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This annual report summarizes notifiable disease reports received by the Communicable Disease Control Unit
(CDCU) of the San Francisco Departmeifubfic Health (SFDPH) during 20lh addition, $x diseases were
selected for demographic profiling on the basis of the annual burden and severity of disease, public health
impact, and specific interest to community health programBReaders can access previous reports at
http://www.sfcdcp.orgfor historical context of disease incidence in San Francishotifiable disease reports
managed by other SFDPH sections are not represented here, i.erctidsis, human immunodeficiency virus
(HIV), acquired immunodeficiency syndrome (AIDS) and sexually transmitted diseases (STDs) which are
managed, respectively, by Tuberculosis Conti®l, Surveillancand STD Prevention and ContB#ctions
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Methods and Definitions

Data Collection

This report includesonfirmed and probable reports diseaseamong San Francisco residergported to

SFDPH from January 1, B@firough December 31, 2@t. San Francisco health care providers, laboratories
and other mandated reporters are required under Title 17, California Code of Regulations (CCR) (82500, 82505,
§2593, §26412643, §2802812)!, to notify the local health authity of the diagnosis, detection or suspicion

of certain diseases and conditions. Reports are confidentially received by fax, telephone, postal mail, or
secure electronic file transfer. Reports by fax and postal mail are generally submitted usingfirai€al
Confidential Morbidity Report (CMR) fofm Limitedcasedemographic and clinical information is provided on
the CMR. Depending on the disease or condition, disease control staff attempt to contact the health care
provider, laboratory and/opatient for followrup and implementation of disease control measures. Clinical
and risk factor data are subsequently collected according to departmental and state protocols. Data were
managed with locally designed databases.

The chronic hepatitides amanaged byhe Viral HepatitisSurveillance Team

Notifiable diseases managed by other SFDPH sectitivsJurveillanceEnvironmental Health, STD Prevention
and Control, and Tuberculosis Control) ace presented in this report:

Acquired Immune Deficiency Syndrome (AIDS) Human Immunodeficiency Virus (HIV)

Chancroid Lymphogranuloma Venereum (LGV)
Chlamydidgrachomatisinfections Pelvic Inflammatory Disease (PID)
Gonococcal Infections Pesticiderelated illness or injury
Hepatitis B, chronic Syphilis

Hepatitis C infection, past or present Tuberculosis

*Disease incidents of confirmed and probable diseases were included in this report for all diseases, except
animalrabies (only confirmed cases were reporiesialmonellosis firmed, probable, and suspect

case$, and shigellosis (confirmed, prdila, ard suspect cas@sThe laboratory criteria for case definitions

for these suspect cases of disease include detection from a clinical specimen usinguitnenbased

method. SeeNotes on Surveillance Dafiar further discussion of cultursaxdependent diagnostic testing.

Population Under Surveillance

CDCueportscases of CCR Title 17 reportable diseaseong residents livingy the City and County of San
FranciscoCases of reportable stase reported to CDCU ocdng innon-residents are2 Y a A RSNB R & 2 dzii
2 dzNJ & Refe@éd xozhgiBréspective jurisdictions of residency foltow-up and not included in this

report.

San Francisco population estimates were obtained fromGhkfornia Department of Finance (DOF)
Demographic Research UhiDOF estimates are bad on the U.S. Census courithis report uses DOF
projectionsproduced in 2014or the 205 San Francisco populatipthe population counis estimatedo
be 848,564(Table 5).

m‘,’, ."
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Racial and Ethnic Categorization

People were classified as one of the following: American Indian/Alaska Native, Asian/Pacific Islander,
African American (Black), Hispanic, or White. A person with Hispanic ethnicity, regardlesswésace,
classified as Hispanic, while Nblispanics were categorizéxy their race designation. Occasionally,

patients were classified as Other race. Because the category Other is not clearly defined and no reliable
San Francisco population estimate exfsisit, racespecific rates were not calcuéd for this population
group.Only the frequency values for the race Other were included in the incidence tables.

In 2000, the United States Census Bureau began allowing multiple race designations for itsallecen
population census; therefore, the California DOF population estimates also include an additional race
category, Multiple Race. Because CDCU only collects a single race designation, a bridging method
established by the California DOF was used toageale the population in the Multiple Race category to
single race categoriésThis method provided reproducible denominators for calculating-sicified
incidence rates.

Demographic Data

Depending on the disease, demographic information was usualirasned through patient interviews,
medical chart abstraction or health care provider interviews. Because not all individual cases of disease
areinvestigatedby the local health department (e.g., campylobacteriosis), completeness varied by disease.

Age was calculated by subtracting the date of birth from the date of notification to SFDPH, then dividing
the difference by 365.25 (th@25 accounts for leap years). Numerical values for age were also routinely
collected and entered into the database.f either date used in the age formula was missing but a
numerical age was recorded, then this age was used ilys@s The frequency of cases with missing or
unknown seor race/ethnicity informations included in the tables.

Notifiable Disease Definitions

The diseases required to be reported to public health and disease definitions can change over time.
Changes in disease definitions can impact the numbers of caskéseake reported to the SFDPH

tfSrasS aSS (KAa NXbiadidaskedisdadaldafitibiRchadda frof 2084 td 265nd &
definitions for select notifiable diseases. Changes in notifiable disease definitions from 1986 to 2003 are
documented in The San Francisco Communicable Disease Repo2d@B@Viay 2005), accessible at:
https://www.sfcdcp.org/about/publicationglata-and-reports/.

Statistical Calculations

SAS version 3(SAS Institute Inc., Cary, NC) was used to calculate crude incidence ratggecifie rates,
three-year moving averageand confidence intervals. For this report, the crude incidence rate (IR) is
defined as the number of new cases of disease per 100,000 residents at risk during a given year. The
denominator for all diseases, except infant botuljisrongenital rubellainfluenza death$or people aged 0

64 yearsand invasivéd. influenzaewas the total San Francisco population. The population at risk for
infant botulism and congenital rubella was San Francisco residents less than one year of age, while for the
invasiveH. influenzaeate and influenza death rat®r persons aged-84 yearsit was persons less than 15
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years of age and persofs64 years of age, respectively. Agdjusted rates were not calculated. Rates
and proportions were generally rounded to one deal place

Formula 1.
IR = Qé/ 8 100000
¢/ P=
wheren= Number of Cases amePopulation at Risk, and each is identified for a-pear period.

Example: In 2015, there were 156emale cases of campylobacteriosis in San Francisco. The estimated
number offemale residentsn 2015 was 418,564 Accordingly, the incidence among females was:

— £15€ G _
| RCamp} 2015 maie E %”-8. 56‘§ 1OC,OOC 373

cases per 100,000 population

Reliability of Rates

With rarediseases or with diseases where the number of cases for a particular population group is very
small, a minor change in the number of incident cases can result in a relatively large shift in the
corresponding rate. Rates and percagésbased on a small maber of events may be unreliable and are
generally subject to substantial variability over time. Unstable rates should not be statistically compared
for differences with the rates for other populations or for San Francisco over time. Rates with arelativ
standard error (RSE) of 23% or greater were considered unstable and identified by an asterisk in tables of
this reporf. Equivalently, numerators less than 20 result in unreliable rates.

Formula 2.
RSE= %S Bate 83 100= Aﬁ 3 100= }/ 83 100
c r= n=x
g +
wherer = Rate an@E.e = Standard Error of a Rate anéd Number of Cases

Example: In 205, there were 5% cases of campylobacteriosis cases reported in San Francisemand
case ofacute typhoid feverAccordingly, the relative standard errors for campylobacteriosiseaute
typhoid feverare:

RSECameOlE:‘cE %16 10C=4.4 %

The rate derived from the frequency of campylobacteriosis is considered stable (RSE < 23%).

RSETyphoidFeerZOlE = gﬂ % ES 10C=10(%

The rate derived from the frequency a€utetyphoid feveris not stable and is considered unreliable (RSE >
23%).
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Exact Confidence Intervals

95% Exact Confidence Intervals (95% CI) for incidemes were approximated from the gamma
distribution, usingthe GAMINV function in SAS to calculate the Poisson confidencedimitSonfidence
limits were rounded to one decimal place.

Theconfidenceinterval provides a useful means for evaluating the precision of a rate calculation. A
rate estimate with a wide confidence interval is less precise than a rate with a naafidence

interval. Using 2019gjiardiasis cases as an example, consider ifierdnce betwen incidence among
residents less than ytear of age (ratetl.1, 95% CI&.3-62.0) and those aged$344 yearqrate=30.7

95% CI=2541.0. The range of possible values among the older age grdegsithan therange for
childrenless thanl year of age The rate among resident®-34 years is therefore considered more
precise. Rates with very large confidence intervals should be interpreted cautiously. In this report,
confidence intervals were not displayed for individual cell cowits zero cases

Aggregate Rates: Three-year moving averages

As stated above, ith rare diseases or where the number of cases for a particular population group is

very small, a minor change in the number of incident cases can result in a relatively large shift in the
rate. One approach to minimizing the effect of large rate shiits @lowing detection of overall

trends involves the calculation of moving averages. This approach can be used to compare across
populations or to compare across time when the two time periods do not overlap. Calculating three
year moving averages inveld summing the numerator and denominator over a three year period and

dividing by three.

Rules for Data Suppression

If the number of cases for a given time period is small and enough demographic information is given, it
may be possible to identify an inidual casepatient from tabulated data. Therefore, the total annual
incidence was required to be at least 19 cases for information about age, sex, and race/ethnicity data to
be included. Of those diseases with an annual incidence of 19 or more gaskseases were

selected forage, sex, and race/ethnicity stratification fibuis report. These diseases were selected due

to their public health importance and/or volume of reports.

Data Limitations

The surveillance data was reported by laboratoriarimicians and other mandated reporters to the
local health authority in compliance with public health lAwReports may be incomplete and/or
important demographic, clinical or risk information may not be available upon active fajow

Because not dkases of disease were detected by the health care system and not all detected cases
were reported to the public health department, the information presented in this report may
underestimate the true incidence of disease.
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Note to Users of this Report

Ocasionally, users of this report would like to see incidence rates for specific population parameters
(e.g., rate of salmonellosis in childres years of age in 28).  Simple calculations can be
accomplished by inserting the desired incidence data provided in the tables of this report and the San
Francisco population estimates from TABLE 5kuionula labove. When such calculations are used
for grants or technicgbapers, the citation of this report must explicitly indicate that SFDPH did not
perform the calculation.

Example: A grant writer wishes to know the rate of salmonellosis in San Francisco residentgydioan 5 years of
age in 205. Fom TABLE 2, i known that 1kases were <1 year of agad 27cases were 4 years of age.
Similarly, the number dban Francisco residents in 20dn be found in TABLE 5:
Female Male

<lyr 4,407 4,580

1-4yrs 16,770 17,429
Thus the total number of casessyears of age (11 +27) =38and

the total population <5 years of age(4,407+ 16,770+ 4580+ 17,429) = 483,186 and

the rate of salmonellosis 88.0cases per 100,000 population

= 53%3 1g¢ £7 10C,00C =88.C
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Notes on 2015 Surveillance Data
The following notes are intended to aid in the interpretation of reported cases of selected diseases.

CAMPYLOBACTERIOSIS

Campylobacteinfections remaied the most frequently reported mteric disease in San Francisco
(n=514, rate=60.6 per 100,000 residents, 95% CI:-&5.9), significantly higher than in 2014=405
rate=48.2per 100,000 residents, 95% C3.&53.1). This increaseould possiblye due tothe
increasing use of Culture Indepdent Diagnostic Tests (CIDasylincreased testing of patients
presenting with diarrhea or gastroenteritigswell as arue increase in cases In 2015, thenational
surveillance case definition f@ampylobacteinfection changediaboratory criteria for probable cases
includedthe detection of Campylobactespp. in a clinical specimen using a culture independent
diagnostic test (CIDT).Before 2015, cases with only resutsm CIDT were classified as suspect. In
{ C5 t201@Annual Rportof Communicable Diseasesispect cases of campylobacteriosis (55 of the
405 cases reported) were includedthe case count for the first timen previousAnnual Reports, only
confirmed and probable cases were included. Because susped wase included in the 2014 report,
the 2015change in case definition does not explain yfearoveryearincrease. During 2015, ne
laboratory inceased the use of CIDTs, reportimgre than double he number of laboratory reports for
campylobacteriosis as in previous year&eethe Culture Independent Diagnostic Tests and
Surveillance Case Definitions bfg report for more information.

Historically, atesof campylobacteriosideclined from 199@n=782rate=108.1 per 100,000 residents,

95% CI: 100:116.0) until 2004 (n=29Tate=37.5 per 100,000 residents, 95% CI: 3R24.). Sinc004,

rates have been increasing, with some year to year fluctuatiSee Figure)LRates of

campylobacteriosiih San Francisco are higher than in other Bay Area counties for all available years of
data (see Figure 2).

Figure 1. Annual incidence of campylobacteriosis in San
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Figure 2. Annual incidence of campylobacteriosis for San
Francisco (compared to Alameda County, Contra Costa County,
San Mateo County and California*), 262015
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*Rates for California, Alamed2ounty Contra Costa County, and San Mateo County from California Department of Public
Health ReportYearlySummary Reports of Selected General Communicable Diseases in Cdlifornia

CHIKUNGUNYA

Chikungunya, caused by the chikungunya virus, has similar symptoms to dengue fever (fever, rash, and
joint pain) and is transmitted bxedes aegyptind Aedesalbopictusmosquitoes. The disease was first
recognized in humans in the 1950s in Africa, and was subsequently detected in both Africa and Asia. In
2007, chikungunya spread to Europ#he first indication chikungunya could spread to novel locations.

In 2013, the first local transmission was identified in the Americas, aguidkly became widespread,

with hundreds of thousands of cases reported in Latin America in 2015. Chikungunya became a

nationally notifiable disease in the US in 2015; in 2014, clgiimya becameeportable in California

dzy RSNJ 6 KS OF(GS3I2NE 27F ah OEGpiudbabld &nd gomfirmey/cdseday dza dzi f
chikungunya were reported in San Francisco in 2015. All eight cases reported travel to Asia and/or
Central or South Amea.
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CRYPTOSPORIDIOSIS

In 2015, 48 cases of cryptosporidiosis (rate=5.7 per 100,000 residents; 95%3) &@re reported in

San Francisco, a significant increase from 2014 (N=16; rate=1.9 per 100,000 residents; 95301¢!: 1.1
Thirty-four (71%) cases were male, 24 (50%) were white, 25 (52%) were marginally housed or homeless,
and 28 (58%) were immune suppressed; the average age of a case was 43 years old.  After
investigation, the Cryptosporidiosis Surveillance Project faundrinkingwater-associated

cryptosporidiosis outbreaksr any dher common exposures

Known risk factors for acquiring cryptosporidiosis infection include contact with animals, day care
attendance or work, health care work, travel to developing countries, consiompf untreated water,
sexual contact with another case, and having a compromised immune system.

CULTURENDEPENDENT DIAGNOSTIC TESTS AND SURVEILLANCE CASE DEFINITIONS

Cultureindependent diagnostic tests (CIDTs) are diagnostic laboratory tests thettdequire the
culture or isolation of a microorganism to detect or characterize a pathogen. Examples of CIDTs
include polymerasehain reaction (PCR) testing, enzyme immunoassay (EIA) testing, nucleic acid
amplification testing (NAAT), etc. Laboragarare rapidly adopting use of CIDTs because they are
faster and more automated than traditional cultubmsed testing methods, multiple pathogens can be
identified with one test, syndromic diseases (e.g., respiratory or enteric) can be assessed bgxnultipl
molecular panels, less technical training is required to perform tests, and costs are potentially lower.
Unfortunately, CIDTs also have significant disadvantages, if culture or isolation is not done concurrently.
Without a culture or isolate, subtypinand genotyping cannot be performed, antimicrobial resistance
cannot be determined, and detecting and monitoring trends, clusters and outbreaks is more difficult.
G Q& dzy Of SFNJ K2¢g (GKS dzasS 2F /L5¢a KI PradtieFaddi SR KSI
thus surveillance data and their interpretatibn Possible effects may include the following:
1. Less expensive, faster testing in a more clinically relevant timeframe may lead to an increase in
tests ordered by healthcare providers, meaningredisease is detected.
2. Multiple pathogens tested with one test may mean moreirfections are detected.
3. CIDT syndromic panels may increase detection of certain pathogens since the panels may
include pathogens not found in routine culture procedures.
4. Without an isolate or culture, reflex testing, subtyping, genotyping and antimicrobial testing
cannot be performed, which makes detecting and monitoring trends more difficult.

A case definition is a set of uniform criteria used to define a diseagrufiic health surveillance.

Before 2012, the national surveillance disease case definitions for campylobacteriosis, salmonellosis,
and shigellosis did not include criteria for CIDTs. In 2@&2aboratory criteria for thenational

disease case definiths for campylobacteriosis, salmonellosis, and shigeNesie updated to include
CIDTs; those cases of disedsggnosed by CIDAithout culture confirmation were classified asspect.

In 2015, the case definition for campylobacteriosis was revisedtigorize cases of disease diagnosed
by only CIDT as probable.

A Because San Francisco experienced a large outbreak of shigellosis in late 2014 and early 2015, it is likely that
increased testing was ordered by community providers for the purposes of case finding during this time. This
increase in testing likely led tan increase in detection of infections such as cryptosporidiosis.

Annual Report of Communicable Diseases in San Francisc,(d@huary 2018)
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peripheral nerves, skin, eyes, and lining of the nose; signsyngtoms include skin lesions and loss of

sensation. Left untreated, corneal ulcers, blindness, paralysis of the hands and feet, loss of eyebrows,

and saddlenose deformity can occur. Leprosy is not highly transmissible and is treatable. In the US,

lepro@ A& NINBT OO2NRAYy3A (2 G K@BerebareGurrenyfyl6500kadsegm Sy Q& 5
the US A total of 47 cases have been reported in San Francisco since 1986. Females and males were
affected equally (24 females and 23 males); the averggeod cases at time of report was 45 years of

age; the youngest case was 15 years of age, and the oldest was 82 years of ageigftidgses (81%)

were Asian/Pacific Islanders, and 6 cases (1889 Hispanic® LY HnmpX 2yS OFrasS 27
was reported in San Francisco.

Figure 3. Number of Hansen's Disease (Leprosy) Cases by Year of
Report, San Francisco, 198615
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HEPATITIS A

Hepatitis Ais characterized bybrupt onset of fever, malaise, anorexia, nausea, abdominal discomfort,

dark urine and jaundice The illnesss caused by the hepatitis A virus. This virus is transmitted

through thefecaloral route by person to person contact or ingestion of contaminated food or water.

Before the introduction of thénepatitis Avaccine, prevention efforts focused on hygiene measures.

Hepatitis A vaccines, which provide long term protection, were licensed in 1995 and 1895996,

/' 5/ Qa ! ROAaA2NE [/ 2 YYA( G ASIPRosmmeNadddagchationiofipogle at NI Ol A OS
increased risk for disease, including international travelesn who have sex with mgiMSM)

injection andnon-injection drug users, and children living in communities with high rates of disedse.

2006 the recommendation wasxpandedo all children.

B https://www.hrsa.gov/hansenslisease/index.html
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During the years prior to the introduction of the hepatitis A vaccammunity epidemics occurred
cyclicallyin the United States Nationally, in the presaccine erachildren 218 years of age had the
highest rates of hepatitis A (320 cases per 10000 population in the early to mid990s); however, in
San Francisdhe highest rates of hepatitis during this periodvere among people 284 years of age.
This pattern may have been due to the spread of hepatitis A among MSM.

Since the introductiomf the vaccine,ates of hepatitis An San Francisdwave decreasd from a high in
1996 of 77.9 per 100,000 resident to less than 1 per 100,000 resideitsSan Francisconse 2009, an
average of 5 cases of hepatitis A per year have been reported.

Figure 4. Incident Rate and Number of Hepatitis A Cases by Year
of Report, San Francisco, 193615
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Hepatitis Bs a liver diseaseaused by the hepatitis B virusAcute kepatitis B infection may be
asymptomatic omaycause symptoms such gindice, dark urine, fatigue, nausea, vomiting, and
abdominalpain. Some people develop chronic hepatitis B infectiwhjch can lead tairrhosis of the
liver or liver cancer. Hepatitis B is transmitted through contact with the blood or bodily fluids of an
infected person(including sexual contagtyharing injection dry use equipment, from a mother to a
newborn during childbirth, or through close personal contact within households.

Vaccines to prevent hepatitis B infection have been available in the US since 188889 hepatitis B
infection became a reportableigkaseunder Title 17 of the California Code of Regulatiorisarly
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vaccine recommendatiorfecused orcertain high risk groupdutthis limited vaccination strategy

failed toprevent the transmission of hepatit®. h 1991 ACIP recommendedamprehensive
vaccination strategyhich included universal vaccination of infants begigran birth andcatchup
vaccination of older children, adolescents, and otbellected high riskopulations In California, the
California Health and Safety Codepatal hepatitis B screening law, requiring all pregnant women be
screened for hepatitis B, became effective in 1991, and the California Perinatal Hepatitis B Prevention
Program was established in the same yedn California, a statlaw requiring hepatitis B vaccination

for daycare, elementary scho@ndmiddle schookntrancewent into effect in1999.

In San Francisco, the rateafutehepatitis B has decreased from a high of 21.1 per 100,000 residents in
1987 to 0.5 per 100,000 in 28. Since 2011, in San Francisco,aheualrate of acute hepatitis B has
been less than 1 per 100,000 residents.

Figure 5. Incident Rate and Number of Acute Hepatitis B Cases by
Year of Report, San Francisco, 12885

180 25

160

2]
140 20 2
3
7] =
g 120 4
O 158
5 100 S
— o
880 \C—|>
S 10 5
o
Z 60 °
g
40 5
20
0 0
O A P O N DN DO O DO O DA DXL OO DO O DD NG
D B B B D DD DD DD D DD QR QR QRO QO
N R R RTTRTRDTRTRTRTRTTR RDTADT ADT A0 A A ADT ADT ADT ADT ADT DT AR DT DT DT D
. N Rate

No cases of measles were reported in San Franais2015 however,a multijurisdictional outbreak of
measlesccurred,associated with Disneyland and California Adventure Park located in Orange County,
California Atotal of 147measles casewsith rash occurring between December 28, 204gril 17, 2015

from seven states, Mexico and Canada were identifiedio source wagdentified. TheSan Fancisco
Department of Public Healtfollowed up with over 1@ suspectedneaslesasesand persons potentially
exposedo measlesn January and February of 2015.
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OUTBREAKS
In 2015 CDCU identifetand investigated a total of 3¥bmmunicable disease outbaks

i Etiology: Twentyfour (65%) outbreaksnvolved gastrointestinal illnessand 13(35%) involved
respiratory illness.

0 Gastrointestinal outbreaksOne (3%) of the 3@utbreakswascaused byshigella sonnei
(asub-outbreak within the citywide outbreakhat occurred in 20142015 lab-confirmed)
one (3%) wascaused by salmonellosis, and fi{i8%) were caused by norovirus (ofab-
confirmed, foursuspected).

0 Respiratory outbreaksThirteen (35%) bthe 37 outbreakswere caused by influenza A (all
lab-confirmed).

i Setting: Twentyseven (73%) of the 3dutbreaks were associated with a loteym care facility,
a skilled nursinggcility, or elderly care; three #8) were associated with childcare, daygar
preschool or schools; on8%) wasassociated with a restaurant; tw%) wereassociated with
a healthcare setting, and four (11%) weassociated wittother types of settings

Figure6. Percent ofreported outbreaksby etiology and setting2015, San Francisco
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PERTUSSIS

Pertussis is endemic in the U.S. with epidemic cycles every three to five ye204.0imnd2014,there
werecyclic increasgin cases in CaliforniandSanFrancisco followed the same pattern of cyclic increases
(See Figure 7) The incidence of pertussia 2015(6.5 cases per 100,000 residents, 95% Ci8#dwas
lower than in 2014 (9.4 cases per 100,000 residents, 95% CL17) but thisdifference was not
statistically significant In 2015, 55 cases were reported among San Francesidents no deaths
occurred.

Rates of pertussis have been increasing in the last@B@ears. Reasons for this increase are unknown,
but potential contributorsindude increased recognition and diagnosis, increased access to laboratory
testing, introduction of new more sensitivanucleic acid amplification testandincreased surveillance

and reporting The increase may also be due to a true increase in incidence, possibly due to less durable
immunity following vaccination with the acellular pertussis vaccine that was introducgl@e of whole

cell pertussis vaccine the 1990s!

People of alages can gepertussis though death and serious complications are most likely in young
infants.In October 2012the ACIP recommendeadaternalpertussis immunization during every
pregnancyto help prevent morbidity and mortality in infaritsIn 2014, thesurveillancecase definition
for pertussis was changed to better capture the burden of disease in infants who do not meet the
traditional clinicakriteria for pertussis

Figure 7. Rate of pertussis in San Francisco residents;20436
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RABIES

Threerabid bats were dtected in San Francisco in1X) Bats present a risk of rabies exposure to
humans and pets, especially when they are handled or enter homes where they can have contact with
people or their pet¥. Rabies was not detected in any animassde from batsn 2015, andno cases of
rabies have been reported emimals other than baté.g. dogs, cats, skunks, raccoons, foxes, coyotes)
in San Francisco for ovéd years. The last human rabies case in San Francisco occurred in 1987, and
the presumed source was a dog bikat occurred while the patient was in the Philippines

SALMONELLOSIS

In 2015, 183 cases in San Francisco residents were reported (21.6 cases per 100,000 residents, 95% CI:
18.6-24.9); the rate is comparable 013 and 2014 rates (23.4 cases p@0,000 resients 95% CI:

20.226.9in 2013 and 21.4 cases per 100,000 residedtigo Cl: 18-24.8in 2014). In 2015, 26 of the

183 cases (14%) were suspect case2(i#, 7 of the 180 cases (3.9%) reported in Table 1 were

suspec}; all26 suspect sahonella cases were diagnosed by CIDT alénly confirmed and probable

cases were includei reports prior to 2014

Rates of salmonellosis in 2BWvere highest among those under age one yr11,122.4per 100,000
residents, 95% CI: 612119.0) ancamong 14 year olds (N=27, 79@&r 100,000 residents, 95% &2.0
114.9, which is consistent withndingsfrom previous yeargsee Figure).

Figure 8. Annual incidence of ntyphoidal salmonellosis by age
group in San Francisco, 198615
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The most frequently reporte@almonellaserotypes in 2015, which together accounted for 55.2% of the
183 cases with serotype informatiof87 cases had no serotype informatiangre as follows:

S.Infantis (N=2010.9%)
S.Enteriditis(N=18,9.8%)
S.14,5,12:i: (N=12, 6.6%)
S. Typhimurium(N=12,6.6%)
S.Adelaide(N=10,5.5%)

S.Muenchen (N=94.9%)
S.Newport(N=8,4.4%)
S.Berta(N=6,3.3%)
S.Poona (N=63.3%)

=A =4 =4 =4 =4
=A =4 =4 =9

HIGA TOXINPRODUCINESCHIRICHIA Ca@hd HEMOLYTIC UREMBZNDROME

Public health surveillance and reporting requirementsHEecherichia cofiave changed over time as
laboratory testing methods and understanding of pathogenesis have evdiveli0O157:H7 is one of
many Shiga toxiproducingE. colserotypes that cauesclinically and epidemiologically significant
disease, including Hemolytic Uremic Syndrome (HUS). Until 2006 .ocedyiO157:H7 and/or HUS were
reportable. Since October 2006, Shiga tgxinducingE. col(STEC), which encompasgesoli0157:H7
andother serotypes, and Shiga toxin in feces have been reportable.

In 2015 37 STECases (4.4ases per 100,000 residents)yo Shiga toxin in feces casasd one case of
HUS wereaeported. Theincrease in STEC cases is consistent with statewide fieRus increase is
hypothesized to be due to increased detection of f@h57 Shiga toxiproducingE. coljincreased use
of Shiga toxin testing by clinical laboratories, amdncreased number of specimens forwarded to a
public health labortory for culure and identificatioff. Beginningn 2014, clinical laboratories were
required to submitShiga toxirpositive fecal broths and Shiga toypnoducingEscherichia co{STEC)
0157 and norO157 isolateso the local public health laboratory or the SteReiblic Health Laboratory.

Figure 9. Number of Shiga toxin producigherichia co(STEC)
cases in San Francisco residents, by year of report,-2003
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SHIGELLOSIS

Of the 315 shig#osis cases reported in 2015, 58 were classified as suspect; all 58 suspect cases were
diagnosed by CIDT. Prior to 2014, only confirmed and probable cases were inklyfded C5t | Qa | y VY dz
case countln 2014, five suspect cases were includtethe case coungll diagnosed by CIDT.

The rates of shigellosis in San Francisco are higher compared to other California juriSdiatidrizave
been increasing since 2008ith a significant increase from 2013 (14.3 caper 100,000 residents) to
2015(37.1cases per 100,000 residents). Tdrgoinghigh incidence of shalosis in San Francisco is
partly attributable to sexual transmission among M&Mhe increase in 20lahd 2015s attributed to
several outbreaks, including a citywide outbraedscribed in more detail below.

From November 1, 2014 to April 30, 2015, San Francisco experiencedvideityutbreak of
ciprofloxacinresistant shigellosis thatisproportionately affected homeless and margindiiyused
individuals. The outbreak was later linked to a nationwide cluster of ciprofloxasistantShigella The
nationwide cluster was identified based on a finding of closely related R#listdl GeElectrophoresis
(PFGE) patterns higellasolates®.

A total of 248cases of5. sonneor untypedShigellawith ciprofloxacinresistance or unknown

antimicrobial susceptibility were reported with specimen collection dates from November 2014 to April
2015. Only individuals with residence in or travel to San Francisco during the exposure period and no
recent international travel were included as part of the outbreak. The average age of patients was 44
years, with a range of one year to 88 ye#@se hundred sixtynine (68%) were male, and 123 (50%)

were white.Eightythree patients (34%) were hospitalizefixtyeightcases (2%) were homeless and

31 cases (13%) resided in single room occupancy (SRO) hotels. Although homeless and marginally
housed indviduals were nothe majority of cases, they were disproportionately impacted by the
outbreak.

Investigation and control activities in response to the outbreak included dissemination of a health

advisory and press release, interviewing and providingtheaducation to cases, and distribution of

educational materials and hand sanitizer towelettes to agencies and organizations that serve the
K2YStSaad {C5t1 Qa 9YyQBANRYYSydGlrt I SIfGdK faz2 O2yRdz
control measures t&RO hotels and communal food facilities for the homeless. Despite extensive

investigation, no point source or common exposure such as shelters, soup kitchens, or restaasants

identified.

1. Title 17 (Public Health), California Code of Regulations. Available fccr.oal.ca.gov

2. California Confidential Morbidity Report Form. Available froitp://www.sfcdcp.org

w

State of California, Department of Finan&ate and Countiopulation Projeatins by Race/Ethnicity, Sex, and
Age 20162060.Sacramento, Californi2a014DecemberAvailable fromhttp://www.dof.ca.gov/

4. Demographic Research Urfiluggested Allocations of the Multirace Category for Use with Population
Projections by Race/Ethnicity for California and Its Counties2080 Sacramento, Californi€alifornia
Department of Finance2004 Jun.

Annual Report of Communicable Diseases in San Franciscé,(d@huary 2018)



http://ccr.oal.ca.gov/
http://www.sfcdcp.org/
http://www.dof.ca.gov/

19

5. National Center for Health Statistid3eaths: Final Data for 200Rlyattsville, MD: U.S. Department of Health
and Human Swices; 2004 Oct. 12; 53(509-11. Available from:
http://www.cdc.gov/nchs/data/nvsr/nvsr53/nvsr53 _05acc.pdf

6. Daly LSimple SAS macros for the calculation of exact binomial and Poisson confidenc&dimitst Biol
Med. 1992;22(5): 35161.

7. California Department of Public HealthYearly Summary of Selected General Communicable Diseases in
California, 20022010. Available from:
https://www.cdph.ca.gov/data/statistics/Documents/YearlySummaryReportsofSelectedGeneralCommbDisease
sinCA2002010.pdf

8. Californa Department of Public Health.Yearly Summary of Selected General Communi&ibéases in
California, 20122015 Available from:
http://www.cdph.ca.gov/data/statistics/Documents/YearlySummaryReportetd&edGeneral CommbDiseasesi
nNnCA20132015.pdf

9. Marder ERCieslak PRCronquistAB Dunn JLathrop SRabatskyEhr TRyan PSmith KTobinD'Argelo M
Vugia DJZansky SHolt KGWolpert BJLynch M Tauxe RGeissler Allncidence and Trends of Infections with
Pathogens Transmitted Commonly Through Food and the Effect of Increasing Use ol iZidperdat
Diagnostic Tests on Surveillandeodborne Diseases Active Surveillance Network, 10 U.S. Site02613
MMWR.2017 Apr 2166(15):397403.

10. Centers for Disease Control and Preventiear in Review: Measles Linked to Disneylawdilable from:
https://blogs.cdc.gov/publichealthmatters/2015/12/yean-review-measledinked-to-disneyland/

11. KleinNP, BartlettJ FiremarnB, RowhaniRahbarA, BaxterR.Comparative Effectiveness of Acellular Versus
WholeCell Pertussis Vaccines in Teenadegsiatrics2013 Jungl31(6). Available from:
http://pediatrics.aappublications.org/content/131/6/e1716

12. Centers for Disease Control and Preventidpdated Recommendations for Use of Tetanus Toxoid, Reduced
Diphtheria Toxoid, and Acellular Pertussis Vaccine (Tdap) in Pregnant WoAwbrisory Comittee on
Immunization Practices (ACIP), 201MMWR 2013;62(07)131-135. Available from:
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6207a4.htm

13. Communicable Disease Control and Prevention Sedfiommunity Health & Safety Bulletiinternet] San
Francisco, California: San Fraooi Department of Public Healt’004 June/Jutyl(1)1-3. Available from
https://www.sfcdcp.org/about/publicationsiata-and-reports/

14. California Department of Public Healtpidemiologic Summary of Shiga teghoducing Escherichia coli (STEC)
infections and Hemolytic Uremic Syndrome (HUS) in California22Q@9Available from:
https://www.cdph.ca.gov/programs/sss/Documents/STECandHUSEpiSummar2a02ddf

151 NI} Is5y > ¢ -womdl stBdy of shigelosis in Ban Srancisco: theabiexual transmission and HIV
AYFSOGA2Y 0¢ DidedsgsMaR (2007273345 O (i A 2 dza

16. Bowen, A et allmportation and Domestic TransmissiorStiigella sonndResistant to Ciprofloxacin United
States, May 201d~ebruary 2015MMWR 2015April 3 64(12)318-320.
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TABLE 1:RFEQUENCY OF REPORTABLE DISEASES IN SAN FRANCISCO, 2015 20

Disease N Rate Disease N Rate
Amebiasit 57 6.7 Meningitis, Bacteric 4 0.5 *
Anaplasmosis/Ehrlichios 1 0.1* Meningitis, Funge 9 1.1*
Anthrax 0 0.0 Meningitis, Parasiti 0 0.0
Babesiosi 0 0.0 Meningitis, Unspecifie 0 0.0
Botulism, Foodborn 0 0.0 Meningitis, Vira 10 1.2 *
Botulism, Infant (1 o 0.0 Meningitis,Total 23 2.7
Botulism, Unspecifie 0 0.0 Meningococcal Infectio 5 0.6 *
Botulism, Wounc 0 0.0 Mumps 1 0.1*
Brucellosit 0 0.0 Outbreaks, Foodborr 1
Campylobacterios 514 60.6 Outbreaks, NorFoodborne 36
Chickenpox, Seve(®eath or Hosp 0 0.0 Paralytic Shellfish Poisoni 0 0.0
Chikunguny: 8 0.9* Pertussit 55 6.5
Cholere 0 0.0 Plague o 0.0
Clguatera. F_'S_h Poisoni 1 0.1+ Poliovirus Infectiol 0 0.0
.Cocud|0|domycos 12 14% Psittacosii 0 0.0
CreutzfeldtJakob Dis. or Other TSE . 0 0.0 QFeve o0 0.0
. Cryp.tospor|d|0'5| 48 5.7 Rabies, Anim: 3 N/A
Cysticercosis or Taenia 2 0.2* Rabies, Huma 0 0.0
5 ?]e;glfe 4 05 Relapsing Fevi 0 0.0
iphtheria - —
. . P — 0 0.0 Rickettsial Diseases (not RMSF or Typ 0 0.0
Domoic Acid Poisonit 0 0.0 -
— - Rocky Mountain Spotted Fev 0 0.0
Encephalitis, Arboviri 0 0.0
— - Rubelle o 0.0
Encephalitis, Bacteri 0 0.0 -
L Rubella, Congenit o 0.0
Encephalitis, Fung 0 0.0 - - ppp—
— - STEC includirg. colO157 37 4.4
Encephalitis, Other Vir 0o 0.0 -
— - Salmonellosis (¢ 183 21.6
Encephalitis, Parasit 0 0.0 — -
— P Scombroid Fish Poisoni 0 0.0
Encephalitis, Unspecific 0 0.0 - -
— Shiga toxin fece 2 0.2*
EncephalitisTotal 0o 0.0 T i
Giardiasi 199 g S |9e 03|§, Group B: flexnel 57 6.7
Haemophilus influenzaénvasive (¢ 0 0.0 Shlgt.?I|03|s,.Group [3. sonne 184 21.7
Hantavirus Infectio 0 0.0 Shlge||05|§, Othe.:r Group | 74 8.7
Hemolytic Uremic Syndrome (1 0.1* Shigellosis, Total (315 871
Hepatitis # 5 0.6 * Smallp?} 0 0.0
Hepatitis B, Acute (4 05 * Streptococcal Infectio o 0.0
Hepatitis C, Acut 1 0.1* Tetanus o 9.0
Hepatitis Delt: 0 0.0 Trichinosi: o 0.0
HepatitisE 3 0.4 * Tularemiz 0 0.0
Influenza, Deaths,-84 years ofag 1 0.1* Typhoid Carrie o 00
Legionellosi 4 0.5 * Typhoid FeverAcute 1 0.1*
Leprosy 1 0.1* Typhus Feve 0 0.0
Leptospirosi 1 0.1* Vibriosis, NorCholere 24 2.8
Listeriosic 8 0.9+ Viral Hemorrhagic Fev o 0.0
Lyme Diseas 1 01* West Nile Asymptomatic blood don 0 0.0
Malaria 5 0.6* West Nile Diseas 0 0.0
Measles 0 0.0 West Nile Infections, Total (0 0.0
Yellow Feve o 0.0
Yersiniosi 6 0.7 *

(1) Rate amongresidents age <1 yK2) Includes suspect cas€® TSE = transmissible spongiform encephalibypes (e.g., vCID, kurup)(Reportable in <15 yrs; ratier residents aged <15
yrs. 6) Includes HUS only drE. coli STEC cases with HUS (6) Includes perinatal caskgl{des botiNest Nile Disease & asymptomatic infections

*=Unstable Rates (where n<20) should not be compared statistically. See reppendix for disease reporting changes and selected disease definitions

Source: SFDPH Communicable Disease Control Unit. Data shown by year cases were reported to SFDPH. Rates are caS@spogul@tthfi. Population estimates from the
Cdifornia Department of Finance.



21

TABLE ZREQUENCY AND UNADJUSTED RATES FOR SIX SELECTED DISEASES BY AGE, SAN FRANCISCO, 2015
Amebiasis Campylobacteriosis Giardiasis
Year Age N Rate 95%ClI Age N Rate 95% CI Age N Rate 95%ClI
2015 0-24 yres 0 0.0* <1lw 5 55.6* 18.1 129.8 <1lyr 1 11.1* 0.3 62.0
2534 yre 11 6.5* 3.3 11.7 1-4 yre 32 93.6 64.0 1321 1-4 yrs 2 5.8* 0.7 21.1
3544 yrs 14 9.4* 5.1 15.7 5-14yre 28 44.9 29.8 64.9 5-14yrs 4 6.4* 17 16.4
4554 yre 18 15.4* 9.1 24.3 1524 yre 30 41.4 27.9 59.1 15-24 yrs 17 23.4* 13.7 375
55-64 yre 7 6.7* 2.7 13.9 2534 yrs 143 84.9 715 100.0 25-34 yrs 48 28.5 21.0 37.8
65+ yre 7 5.3* 21 11.0 3544 yre 98 65.5 53.1 79.8 35-44 yrs 46 30.7 22.5 41.0
Total 57 6.7 5.1 8.7 4554 yre 87 74.2 59.4 91.5 45-54yrs 49 41.8 30.9 55.3
55-64 yrs 53 51.0 38.2 66.7 55-64 yrs 24 23.1 14.8 34.4
65+ yre 37 28.2 19.9 38.9 65+ yrs 8 6.1* 2.6 12.0
Total 514 60.6 55.4 66.0 Total 199 23.5 20.3 26.9
Pertussis Salmonellosis
Year Age N Rate 95%ClI Age N Rate 95% CI
2015 <1lwyi 1 111+ 0.3 62.0 <lwy 11 122.4* 61.1 219.0
L4yre 12 35.1* 18.1 61.3 1-4yre 27 79.0 52.0 114.9
5-14yre 14 22.5* 12.3 37.7 5-14 yrs 15 24.1* 135 39.7
1524 yrs 19 26.2* 15.8 40.9 15-24 yre 21 29.0 17.9 443
25-34 yre 0 0.0* 25-34 yre 37 22.0 15.5 30.3
3544yre 3 2.0* 0.4 5.9 35-44 yrs 9 6.0* 2.7 11.4
4554 yre 2 17* 0.2 6.2 4554 yre 17 14.5* 8.4 23.2
55-64 yrs 2 1.9* 0.2 7.0 55-64 yrs 15 14.4* 8.1 23.8
65+ yre 1 0.8* 0.0 4.2 65+ yre 28 213 14.2 30.9
Total 55 6.5 4.9 8.4 Total 183 21.6 18.6 24.9
Shigellosis (Total) Shigellosis (flexneri) Shigellosis (sonnei)
Year Age N Rate 95%CI Age N Rate 95%CI Age N Rate 95% CI
2015 <lw 0 0.0* <lw 0 0.0* <lwyt 0 0.0*
1-4yre 15 43.9* 24.6 72.3 1-4 yre 1 2.9* 0.1 16.3 1-4yre 11 32.2* 16.1 57.6
5-14 yrs 11 17.6* 8.8 31.6 5-14 yrs 1 1.6* 0.0 8.9 5-14 yre 8 12.8* 55 25.3
1524 yre 13 17.9* 9.5 30.7 1524 yre 1 1.4* 0.0 7.7 1524 yre 12 16.5* 8.6 28.9
2534 yre 52 30.9 23.0 40.5 25-34 yre 12 7.1* 3.7 12.4 2534yre 21 12.5 7.7 19.1
3544 yre 55 36.7 27.7 47.8 35-44 yrs 8 5.3* 2.3 10.5 3544 yre 34 22.7 15.7 31.7
4554 yre 90 76.8 61.7 94.4 4554 yre 26 22.2 145 325 4554 yre 44 375 27.3 50.4
5564 yrs 54 52.0 39.0 67.8 55-64 yrs 6 5.8* 21 12.6 5564 yre 40 38.5 275 52.4
65+yre 24 18.3 11.7 27.2 65+ yre 2 15* 0.2 55 65+yre 14 10.7* 5.8 17.9
Total 315 37.1 33.1 415 Total 57 6.7 5.1 8.7 Total 184 217 18.7 25.1

*=Unstable Rate (n<20). Unstable ratsiould not be compared statistically. 98%Confidencentervals 95% Exact Confidendetervalsnot displayed for counts of zero.
Cases with missing age are represented in total column counts only. Thus, the sum of individual age groups faliskases does not match the total column count shown.

Source: SFDPH Communicable Disease Control Unit. Data shown by year cases reported to SFDPH. Rates are cases per 1&h80P@myation estimates obtained from the California Department of &rce. This report uses 2014 estimates.



TABLE 3:FEQUENCY AND UNADJUSTED RATES FOR SIX SELECTED DISEASES BY SEX, SAN FRANCISCO, 2023

Amebiasis Campylobacteriosis Giardiasis
Year Sex N Rate 95% CI Sex N Rate 95% ClI Sex N Rate 95%ClI
2015 Male 53 12.3 9.2 16.1 Male 355 82.6 74.2 91.6 Male 173 40.2 34.5 46.7
Female 4 1.0* 0.3 2.4 Female 156 37.3 31.7 43.6 Female 26 6.2 4.1 9.1
Unk O Unk 3 Unk O
Total 57 6.7 5.1 8.7 Total 514 60.6 55.4 66.0 Total 199 23.5 20.3 26.9
Pertussis Salmonellosis
Year Sex N Rate 95%CI Sex N Rate 95%CI
2015 Male 22 5.1 3.2 7.7 Male 94 21.9 17.7 26.8
Female 33 7.9 5.4 111 Female 88 21.0 16.9 25.9
Unk O Unk 1
Total 55 6.5 4.9 8.4 Total 183 21.6 18.6 24.9
Shigellosis (Total) Shigellosis (flexneri) Shigellosis (sonnei)
Year  Sex N Rate 95% CI Sex N Rate 95% CI Sex N Rate 95% CI
2015 Male 239 55.6 48.8 63.1 Male 54 12.6 9.4 16.4 Male 133 30.9 25.9 36.7
Female 76 18.2 14.3 22.7 Female 3 0.7* 0.1 2.1 Female 51 12.2 9.1 16.0
Unk O Unk O Unk 0
Total 315 37.1 33.1 41.5 Total 57 6.7 5.1 8.7 Total 184 21.7 18.7 25.1

Rates are cases per 100,000 population; Rates not calculated for theaegory Unknown; *=Unstable Rate (n<20); Unstable rates should not be compared statistically.

95%CEConfidencéntervals; 95% Exact Confidendetervalsnot displayed for counts of zero.

Source: SFDPH Communicable Disease Control Unit. Data shovaabygases reported to SFDPPbpulation estimates obtained from the California Department of Finance. This report uses 2014 estimates.




TABLE 4:FEQUENCY AND UNADJUSTED RATES FOR FOUR SELECTED DISEASES BY RACE/ETHNICITY, SAN FRANCISCO, 20123

Amebiasis Pertussis Salmonellosis
Race/
Year Ethnicity N Rate 95% CI N Rate 95% CI N Rate 95% CI
2015 White 36 10.3 7.2 14.2 15 4.3* 2.4 7.0 53 15.1 11.3 19.8
Black 0 0.0* 1 1.9* 0.0 10.7 5 9.6* 3.1 22.3
Asian/PI 2 0.7* 0.1 24 6 2.0* 0.7 43 67 22.1 17.2 28.1
Hispanic 11 8.2* 4.1 14.6 15 11.1* 6.2 184 27 20.0 13.2 29.2
Other/Unk 8 18 31
Total 57 6.7 5.1 8.7 55 6.5 4.9 8.4 183 21.6 18.6 24.9
Shigellosis (Total) Shigellosis (flexneri) Shigellosis (sonnei)
Race/
Year Ethnicity N Rate 95% CI N Rate 95% ClI N Rate 95% CI
2015 White 167 47.6 40.6 55.4 33 9.4 6.5 13.2 100 28.5 23.2 34.7
Black 23 44.0 27.9 66.0 1 1.9*% 0.0 10.7 21 40.2 24.9 61.4
Asian/PI 9 3.0* 14 5.6 1 0.3* 0.0 1.8 5 1.7* 0.5 3.9
Hispanic 50 37.1 275 48.9 14 10.4* 5.7 17.4 21 15.6 9.6 23.8
Other/Unk 66 8 37
Total 315 37.1 33.1 41.5 57 6.7 5.1 8.7 184 21.7 18.7 25.1

Asian/Pl = Asian or Pacific Islandehere were no cases of these select diseases among people identified as American Indian/Alaskan Native.

Rates are cases per 100,000 population; Rates not calculated for the race/ethnicity categories Other & Unkrdwrstéble Rate (n<20). Unstable rates should not be compared statistically.

95%LCL=Exact Lower Confidence Limit, 95%UCL=Exact Upper Confidence Limit; 95% Exact Confidence Limits not displageaf fmroount

Source: SFDPH Communicable Disease Cddiitl Data shown by year cases reported to SFDPHopulation estimates obtained from the California Department of Finance. This report uses 2014 estimates.



TABLE 5:AN FRANCISCO POPULATION ESTIMATES BY SEX, AGE AND RACE/ETHNICITY, 2015

Am
Year  Sex Age White Hispanic Black Asian/Pl Indian Total

2015 FEMALE <lyr 1,729 851 279 1,452 96 4,407
1-4yrs 6,469 3,372 1,111 5,452 366 16,770

5-14 yrs 9,049 7,727 2,583 10,709 631 30,699
15-24yrs 9,830 7,656 3,240 14,899 417 36,042

25-34 yrs 40,254 12,222 3,820 27,801 816 84,913

35-44 yrs 33,278 10,994 3,221 23,126 577 71,196

45-54 yrs 19,812 7,425 3,274 21,898 401 52,810

55-64 yrs 17,012 5,952 3,496 23,102 284 49,846

65+ yrs 26,349 7,367 4,623 33,235 307 71,881

163,782 63,566 25,647 161,674 3,895 418,564

MALE <lyr 1,798 885 289 1,508 100 4,580
1-4yrs 6,716 3,495 1,164 5,663 391 17,429

5-14 yrs 9,048 8,107 2,648 11,163 689 31,655

15-24 yrs 8,408 8,025 3,204 16,428 410 36,475

25-34 yrs 40,445 14,928 3,366 24,146 704 83,589

35-44 yrs 41,063 13,871 3,322 19,628 624 78,508

45-54 yrs 30,949 10,223 4,230 18,464 554 64,420

55-64 yrs 23,221 6,446 4,486 19,560 349 54,062

65+ yrs 25,582 5,213 3,913 24,288 286 59,282

187,230 71,193 26,622 140,848 4,107 430,000

TOTAL 351,012 134,759 52,269 302,522 8,002 848,564

Source: California Department of Finance, Demographic Research Unit. This report usesstidiates.
Note: Am Indian=American Indian/Alaska Native; Asian/Pl=Asian/Pacific Islander.
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Appendix: Notifiable Disease - Historical Changes (2004 - 2015)

The diseases required to be reported to public health and disdaBeitions can change over time. Changes in
disease definitions can impact the numbers of cases of disease reported to the SFDPH. Documentation ahchanges
definitions from 2004; 2015 are outlined below.

For documentation of changes from 1986 td20please refer to The San Francisco Communicable Disease Report
19862003 (May 2005), accessible https://www.sfcdcp.org/about/publicationslata-and-reports.

Date of change Disease Description

2005 Acute hepatitis B Includes perinatal cases starting in 2005.

June 2005 Lyme disease Clinician reportable since 1989, and also became laboratpgrtable
in June 2005.

June 2005 Severe Acute Respiratory Becameeportable in June 2005.

Syndrome (SARS)

June 2005 West Nile Disease Includes West Nile Fever, West Nile Meningitis, & West Nile
Encephalitis, and becameportable in June 2005

October 2006  Non-0157:H7 Shiga toxin Non0157:H7 STEC infections became notifiable in California in Oct

producingEscherichia coli 2006.
(STEC) infections

June 2007 Anisakiasis Removed from the list of notifiable diseases in California in June 20t

June 2007 Avian Influenza (H5N1) Human infection with the influenza A H5N1 vimas added to the list
of notifiable diseases in California in June 2007.

June 2007 Chickenpox Previously all varicella hospitalizations and deaths (including shingle
were reportable, but as of June 2007, only chickenpox hospitalizatio
and deaths areeportable.

June 2007 CreutzfeldtJakob Added to the list of notifiable diseases in California in June 2007.

Disease (CJD) and
other Transmissible
Spongiform Encephalopathies

June 2007 Echinococcosis Removed from the list of notifiable diseasegJalifornia in June 2007.

June 2007 Influenza Deaths, Pediatric Deaths associated with infection with an influenza virus are reportak
in patients <18 years of age and were added to the list of notifiable
diseases in California in June 2007.

June 2007 InvasiveHaemophilus Reportable only in patients <15 years of age as of June 2007. Pric

influenzaeDisease June 2007, it was reportable in patients <30 years of age.

June 2007 Lymphocytic Removed from the list of notifiable diseasagdalifornia in June 2007.

Choriomeningitis
June 2007 Reye Syndrome Removed from the list of notifiable diseases in California in June 20!
June 2007 Shiga toxin producing AllE. coli0157 STEC (regardless of presence of H7 antigen) becam:
Escherichia co([STEC) notifiable in California in Jur@007. Case counts and rates for STE(
infections E. coliO157:H7 andE. coli0O157 nornH7 infections are presented
together.
June 2007 Taeniasis Added tothe list ofnotifiable diseases in California in June 2007.

J Annual Report of Communicable Diseases in San Francisc, (d@huary 2018)



https://www.sfcdcp.org/about/publications-data-and-reports

February 2008 SevereStaphylococcus aureus SevereStaphylococcus auredsy F SOG A2y Ay |

infection

February 2008 Smallpox

2009
2009
July 2011
July 2011

July 2011
July 2011
July 2011

July 2011
July 2011

July 2011
July 2011

July 2011
July 2011
July 2011
July 2011
July 2011

July 2011
July 2011
July 2011

Jan 2014

Anaplasmosis/Ehrlichiosis
Poliovirus infection
Anthrax, animal

Brucellosis, animal

Hepatitis D
Hepatitis E

Influenza, deaths

Influenza, novel strains

Rickettsial Diseases

Tularemia, animal

Viral Hemorrhagic Fevers,
animal

Avian influenza (human)
Colorado Tick Fever
Hepatitis, Viral
Hepatitis, other, acte

Influenza (report in a person
less than 18 years of age)

Kawasaki Syndrome
Rheumatic Fever, acute

Water-associated disease

Pertussis
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a LIN
has been a reportable condition in California since February 13, 20C
For the purposes of surveillance, a severe infection is defined as on
resulting in death or admission to an intensive care unit, and a
previously healthy person is defined as one who has not been
hospitalized or had surgery, dialysis, or residency in atemyg care
facility in the past year and did not have an indwelling catheter or
percutaneous medical device at the onset of illnesS. Aueus

infection in a person without these healthcaassociated risk factors
would be considered communigssociated.

Eradicated in 1979; reportable again since 2001 for bioterror
surveillance.
AddAnaplasmosio Ehrlichiosis

Change poliomyelitis to poliovirus infection.
Added tothe list of notifiabé diseases in California in July 2011

Added tothe list ofnotifiable diseases in California in July 2011
Excludes infections due ®rucella canis
Added tothe list of notifiabé diseases in California in July 2011

Added tothe list of notifiabé diseases i€alifornia in July 2011

Added tothe list of notifiable diseases in California in July 2@rily
deaths of laboratoryconfirmed caes of patients ages-64 years.
Added tothe list ofnotifiable diseases in California in July 2011.

Added tothe list of notifiable diseases in California in July 2@ides
not include Rocky Mountain Spotted Fever or Typhus.
Added tothe list ofnotifiable diseases in California in July 2011.

Added tothe list of notifiable diseases in California in July 2011.

Removed fronthe list of notifiable diseases in Califormialuly 2011.

Removed fronthe list of notifiable diseases in California in July 2011
Removed fronthe list of notifiable diseases in California in July 2011
Removed fronthe list of notifiable diseases in California in July 2011

Removed fromthe list of notifiable diseases in California in July 2011

Removed fronthe list of notifiable diseases in California in July 2011
Removed fronthe list of notifiable diseases in California in July 2011
Removed fronthe list of notifiable diseases alifornia in July 2011.
LyOf dzRSa {6AYYSNRa LGOK FyR 12
Includes revision to clinical signs and symptoms for infants

J Annual Report of Communicable Diseases in San Francisc, (d@huary 2018)
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Appendix: Definitions for Select Notifiable Diseases

Bacterial Meningitis

Cholera

Meningococcal Infection

Outbreaks

Salmonellosis

Streptococcal Infection

Typhoid Fever

Vibriosis

Viral Hemorrhagic Fever

Excludes meningitis caused bieisseria meningitidjsvhich is listed separately as Meningococcal
Infections.

Is caused byibrio choleraeserogroup O1 or 0139.

N. meningitidisnfection that resuls in meningitis, meningococcemia or other infections.

Foodborne outbreaks are defined by 4 or more illnesses with a common food exposure.  Other
outbreaks of any disease, including those not reportable per CCR Title 17, are defined by an
increase in cases above the expected number for a given time period. Additionally, cases may be
subjectively classified as an outbreak based on common exposures or other epidemiologic
information.

In 2011, CDCU changed the way outbreak information waedtand processed; therefore,

outbreak data from years before 2011 may not be comparable.

Includes the more than 2,500 recognized serotypeSaifnonellaspp., excluding.Typhi, which
causes typhoid fever.

Individual cases of streptococcal infection are reportable only if diagnosed in foodhandlers or
dairy workers.

Is caused by infection wit8.Typhi.

Is caused by othevibrio choleraserogroups (nofD1, norO139) and otheWibrio spp., including
V. parahaemolyticuandV. vulnificus

Includes hemorrhagic fevers caused by filoviruses (e.g., Ebola, Marburg), arenaviruses (e.g., Lassa
fever, Machupo), bunyaviruses (e.g., Crim&uongo), and flaviruses(e.g., Omsk). Yellow fever
and dengue are listed separately and not included in this category.
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