ VIPSWRPV UHSRUWHG DPRQJ FDVHV ZHUH Q>
EUHDWKLQJ WKUHH FDVHV YRPLWLQJ WKUHH FDVHV DQG GLIILFXOW\ VSHDU
VIPSWRPV ZLWK RQH FDVH UHTXLULQJ WKH XVH RI D UHVSLUDWRU $00 FDVHYV

7KH QXPEHU RI 363 FDVHV UHSRUWHG YDQLHV E63HDY RV VRKR®R B0E0LYD WHNQG

FDVHV ZHUHLYSDIR® DGXOWV DQG PRUH FRORRQGD IFRX@WBWAY M DFK
7ZR FDVHV ZHUH KRVSLWDOL]HG QR GHDWKV RRPOQWWHIGDG WZR FDVHV WKH R
FRXQWLHV KDG RQH FDVH HDFK

oRvie Lo oruces
1XPEHU RI FDVHV LQ &RQILUPHG
\HDU WUHQG 3UREDEOH
0OHDQ J QWHUYLHZHG
OHGLDQ +RVSLWDOL]HG
OLO PD] LG ‘QROXVLD
2XWEUHDN 6WDW XV 1XPE
)HPDOH 6SRUDGLF
0ODOH 2XWEUHDN DVVRELDWHG Lo N
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ
KLWH JORULGD %U R 7885
%ODFN
2W KHU

8QNQRZQ UDFH
1RQ +LVSDQLIE
+LVSDQLF

8QNQRZQ HWKQLFLW\
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7\SKRLG )HYHU ‘LVHDVH )DFWV

6DOPR@HORW\SH 7\SKL O &DXVENGD OP R WHOA@W\SH 7\SKL EDFWHU
7\SKRLG IHYHU LV FRPPRQ LQ PRV\

H[FHSW LQ LQGXVWULDOL]JHG UHJL O ,O0Q®W¥WXGHY IHYHU DQG SRVVLEO\ Z
‘HVWHUQ (XURSH $XVWUDOLD DQGC SDLQ KHDGDFKH ORVV RI DSSHWLWH
DQG DJJUHVVLYNSBMB S RAHRAH QW FRQVWLSDWLRQ FRXJK RU UDVK

IURP EHFRPLQJ HQGHPLF LQ LQGX\
O 7UDQVPLMWIHREDO URXWH LQFOXGLQJ

ORVAMOPRYHOBW\SH 7\SKIL LQIHFV SHUVRQ IRRGERUQH DQG ZDWHUERUQ
DFTXLUHG LQ RWKHU FRXQWULHYV

LQ JORULGD ,Q RQO\ ILYH FDV O 8QGHU VXUWHLDOD®IQWHI\ VRXUFHV RI S
WR EH LPSRUWHG IURP RWKHU FRX FRQFHUQ HJ DQ LQIHFWHG IRRG KD
ZHUH DFTXLUHG LQ )ORULGD KRZF FRPPHUFLDOO\ GLVWULEXWHG IRRG Sl
RI WKRVH FDVHV KDG UHOHYDQW V WUDQVPLVVLRQ IURP LQIHFWHG SHRSC

VWDQGIBDG H[SRVXUH SHULRG XVH

LPSRUWHG VWDWXV RI D W\SKRLG XQUHFRJQLJHG FDVHYV

21 WKH ILYH FDVHV NQRZ WR EH DFTXLUHG LQ RWKHU FRXQWULHY DBO UHSRU

5RXWLQH W\SKRLG YDFFLQDWLRQ LV QRW UHFRPPHQGHG LQ WKH 8 6 EXW WK

UHFRPPHQG YDFFLQDWLRQ IRU WUDYHOHUV WR SDUWV RI WKH ZRUOG ZKHUH \

FKURQLF FADJUIKIW DG ODERUDWR UGB MWRLI EZIXRWARIUN Z1LREH RI WKH LQWHUYLH
UHSRUWHG EHLQJ YDFFLQDWHG

JRXU RXWEVRBNDWHG FDVHV ZHUH UHSRUWHG LQ 2QH FDVH ZDV OLQNHG V
UHPDLQLQJ RXWRHUWMWNHG FDVHV ZHUH LQ D JURXS RI UHIXJHHV IURP WKH '"HPR
DUULYHG IURP D UHIXJHH FDPS LQ %XUXQGL 8QLTXH HSLGHPLRORJLFDO IDFW
LQIHFWLRQV ZHUH DFTXLUHG )RU PRUH LQIRUPDWLRQ RQ WKLV LQYHVWLJDWL
L, QYHVWLIDWLRQV

7\SLFDOO\ OHVV WKDQ W\SKRLG IHYHU FDV H\SIKRH GJ HIS\RRW A B VIHY )RORANXILEIH 8
FDVHV ZHUH UHSRWWHEB ROFXUUHG PRUH FRAPHQ®RUI @D &R RLWWWMAR G V
EODFNV DQQE@ SDRQFV ORVW FDVHV ZHUH KRUSW D &DHEY ERWHQIRGHQWLILHG

GHDWKV RFFXUUHG $00 EXW RQH FDVH ZDV FFﬂzF'%\gﬁu%Vd*V @G 0LD»PW FDVHYV

QWLHYV
1IXPEHU RI FDVHV LQ &RQILUPHG
\HDU WUHQG BUREDEOH
7 T
OHDQ L, QWHUYLHZHG
OHGLDQ +RVSLWDOL]HG
0LQ PDJ 'LHG
2XWEUHDN 6WDW XV 1XPE
JHPDOH 6SRUDGLF +LOOVI,JRXJK
ODOH 2XWEUHDN DVVRIELDWHG E o D F K
8QNQRZQ JHQGHU 2XWEUHDN VWDW XV XQNQ
'KLW H YJORULGD %UR
%ODFN JORULGD RU %XUXQGL OLDPL ’-l
2W KHU %DQJODGHVK
8QNQRZQ UDFH +DLWL
/QGLD
1RQ +LVSDQLIE 3DNLVWDQ
+LVSDQLF ,QGLD RU ,QGRQHVLD
8QNQRZQ HWKQLFLW\ 8QNQRZQ
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