Yakima Health District
BULLETIN
Volume 16, Issue 2

July 2017

Local Resurgence of Pertussis Well Underway in Lower Yakima Valley
Requested Actions
• Anticipate an extended period of increased pertussis activity over the next 6-12 months.
• Remain vigilant for patients presenting with clinical syndromes suggestive of pertussis
Local
Resurgence of
(whooping cough).
Pertussis Well
1-3
• Test and then treat empirically in cases for whom you have a high clinical suspicion of
Underway in
pertussis. Do not wait for test results to treat suspected cases. Suspected cases should
Lower Yakima
remain isolated at home until a five-day course of azithromycin is completed.
•
Provide chemoprophylaxis to household contacts of cases and other close contacts who
Mumps
Reporting,
have risk factors for severe disease (e.g., infants, pregnant women). Do so regardless of
4
Diagnosis &
immunization status, symptom presentation, or test results.
Treatment
• Contact YHD Communicable Disease Control at (509) 249-6541 to report suspected
and confirmed cases.
CIDT-CultureIndependent
• Provide Tdap boosters to adolescents who have not had a booster since school entry. One
Diagnostic
5
dose of Tdap is recommended for those 11 years or older, with a preferred administration
Testing for
at 11 or 12 years of age.
Gastroenteritis
• Tdap is also recommended for pregnant women during each pregnancy, with a preferred
Flyers/Inserts:
administration during the early part of gestational weeks 27 through 36. Note: passive
Rabies
immunity obtained by infants through this approach has been associated with protection
Exposure,
6
against severe disease during infancy.
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Background
• Forty-nine probable-or-confirmed cases of pertussis have been reported in Yakima
County since mid-April 2017. This intensity of activity has not been seen locally since a
community-wide outbreak in 2012-2013 led to almost 500 cases—see figure.
• Most of the early cases have occurred among students of Granger and Sunnyside school
districts and their contacts, but more recent cases have also been reported throughout the
county (Table 1). Over 80% of cases reported to date have been in adolescents and
children (Table 2), and the vast majority have been up-to-date for pertussis
immunization.
• Community-wide pertussis outbreaks occur cyclically at roughly 3-5 year intervals as
sufficient numbers of susceptible individuals accumulate over time to permit sustained
transmission.
• Vaccination has greatly reduced but not eliminated pertussis incidence since the prevaccine era. Contributing factors in the persistence of pertussis include imperfect
efficacy (80-85%) and waning immunity over time following vaccination with acellular
preparations (DTaP, Tdap). These vaccine shortcomings were less pronounced during
the whole cell vaccine (DTP) era.
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TOTAL NUMBER OF CASES

Figure 1. Pertussis cases by year, Yakima County, 1997-2017

YEAR
*2017 data is from January 1, 2017 through June 30, 2017, (YHD: Orlantha Coleman, 2017), V16, Issue 2.

Table 1. Pertussis cases by city
Yakima County, 2017
City
Sunnyside
Granger
Yakima
Grandview
Mabton

Table 2. Pertussis cases by age
Yakima County, 2017

Cases
23
20
4
1
1

Age Group (years)
<1
1-4
5-9
10-14
15-19
>20

Table 3. Immunization status of probable and
confirmed pertussis cases
Yakima County, 2017
Status

Cases

Up-to-date for age

43

Not up-to-date

3

Unknown

3

2

Cases
1
4
11
9
17
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•

Pertussis is typically a non-febrile paroxysmal cough illness preceded by several days of upper respiratory
symptoms. Coughing spasms can be followed by vomiting. In younger children and infants, post-tussive
phenomena can also include inspiratory whoop, apnea, and cyanosis. Complications include otitis media,
pneumonia, subconjunctival hemorrhage, and rib fracture. Severely affected children, especially infants, can
develop respiratory distress and hypoxic encephalopathy. The illness may present only as a prolonged cough,
particularly in adolescents and adults who have been previously immunized. The coughing spasms can persist
for up to six weeks.

•

Testing is generally conducted by collecting a posterior nasopharyngeal swab and submitting it to a commercial
laboratory for pertussis PCR testing. DFA testing is of low sensitivity, is generally not available, and is not
recommended. Culture is more specific, but availability is limited and results can take up to seven days. If
submitting a culture specimen, please do so in addition to submitting a swab for PCR. Serology is not a
generally accepted method of making a pertussis diagnosis.

•

To collect a nasopharyngeal swab, start by instituting droplet precautions (don a mask and goggles or eye
shield). Then place a dacron or rayon swab on the floor of the patient’s nasal cavity, advance the tip to the
posterior nasopharynx, let it sit for 10 seconds, then rotate the swab, remove, and place in the specimen
container. For additional details, visit https://www.cdc.gov/pertussis/clinical/diagnostic-testing/index.html.

•

Treatment for either pertussis disease or exposure is the same. The preferred regimen is a five-day course of
azithromycin (Table 4).

Source: Centers for Disease Control and Prevention, https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5414a1.htm
For further information https://www.cdc.gov/pertussis/clinical/index.html
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Statewide Mumps Outbreak Continues to Wind Down
A statewide mumps outbreak has resulted in 876 cases since late autumn 2016, the highest statewide total in several
decades. The outbreak peaked in January-February 2017 and has predominantly affected King (308), Snohomish
(81), Pierce (60), Grant (45) and Spokane Counties (335)—see map. Overall, 15-of-39 Washington counties have
reported mumps cases in 2017, including five cases in Yakima County. Among the five Yakima County cases, the
first onset of illness was December 6, 2016, and the last onset June 10, 2017. Three of these five cases are
epidemiologically linked to one another. In addition to confirmed cases, YHD has investigated 34 additional
suspected cases that were ruled-out or were not confirmed.

Number of mumps investigations by county, Washington State, October 2016-May 2017

Mumps diagnosis is typically based on the presence of parotitis along with submission of buccal swab and urine
for viral isolation and PCR. Serum should also be submitted for IgM testing, although the sensitivity of IgM for
confirming mumps in previously vaccinated patients has limitations.
Source: Washington State Department of Health, http://www.doh.wa.gov/Portals/1/Documents/Pubs/420187WeeklyMumpsUpdate.pdf
For more information, visit https://www.cdc.gov/mumps/lab/index.html
To discuss a suspected case of mumps, please call YHD at 509 249-6541.
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Increased Use and Limitations of Culture-Independent Diagnostic Testing (CIDT) for
Gastroenteritis
Requested Action
Be aware of possible positive predictive value limitations with CIDT for enteric pathogens, particularly with
respect to positive results for Campylobacteria, and understand the public health value of conducting reflex culture
testing on stool specimens with positive CIDT results.
Background
The Centers for Disease Control and Prevention recently published findings from its foodborne disease surveillance
work in connection with the implementation of CIDT for common microbial causes of gastroenteritis. CIDT use
DNA-based methods for detection of organisms and immunoassays or DNA methods for detection of Shiga toxins.
Key findings suggested from the excerpted figure below include:
• A steady increase positive CIDT results were reported during 2013 through 2016.
• Campylobacter and Salmonella account for the preponderance of cases reported.
• Higher proportions of discordant CIDT-positive/culture-negative specimens are seen with Campylobacter,
Shigella, Vibrio, and Yersinia.
• CIDT-positive/culture-negative discordant results are less frequent with Salmonella and Shiga-toxin producing
E. coli (STEC).
CDIT appears to be increasing laboratory identification of causes of infectious gastroenteritis. While the increase
may be due to increased testing and/or higher sensitivity compared to traditional culture, the relatively high CIDTculture discordance rates suggest that false positive results may also be contributory. Another challenge posed by
increased use of CDIT is the lack of a culture isolate to submit for further testing of public health significance (e.g.,
DNA fingerprinting, pulse-field gel electrophoresis).
Laboratories detecting positive results with CIDT should generally use the remaining specimen to inoculate a
culture. Corresponding bacterial isolates (other than Campylobacter, Yersinia enterocolitica and Y.
pseudotuberculosis) should be forwarded to the Washington State Public Health Laboratory after contact is
established with YHD to report the case. If the residual specimen is insufficient or not available for this purpose,
please request submission of a second stool specimen, especially when Salmonella, Vibrio, Shigella, or STEC are
involved.
Number of infections with positive culture-independent results, by pathogen, year and culture status—
FoodNet, 10 US Sites, 2013-2016.

Source: MMWR 2017:66(15). https://www.cdc.gov/mmwr/volumes/66/wr/mm6615a1.htm?
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Rabies Exposure Evaluation and Management
Requested Actions
Include the following elements when evaluating a patient for possible rabies post-exposure prophylaxis (R-PEP):
• species of the animal involved,
• nature of the contact with the animal,
• whether the exposure was provoked or not,
• whether the animal is available for observation and testing, and
• the vaccination status of the animal---if known and applicable.
For specific algorithms and guidelines on R-PEP, see full-page insert and visit:
http://www.doh.wa.gov/Portals/1/Documents/5100/RabiesPEPGuidance.pdf
https://www.cdc.gov/rabies/medical_care/index.html
https://www.cdc.gov/mmwr/pdf/rr/rr5902.pdf
For consultation in a particular case of potential rabies exposure or to report a case of rabies post-exposure
prophylaxis, contact YHD at (509) 249-6541.
Background
Summer months often bring an increase in requests for consultation regarding animal bites and other potential
rabies exposures. Bats are the only known sylvatic reservoir of rabies in Washington State. Up to 10% of bats
tested in Washington State are positive for rabies. In the wild, <1% are estimated to be infected. While rabid
raccoons, skunks, foxes, or coyotes have not been identified recently in Washington, the virus can be transmitted
from bats to these mammals. During the last 25 years, four domestic animals in Washington have been diagnosed
with rabies. In 2015, a cat infected with a strain of bat virus was identified in Jefferson County. A cat in Walla
Walla County in 2002 and a llama in King County in 1994 also had bat rabies. In 1992, a horse in Benton County
died of an unidentified strain of rabies. The last suspected rabid dog was identified in Pierce County in 1987.
Vaccine can be obtained through your clinical pharmacy.
Rabies immune globulin (RIG) is available from the following sites in the Yakima area: Virginia Mason Memorial
Hospital (509-249-5227, Yakima Regional Medical Center (509)575-5014, and Toppenish Community Hospital
(509)865-1570.
For Additional Information: http://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/
NotifiableConditions/RabiesSuspectedHumanExposure
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Washington State Guidelines for Human Rabies Prevention
•
•

•
•

Rabies exposures include bites, scratches, fresh wounds, or mucous membranes contaminated with a mammal’s saliva or neural
tissue. Touching animal fur, blood, urine, or feces is not a rabies exposure. Non-mammals, e.g., birds and reptiles, do not get rabies.
Exposures to bats deserve special consideration.†
Rabies risk assessment should consider: (1) Animal species, health and behavior; (2) Geographic location of exposure; (3) Animal
vaccination status; (4) Provoked bite (e.g., entering an animal’s territory, helping an injured animal, trying to capture, coming
between animal and its young, taking animal’s food away, acting aggressively toward an animal, petting an unfamiliar animal) vs.
unprovoked bite; (5) Likelihood an animal was exposed to another rabid animal (e.g., a pet that is frequently exposed to bats).

Geographic location of exposure

Animal capture/testing recommendation

PEP recommendation

Yes

Capture & immediately test. For bites to head or
neck, from bat, or from rabid-acting animal, test
within 24 hours.

• If testing occurs within recommended time, wait for
results to determine need for PEP.
• If testing or results delayed, begin PEP but discontinue
if test is negative.

Call LHJ

Anywhere

Raccoon, skunk, fox, coyote,
hybrid (canine or feline), or
other wild carnivore

Area where rabies is endemic in
wild carnivores (not Washington)

Raccoon, skunk, fox, coyote,
hybrid (canine or feline), or
other wild carnivore

In Washington

Yes

Fully assess risk; testing generally performed.

Depends on risk. CDC considers wild carnivores potentially
rabid. As of 12/2010, no endemic rabies in wild carnivores
in Washington, but no routine surveillance (see back).

Normal-acting, healthy dog,
cat, or ferret (D/C/F).
Does not apply to hybrids.

Rabies-endemic area or animal
imported from Asia, Africa,
Middle East, South/Central
America within past 6 months

Yes

Confine/observe for
10 days. §

Consult LHJ about PEP. If PEP started, can be discontinued
if animal survives 10 day observation.

VERY LOW

7

LOW

HIGH

Any rabid-acting* mammal
or a bat†

UNKNOWN

Animal type

•

MEDIUM

Risk

•

All suspected human rabies exposures must be immediately
reported to the local health jurisdiction (LHJ) (WAC 246-101).
If giving post-exposure prophylaxis (PEP) to a patient, report
exposure to the LHJ.
Consultations & animal testing is available from the LHJ as
needed. If unable to reach LHJ, call Washington State
Department of Health (DOH) Communicable Disease
Epidemiology Section (1-877-539-4344 or 206-418-5500).

Normal-acting, healthy dog,
cat, or ferret (D/C/F).
Does not apply to hybrids.

In the
U.S.

Small rodent, opossum,
rabbit, squirrel, or livestock
(e.g., cattle, horse, sheep)

Anywhere

If rabies* signs
develop, call LHJ.
Immediately test.

Consult LHJ about starting PEP immediately. If test is
negative, discontinue PEP.

D/C/F exposed to bat/wild
carnivore OR unprovoked bite

Yes

Confine/observe for
10 days. §

Provoked bite, vaccinated
D/C/F AND animal has no bat/
wild carnivore exposure

No

Victim to confine/
observe for 10 days.§

If D/C/F alive & healthy after 10 days, PEP unnecessary.

No

No need to test unless rabid-acting* or unusual
circumstances. Livestock should be evaluated
by a veterinarian.

PEP not necessary unless extremely unusual
circumstances; consult LHJ in such cases.

* Rabid-acting: A set of neurologic signs (e.g., extreme aggression, excess salivation, unusual vocalizations, behavior change) best determined by a veterinarian.
† Bats: May assume exposure when a bat is found in a room with a person who cannot say that exposure did not occur (e.g., unattended infant or child, intoxicated adult, sleeping person). Bat bites may not leave visible marks.
§
Local county policy may differ as to whether observation should be done in home or with animal control. If D/C/F becomes ill or dies during observation, a veterinarian should be consulted to evaluate for rabies.
Washington State Department of Health

Additional references and resources available on back of page.

February 4, 2011
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Syphilis Testing in Pregnancy
Requested Actions
• Test all pregnant women for syphilis at the first prenatal visit or at the time pregnancy is confirmed.
• For pregnant women at high risk for syphilis (e.g., multiple current partners or a new partner, sex while under
the influence of alcohol or drugs, sex in exchange for money or drugs), repeat testing during the third trimester
(at approximately 28 weeks’ gestation) and at delivery.
• Make sure all mothers have been tested for syphilis at least once during pregnancy or at delivery before
discharging them from the hospital.
• Treat women infected with syphilis immediately according to CDC’s STD Treatment Guidelines (https://
www.cdc.gov/std/tg2015/syphilis.htm).
Report all cases of syphilis to YHD at (509) 249-6541.
Background
Perinatal providers statewide recently received a letter from State Health Officer, Kathy Lofy, MD, citing increased
reports of congenital syphilis and a thirty percent increase in infectious syphilis statewide from 2015 to 2016. As a
result of heterosexual transmission, five women delivered babies with congenital syphilis in 2016--the highest
number of babies detected with congenital syphilis in Washington State since 1992.
In recent years, Yakima County has had no congenital syphilis cases and has reported an average of about one
dozen primary-and-secondary (infectious) syphilis cases annually.
Syphilis cases by stage, Yakima County, 2013-2017
Stage
2017*
2016
Primary & Secondary
7
11
Early latent
2
19
Late latent
3
10
Congenital
Total

0
12

0
40

2015
7
5
11

2014
15
8
19

2013
15
13
12

0
23

0
42

0
40

Statewide, the epidemiology of syphilis is changing from primarily affecting men who have sex with men to
affecting more heterosexuals. The same is also true locally. Although local primary-and-secondary syphilis cases
continue to occur predominantly among men who have sex with men, in 2017, three-of-seven cases have been
female.

Erratum: Billing Code for Zika Testing in Pregnancy
A June 6, 2017, health care provider update requested that clinicians routinely use commercial laboratory
services for Zika virus testing rather than rely on the state’s public health laboratory. This request was forwarded
to clinicians by YHD on behalf the PHL; current demand for testing exceeds capacity and we need to limit PHL
requests to high priority specimens (e.g., infants and other suspected cases that cannot pay for commercial testing).
The article suggested ICD-10 and CPT codes related to Zika testing, one of which was in error and is revised here.
Diagnosis
Suspected Zika-like illness
Confirmed Zika infection
Exposed mother

ICD-10
A92.9
U06.9
Z20.8
Z20.828
P00.2

Exposed infant

For the full health care provider update, please visit: http://yakimacounty.us/DocumentCenter/Home/View/14624
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Clinician-Initiated Expedited Partner Therapy for Chlamydia & Gonorrhea Contacts
Over 1500 chlamydia cases and over 400 gonorrhea cases in Yakima County, far exceeding YHD’s capacity to
ensure that all recommended interventions for sexual partners are implemented. Although we still want all
reportable STDs to be brought to our attention via the usual case reporting mechanism, YHD relies on health care
providers to launch and complete partner services for chlamydia and gonorrhea infections at the time of
diagnosis-and-treatment and without subsequent involvement of YHD. Recent (past 60 days) sexual partners
of chlamydia and gonorrhea cases can be treated through participating expedited partner therapy (EPT) pharmacies.
EPT involves calling in or faxing a prescription for chemoprophylaxis in the name of the partner to a participating
pharmacy.
YHD’s focus of limited resources for STD control include:
• Syphilis cases and their contacts
• Newly reported HIV infections and their contacts
• Pregnant women with untreated chlamydia or gonorrhea
• Other untreated cases of chlamydia or gonorrhea
• Men who have sex with men or HIV-infected individuals with bacterial STD
• Repeated bacterial STD in the prior 12 months
Case Reporting
• Fax completed case report form (page 1 only) to YHD at (509)249-6628.
• Page 3 of the STD case report form includes on a template EPT prescription for submission to participating
pharmacies.
• Please call (509) 249-6541 as needed to report or discuss a case.
Resources: STD case report forms for submission to YHD can be downloaded at, http://www.doh.wa.gov/
Portals/1/Documents/Pubs/347-102-YakimaCsRpt.pdf
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Total Cases
Notifiable Condition

Jan-May

Jan-May

Jan-May

By Year

By Year

Campylobacteriosis
Chlamydia
Cryptosporidiosis
Genital Herpes - Initial
Giardiasis
Gonorrhea
Hepatitis A acute
Hepatitis B acute
Hepatitis B chronic
Hepatitis C acute
Hepatitis C chronic
HIV/AIDS Cumulative Living
HIV/AIDS Deaths
HIV/AIDS New
Meningococcal Disease
Pertussis
Salmonellosis
Shigellosis
STEC (enterohemorrhagic E. coli)

2017
38
687
2
32
6
155
0
0
0
0
1
214
0
10
0
35
17
2
4

2016
36
675
1
34
12
190
0
0
3
2
117
199
1
5
0
4
8
1
10

2015
57
661
3
54
7
147
0
0
8
0
94
194
1
0
0
8
14
1
8

2016
143
1594
3
68
27
444
0
2
7
4
237
204
3
13
0
4
29
19
24

2015
153
1597
7
111
25
376
0
0
18
1
223
197
3
5
0
11
49
2
20

Syphilis - Primary and Secondary
Tuberculosis

5
7

8
2

3
7

11
7

7
12

(includes confirmed and probable cases)
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