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Title: Addition of Healthcare-Associated Legionellosis to the Legionella Standardized Case Definition and a Revision of Travel-Associated Legionellosis Case Definition: An Update to 2009-ID-45

I. Statement of the Problem

Position statement 09-ID-45 described legionellosis (Legionnaires’ disease and Pontiac fever) as a nationally notifiable disease. Cases and outbreaks in healthcare settings may lead to investigation and preventive intervention. Thus, there is a need for a standardized definition to support identification and reporting of healthcare-associated legionellosis. The definition of travel-associated legionellosis[endnoteRef:1] also needs to be clarified for consistency.  [1:  Council of State and Territorial Epidemiologists (CSTE). Strengthening Surveillance for Travel-Associated Legionellosis and Case Definitions for Legionellosis. CSTE position statement 05-ID-01. Atlanta: CSTE; June 2005. Available from: http://www.cste.org] 


II. Background and Justification
[bookmark: _Ref414556061]Legionellosis is caused by various species of Legionella bacteria, and has two distinct clinical forms: Legionnaires’ disease, which is characterized by fever, myalgia, cough, and clinical or radiographic pneumonia; and Pontiac fever, a milder illness without pneumonia. The incubation period for Legionnaires’ disease is two to ten days, most often five to six days, and the incubation period for Pontiac fever is five to 72 hours but most often 24 to 48 hours.[endnoteRef:2] Legionnaires’ disease is a common cause of severe pneumonia; an estimated 8,000-18,000 people are hospitalized with Legionnaires’ disease each year in the U.S.[endnoteRef:3] The majority of reported cases are sporadic. Outbreaks can occur in many settings, but are most frequently reported in association with travel and healthcare exposure.[endnoteRef:4]  [2:  Heymann DL. Legionellosis. In: Heymann DL, editor. Control of Communicable Diseases Manual,19th edition. American Public Health Association; 2008.]  [3:  Centers for Disease Control and Prevention [Internet]. Legionella (Legionnaires’ Disease and Pontiac Fever). Atlanta: CDC; March 2015. Available from: http://www.cdc.gov/legionella/fastfacts.html Last updated:  2013 Feb 5. Accessed: 2015 Mar 12.]  [4:  Council of State and Territorial Epidemiologists (CSTE). Public Health Reporting and National Notification for Legionellosis. CSTE position statement 09-ID-45. Atlanta: CSTE; June 2009. Available from: http://www.cste.org ] 


Legionellae can be found in natural, freshwater environments, but generally they are present in insufficient numbers to cause disease. Potable (drinking) water systems, whirlpool spas, and cooling towers are examples of water sources that can promote Legionella transmission via water aerosolization, and are, therefore, common sources of outbreaks. Detection of urinary antigen and culture of respiratory secretions on selective media are the preferred diagnostic tests for Legionnaires’ disease.iii

Surveillance in Los Angeles County has shown an increase in healthcare-associated Legionnaires’ disease cases over the past ten years. After a review of the guidance from CDC and other professional organizations, and discussion with colleagues in other health departments and at CDC, the following issues have become evident with regard to healthcare-associated Legionnaires’ disease and Pontiac fever, and travel-associated legionellosis: 
1. No standard approach exists for classifying cases and collecting and managing data for healthcare-associated cases of Legionnaires’ disease and Pontiac fever.
2. No standard timeframe exists for reporting healthcare-associated cases of Legionnaires’ disease and Pontiac fever to health departments or CDC. 
3. A lack of guidance exists for state health departments regarding review of cases to identify potential health-care associated clusters or outbreaks of Legionnaires’ disease. 
4. Only about half of states currently report healthcare-associated legionellosis variables to CDC on the January 2014 Case Report Form.[endnoteRef:5] The variables included in reports vary, as does the format of the data and mode of delivery. These inconsistencies suggest states may not be data on healthcare-associated legionellosis or are collecting different data.  [5:  Centers for Disease Control and Prevention, National Center for Immunization and Respiratory Diseases. Legionellosis Case Report Form. Atlanta: CDC; 2014 Jan. Available from: http://www.cdc.gov/legionella/downloads/case-report-form.pdf . ] 


III. Statement of the desired action(s) to be taken 

CDC has adopted a standardized reporting definition for legionellosis to facilitate more timely, complete, and standardized local and national reporting of this condition.iii  The current case definition for all cases of legionellosis (i.e., travel-associated and not travel-associated) from the 2009 CSTE position statement is as follows: 
Clinical description
Legionellosis is associated with two clinically and epidemiologically distinct illnesses: Legionnnaires’ disease, which is characterized by fever, myalgia, cough, and clinical or radiographic pneumonia; and Pontiac fever, a milder illness without pneumonia. 

Laboratory criteria for diagnosis:

Confirmed:
· By culture: isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid. 
· By detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents. 
· By seroconversion: fourfold or greater rise in specific serum antibody titer to Legionella pneumophila serogroup 1 using validated reagents. 

Suspect:
· By seroconversion: fourfold or greater rise in antibody titer to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6). 
· By seroconversion: fourfold or greater rise in antibody titer to multiple species of Legionella using pooled antigen and validated reagents. 
· By the detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA) staining.
· By the detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by immunohistochemistry (IHC)
· By detection of Legionella species by a validated nucleic acid assay. 


Case classification
	
Confirmed: a clinically compatible case that meets at least one of the confirmatory laboratory criteria.


Suspect: a clinically compatible case that meets at least one of the presumptive (suspect) laboratory criteria. 

	
CSTE requests that CDC differentiate and adopt the proposed standardized reporting definition for healthcare-associated Legionnaires’ disease and Pontiac fever as an update to the original position statement (09-ID-45) titled, “Public Health Reporting and National Notification of Legionellosis.” CSTE requests the following be used to define definite and possible healthcare-associated Legionnaires’ diseaseiv. Examples of healthcare facilities include acute care facilities, long term acute care facilities, and skilled nursing facilities. These definitions apply to both confirmed and suspected cases (as defined in 09-ID-45) and to cases with multiple facility stays: 

Definite healthcare-associated Legionnaires’ disease: A case with > 10 days of continuous inpatient stay at a healthcare facility before onset of symptoms.2  


Possible healthcare-associated Legionnaires’ disease: a case with overnight exposure at one or more healthcare facilities between two to ten days before onset of symptoms.2 



CSTE requests that CDC update the travel-associated legionellosis case definition to be consistent with the healthcare-associated Legionnaires’ disease definition proposed (above). The following revision is requested:

[bookmark: _Ref414548080]Travel-associated legionellosis: a case with a history of spending at least one night away from home, either in the same country of residence or abroad, in the two to ten days before onset of illness.[footnoteRef:2]  [2:  For Legionnaires’ disease cases only. For Pontiac fever, case has a history of spending at least one night away from home in the 0-3 days before onset of illness. ] 

	 
		 
These definitions apply only to Legionnaires’ disease, not Pontiac fever, because of the difference in incubation period between the two conditions. With an incubation period of 0 to 3 days, a case of definite healthcare of travel-associated Pontiac fever would be defined by spending ≥ 3 days at a healthcare facility or away from home, respectively, before onset of symptoms. Possible healthcare or travel-associated cases would be defined by spending one or two more nights within 3 days before symptoms onset at a healthcare facility or away from home, respectively. 


Authors select the desired action(s) to be taken from numbers 1-4 below. If adding additional desired action(s) to be taken, each action should be explicitly measurable and as specific and objective as possible to help the CSTE National Office track position statement implementation.  Please provide a separate bullet for each additional desired action.

[bookmark: Check5]|X|1. Utilize standard sources (e.g. reporting*) for case ascertainment for [legionellosis]. Surveillance for [healthcare-associated Legionnaires’ disease and Pontiac fever and travel-associated legionellosis] should use the following recommended sources of data to the extent of coverage presented in Table III.

Table III. Recommended sources of data and extent of coverage for ascertainment of cases of [Healthcare-associatedLegionnaires’ disease and Pontiac fever and travel-associated legionellosis]. [Check all that apply.] 
	Source of data for case ascertainment
	Coverage

	
	Population-wide
	Sentinel sites

	Clinician reporting
	X
	

	Laboratory reporting
	X
	

	Reporting by other entities (e.g., hospitals, veterinarians, pharmacies, poison centers)
	X
	

	Death certificates
	X
	

	Hospital discharge or outpatient records
	X
	

	Extracts from electronic medical records
	X
	

	Telephone survey
	
	

	School-based survey
	
	

	Other _________________________
	
	

	2015 Template


[bookmark: Check6]|X|2. Utilize standardized criteria for case identification and classification (Sections VI and VII) for [healthcare-associated Legionnaires’ disease and Pontiac fever and travel-associated legionellosis] but do not add [healthcare-associated Legionnaires’ disease and Pontiac fever and travel-associated legionellosis] to the Nationally Notifiable Condition List. If requested by CDC, jurisdictions (e.g. States and Territories) conducting surveillance according to these methods may submit case information to CDC.

[bookmark: Check7]|_|3. Utilize standardized criteria for case identification and classification (Sections VI and VII) for [disease/ condition] and add [disease/ condition] to the Nationally Notifiable Condition List. [Select timeframe below for submission of CDC notification. Specify subsets of cases if applicable (e.g. suspected intentional release, clusters or outbreaks).]
[bookmark: Check8]|_|3a. Immediately notifiable, extremely urgent (within 4 hours)
[bookmark: Check9]|_|3b. Immediately notifiable, urgent (within 24 hours)
[bookmark: Check10]|_|3c. Routinely notifiable

CSTE recommends that all States and Territories enact laws (statue or rule/regulation as appropriate) to make this disease or condition reportable in their jurisdiction. Jurisdictions (e.g. States and Territories) conducting surveillance (according to these methods) should submit case notifications** to CDC.

[bookmark: Check11]|_|4. CDC should publish data on [healthcare-associated Legionnaires’ disease and Pontiac fever] as appropriate in MMWR and other venues (see Section IX).

CSTE recommends that all jurisdictions (e.g. States or Territories) with legal authority to conduct public health surveillance follow the recommended methods as outlined above.

|X|5. CDC will assist with detecting healthcare associated clusters and will continue to assist with travel-associated clusters. CDC will develop a surveillance report summarizing the healthcare-associated cases (definite and possible by the healthcare-associated variables included in the case report form, as well as by the region and state (as designated in the MMWR Summary of Notifiable Diseases Tables). 

[image: ]

If necessary, describe the desired action(s) to be taken or add additional desired action(s) to be taken. Please be as specific, measurable, and objective as possible. 
[bookmark: Text4]     

IV. Goals of Surveillance
Surveillance would provide information on the temporal, geographic, and demographic occurrence of legionellosis, healthcare-associated Legionnaires’ disease to facilitate its prevention and control. Further, surveillance of legionellosis: healthcare-associated Legionnaires’ disease and Pontiac fever and travel-associated legionellosis would allow for monitoring and describing the incidence and trends of various types of legionellosis cases associated with certain exposures. It would allow for rapid identification of clusters that occur as a result of healthcare or travel exposure and earlier opportunities for control and prevention in the respective settings.

V. Methods for Surveillance: Surveillance for [Legionellosis, Healthcare-Associated Legionnaires’ disease and Pontiac fever and Travel-Associated Legionellosis] should use the recommended sources of data and the extent of coverage listed in Table III.
Describe the sources of data for case ascertainment listed above in Table III, as needed. For each data source, consider including the following types of information if it is known: sensitivity/completeness (provide empirical estimates of undercount, if available), PPV (provide empirical estimates of false positives, if available), timeliness, inclusion of unique cases (not found in other data sources), and information value (inclusion of facts about the route of exposure or other contributing factors which are less reliable in other case-ascertainment sources). If case-finding is based on utilizing multiple data sources, describe the trade-offs between them. Distinguish between reporting from sentinel sites and population-wide case identification, as appropriate.

Surveillance for legionellosis, healthcare-associated Legionnaires’ disease and Pontiac fever, and travel-associated legionellosis should use the sources of data and the extent of coverage listed in Table III above. A standard surveillance system for tracking healthcare and travel-associated cases of legionellosis should be developed to include guidance for the collection, management, report, and notification of healthcare-associated and travel-associated cases and respective data to the appropriate public health entities. Additionally, the system should include guidance on the review of reported cases to identify healthcare-associated and travel-associated clusters or outbreaks. The following surveillance methodology is proposed: 
1. Local and state health departments should continue to follow current reporting requirements, including timelines, for suspect or confirmed cases of community-acquired and travel-associated legionellosis (all cases except for definite or possible healthcare-associated cases). 
2. Establish a timeline for reporting all confirmed or suspect cases of legionellosis including definite or possible healthcare-associated and community and travel-associated cases to health departments and CDC. 
a. Within 7 days of notification of a legionellosis case, the investigating health department will ascertain whether the case spent at least one night away from home or had overnight exposure at a healthcare facility between two to ten days before onset of symptoms. 
b. If history of travel is present in the ten days before onset of illness, the state health department will, within 7 days of the initial notification, report travel destination (city and state or country) and dates of travel to CDC and to the state of travel.
c. If healthcare-associated overnight stay exposure is present in the two to ten days before onset of illness, the state health department will, within 30 days of initial notification, report healthcare facility to CDC
d. If there is no history of travel or healthcare-associated overnight stay exposure in the two to ten days before onset of illness, the state health department will complete the legionellosis case report and send to CDC within 30 days of notification 
e. If there are epidemiologically linked travel-associated or healthcare-associated legionellosis cases, CDC will notify within one day and work with state health departments to investigate further. 
3. At a minimum, local and state health departments should collect and maintain all data included on the Legionellosis Case Report Form (Disease Caused by Any Legionella Species), January 2014 for healthcare-associated cases of legionellosis. Epi Info™ packages could be made available for health departments without a current tracking system in place. 
4. State health department should maintain these data in a data management system that allows for a review of cases at least monthly to identify two or more possible or definite healthcare-associated cases exposed to a common facility within six months of one another. 
5. State health departments should report the case report form data for all confirmed and suspect, definite or possible healthcare-associated cases to CDC in the timeline identified above (See Number 2). 
6. CDC will maintain a data management system that allows for review of healthcare-associated cases to assist in identifying cross-jurisdictional clusters. 


VI. Criteria for case identification 
If the method for surveillance described in the previous section includes case identification by reports of individual cases from traditional partners (e.g., clinicians, labs, hospitals) to governmental public health agencies, then describe the reporting criteria which trigger the case reports. If case-finding is based on secondary analysis of administrative or clinical data (such as vital records, hospital or EMS databases), describe the method used to identify cases separately for each data source. This section should provide suggested criteria to be applied by health care providers (i.e., based on clinical judgment and clinical diagnosis) and laboratory staff. 

Reporting refers to the process of healthcare providers or institutions (e.g., clinicians, clinical laboratories, hospitals) submitting basic information to governmental public health agencies about cases of illness that meet certain reporting requirements or criteria. Cases of illness may also be ascertained by the secondary analysis of administrative health data or clinical data. The purpose of this section is to provide those criteria that should help to determine whether a specific illness should be reported.  

A. Narrative: A description of suggested criteria for case ascertainment of legionellosis, health-care associated Legionnaires’ disease, healthcare-associated Legionnaires’ disease multiple facilities, and travel-associated legionellosis.
In this subsection, when case-finding is based on reporting, use narrative text to allow the criteria for reporting to be clearly understood by health care providers and institutional staff who bear responsibility for submitting case reports. As appropriate, describe in three separate labeled parts: 
· Clinical presentation criteria
· Laboratory criteria for diagnosis
· Criteria for epidemiologic linkage
The suggested criteria for reporting should include specification of whether reporting is to be all-inclusive, or limited to reporting only when the condition is work-related; likewise, include specification of whether condition reporting is to be on-going and routine, or limited to reporting only when there are multiple cases indicative of an outbreak. If the method for surveillance includes case identification by reports of individual cases to public health agencies, then specify the suggested reporting timeframe: immediate reporting of cases versus standard reporting of cases; specify if a subset of cases of the condition are handled differently (see CSTE List of Nationally Notifiable Conditions for examples of immediate and standard categories in disease/condition subtypes www.cste.org/resource/resmgr/PDFs/CSTENotifiableConditionListA.pdf ). 
When case-finding is based on secondary analysis of administrative or clinical data, use narrative text to allow the criteria for case-finding to be clearly understood by the data analysts. Examples are: “A person whose healthcare record contains a diagnosis of [[condition]]” or “A person whose death certificate lists [[condition]] as a cause of death or a significant condition contributing to death.” 

Report to public health authorities any illness presenting with fever, myalgia, cough, or pneumonia that meets any of the following laboratory criteria:
· Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
· Detection of Legionella pneumophila serogroup 1 antigen in urine
· Fourfold or greater rise in specific serum antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1
· Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6) 
· Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
· Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
· Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by immunohistochemistry (IHC)
· Detection of Legionella species by a validated nucleic acid assay


Report any person whose healthcare record contains a diagnosis of legionellosis. 

Report any person whose death certificate lists legionellosis as a cause of death or a significant condition contributing to death. 


Other recommended reporting procedures
· All cases of legionellosis should be reported
· Reporting should be on-going and routine
· Frequency of reporting should follow the state health department’s routine schedule 



B. Table of criteria to determine whether a case should be reported to public health authorities In this subsection, use tables to indicate the suggested criteria appropriate to guide development of computerized algorithms for electronic case-reporting processes. Criteria listed in tables should match the criteria described in the narrative above. Recommended format for Table VI-B is provided below. 
Where case-finding is based on secondary analysis of administrative or clinical data, use a separate column for each specified data source. 


	Criterion
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype

	Criterion
	Legionellosis 
	Healthcare-associated Legionnaires’ disease
	Healthcare-associated Legionnaires’ disease, multiple facilities
	Travel-associated legionellosis

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	O
	O

	Myalgia
	O
	O
	O
	O

	Cough
	O
	O
	O
	O

	Pneumonia2
	O
	O
	O
	O

	Healthcare record contains a diagnosis of legionellosis 
	S
	S
	S
	S

	Death certificate lists legionellosis as a cause of death or a significant condition contributing to death
	S
	S
	S
	S

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	O
	O
	O
	O

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	O
	O
	O

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	O
	O
	O

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	O
	O
	O

	Detection of Legionella species by a validated nucleic acid assay
	O
	O
	O
	O

	Epidemiologic evidence
	
	
	
	

	Case with > 10 days of  continuous inpatient stay at a healthcare facility before onset of symptoms 
	
	O
	
	

	Case with overnight exposure at one or more healthcare facilities between two and ten days before onset of symptoms 
	
	O
	N
	

	History of spending at least one night away from home, either in the same country of residence or abroad, in two to ten days before onset of illness
	
	
	
	N




C. Disease-specific data elements
Disease-specific data elements are expected to be included in all reports of individual cases to governmental public health agencies for all reportable conditions, regardless of whether the report is submitted by telephone, by use of a standard paper-based form, or electronically. Disease-specific data elements are in addition to the common data elements that are to be reported for all individual case reports (see CSTE position statement 09-SI-01 “Common Core Data Elements for Case Reporting and Laboratory Result Reporting” www.cste.org/resource/resmgr/PS/09-SI-01.pdf). Public health authorities do not expect that an initial report will contain all the information necessary for case investigation and case classification. For many conditions, the process of case investigation requires obtaining further case information from a health care provider or directly from the affected person. Disease-specific data elements that are included when case information is sent from health agencies to CDC (“notification”) generally differ from that obtained in the initial report. The focus here is on the disease-specific data elements to be included in the initial report. In this subsection, list these disease-specific data elements. (Do not list the common data elements, which are expected to be included for all conditions in all reports of individual cases.) 
Where case finding is based on secondary analysis of administrative data, include list of data elements expected to be extracted from source data repositories for each record. 

	Group
	Element

	Source of exposure within the two weeks before onset of illness, did the patient: 
· Travel or stay overnight somewhere other than usual residence
· If  yes, location and dates of travel
· Visit a hospital as an outpatient
· Work in a hospital
· Within the two weeks before onset of illness, was the patient exposed to a healthcare setting?
· Was this patient an inpatient in one or more healthcare facilities 
·  If yes, location and dates of inpatient stay

	Illness
	· Was patient hospitalized for Legionellosis?
· Hospital name 
· Hospital address
· Outcome
· Survived
· Died
· Unknown




VII. Case Definition for Case Classification

A. Narrative: Description of criteria to determine how a case should be classified.
Describe the criteria to be used in the case definition in the separately labeled sections below. Stratify as appropriate, providing criteria for: complete clinical presentation vs. a “clinically compatible” case; laboratory confirmed vs. supportive laboratory results; epidemiologic linkage to a laboratory-confirmed case vs. epidemiologic linkage to any other case.

Clinical Criteria
Legionellosis is associated with two clinically and epidemiologically distinct illnesses: Legionnaires’ disease, which is characterized by fever, myalgia, cough, and clinical or radiographic pneumonia; and Pontiac fever, a milder illness without pneumonia. 

Laboratory Criteria

Laboratory criteria for diagnosis: 
Suspect:
· By seroconversion: fourfold or greater rise in antibody titer to specific species or serogroups of Legionella other than L. pneumophila serogroup (e.g., L. micdadei, L. pneumophila serogroup 6). 
· By seroconversion: fourfold or greater rise in antibody titer to multiple species of Legionella using pooled antigen and validated reagents. 
· By the detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA) staining
· By the detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by immunochemistry (IHC) 
· By detection of Legionella species by a validated nucleic acid assay. 

Epidemiologic Linkage
Case classification:

Suspect: a clinically compatible case that meets at least one of the presumptive (suspect) laboratory criteria

Travel-associated legionellosis: a case with a history of spending at least one night away from home, either in the same country of residence or abroad, in the two to ten days before onset of illness.2 

Definite healthcare-associated Legionnaires’ disease: A case with > 10 days of continuous inpatient stay at a healthcare facility before onset of symptoms.2  


Possible healthcare-associated Legionnaires’ disease: a case with overnight exposure at one or more healthcare facilities between two to ten days before onset of symptoms.2 

Confirmed: a clinically compatible case that meets at least one of the confirmatory laboratory criteria
Travel-associated legionellosis: a case with a history of spending at least one night away from home, either in the same country of residence or abroad, in the two to ten days before onset of illness.2 

Definite healthcare-associated Legionnaires’ disease: A case with > 10 days of continuous inpatient stay at a healthcare facility before onset of symptoms.2  


Possible healthcare-associated Legionnaires’ disease: a case with overnight exposure at one or more healthcare facilities between two to ten days before onset of symptoms.2 



Criteria to distinguish a new case of this disease or condition from reports or notifications which should not be enumerated as a new case for surveillance Consider defining and developing criteria (such as time between individual reports) to distinguish a new case from duplicates, recurrence, persistent state, carrier state, acute versus chronic state, recrudescence, and relapse.  (See the Appendix for examples of the types of information which could be used for criteria.)
     

Optional criteria to include only if needed:
· Exposure
· Endemicity
· Comments

B. Classification Tables
As appropriate, list criteria for: 
· Suspected Cases: cases where clinical features were compatible with the diagnosis, but either further investigation is required or investigation of the case did not provide supporting evidence for the diagnosis
· Probable Cases: cases where alternative etiologies were investigated and excluded, and/or where substantial supportive information for the diagnosis was found 
· Confirmed Cases: cases with the highest level of certainty.
Include Table VII-B in main body of position statement section VII, subsection B. Criteria listed in tables should match the criteria described in the narrative above. Recommended format for Table VII-B is provided below. Where appropriate, such as where case finding may be based on both reporting and secondary analysis of administrative data, list case classifications separately for each data source specified for case identification. 
	Criterion
	Suspected 
	Confirmed
	
	

	Legionellosis
	
	
	
	

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	
	

	Myalgia
	O
	O
	
	

	Cough
	O
	O
	
	

	Pneumonia2
	O
	O
	
	

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	
	

	Criterion
	Suspected 
	Confirmed
	
	

	Travel-associated Legionellosis[footnoteRef:3] [3:  Pontiac fever is clinically characterized by a fever and a milder illness without pneumonia] 

	
	
	
	

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	
	

	Myalgia
	O
	O
	
	

	Cough
	O
	O
	
	

	Pneumonia
	O
	O
	
	

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	

	Fourfold or greater rise in specific serum antibody titer to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	
	

	Fourfold or greater rise in antibody titer to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	
	

	Epidemiologic evidence
	
	
	
	

	History of spending at least one night away from home, either in the same country of residence or abroad, in the two to ten days before onset of illness
	N
	N
	
	

	Criterion
	Suspected 
	Confirmed
	Suspected
	Confirmed

	Healthcare Associated Legionnaires’ Disease
	Definite healthcare-associated (1)
	Definite healthcare-associated (2)
	Possible healthcare-associated (3)
	Possible healthcare-associated (4)

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	O
	O

	Myalgia
	O
	O
	O
	O

	Cough
	O
	O
	O
	O

	Pneumonia2
	O
	O
	O
	O

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	O

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	O
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	O
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	O
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	O
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	O
	

	Epidemiologic evidence
	
	
	
	

	Case with > 10 days of  continuous inpatient stay at a healthcare facility before onset of symptoms 
	N(1)
	N(2)
	
	

	Case with overnight exposure at one or more healthcare facilities between two and ten days before onset of symptoms 
	
	
	N(3)
	N(4)




VIII. Period of Surveillance
Indicate whether surveillance is expected to be on-going or limited to a specific time period.  
Surveillance should be on-going and routine. 

IX. Data sharing/release and print criteria
As appropriate, describe: 
· Expectations for sharing of case data (dataflow/notification from state/territorial health agency to CDC) and limitations on data sharing (e.g., states and territories will send CDC data for selected cases based on case classification; states and territories will send core/generic data or supplemental/extended data) 
· Limitations on data re-release by CDC (e.g., only fully de-identified case data will be released by CDC to the general public, other releases by CDC require signed data sharing agreements using a format pre-approved by the state/territorial health agency) [refer to CDC-CSTE Intergovernmental Data Release Guidelines Working Group (DRGWG) Report: CDC-ATSDR Data Release Guidelines and Procedures for Re-release of State-Provided Data (available at http://www.cste2.org/webpdfs/drgwgreport.pdf ) as necessary]
· Restrictions on the printing of counts of case data (e.g., CDC publication criteria will exclude selected cases from final printed counts based on case classification; provisional case report data will not be used by CDC until verification procedures are complete). 
     

X. References
Where appropriate, include references to prior CSTE position statements. 
i Council of State and Territorial Epidemiologists (CSTE). Strengthening Surveillance for Travel-Associated Legionellosis and Case Definitions for Legionellosis. CSTE position statement 05-ID-01. Atlanta: CSTE; June 2005. Available from: http://www.cste.org
ii Heymann DL. Legionellosis. In: Heymann DL, editor. Control of Communicable Diseases Manual,19th edition. American Public Health Association; 2008.
iii Centers for Disease Control and Prevention [Internet]. Legionella (Legionnaires’ Disease and Pontiac Fever). Atlanta: CDC; March 2015. Available from: http://www.cdc.gov/legionella/fastfacts.html Last updated:  2013 Feb 5. Accessed: 2015 Mar 12.
iv Council of State and Territorial Epidemiologists (CSTE). Public Health Reporting and National Notification for Legionellosis. CSTE position statement 09-ID-45. Atlanta: CSTE; June 2009. Available from: http://www.cste.org 
v Centers for Disease Control and Prevention, National Center for Immunization and Respiratory Diseases. Legionellosis Case Report Form. Atlanta: CDC; 2014 Jan. Available from: http://www.cdc.gov/legionella/downloads/case-report-form.pdf .

XI. Coordination

Agencies for Response (List only one name per agency, preferably an individual in a senior management position; complete contact information must be provided for acceptance to review.)

[bookmark: Text16](1)	Centers for Disease Control and Prevention (CDC)
	Agency
				
[bookmark: Text14]	Thomas Frieden, MD, MPH					
Contact Full Name				
	
[bookmark: Text15]Director					
Title

[bookmark: Text17]	1600 Clifton Road, NE
	Address Line 1

	     
	Address Line 2

[bookmark: Text19]	Atlanta, GA 30333
	City, State and Zip

[bookmark: Text20]	404-639-7000						
	Telephone Number				

[bookmark: Text21]txf2@cdc.gov CC: Rima Khabbaz, rfk1@cdc.gov
Email Address

(2)	Society for Healthcare Epidemiology of America (SHEA)
	Agency
				
	Eve Humphreys, MBA, CAE					
Contact Full Name				
	
Executive Director					
Title

	1300 Wilson Boulevard, Suite 300
	Address Line 1

	     
	Address Line 2

	Arlington, VA 22209
	City, State and Zip

	703-684-1006						
	Telephone Number				

ehumphreys@shea-online.org
Email Address


(3)	Association for Professionals in Infection Control and Epidemiology
	Agency
				
	Katrina Crist, MBA					
Contact Full Name				
	
Chief Executive Officer					
Title

	1275 K St. NW, Suite 1000
	Address Line 1

[bookmark: Text18]	Washington, DC 20005-4006
	Address Line 2

	     
	City, State and Zip

	202-789-1890						
	Telephone Number				

kcrist@apic.org
Email Address

*For additional Agencies for Response, please provide a separate attachment with complete contact information.


Agencies for Information: (Complete contact information must be provided for acceptance to review.)

(1) 	Centers for Disease Control and Prevention (CDC)
	Agency
				
	Thomas Frieden, MD, MPH					
Contact Full Name				
	
Director					
Title

	1600 Clifton Road, NE
	Address Line 1

	     
	Address Line 2

	Atlanta, GA 30333
	City, State and Zip

	404-639-7000						
	Telephone Number				

txf2@cdc.gov; CC: Rima Khabbaz, rfk1@cdc.gov; CC: Laurel Garrison, lee5@cdc.gov
Email Address


(2)	Council of State and Territorial Epidemiologists (CSTE)
	Agency
				
	Meredith Lichtenstein, MPH					
Contact Full Name				
	
Senior Research Analyst, Surveillance/ Informatics					
Title

	2872 Woodcock Boulevard, Suite 250
	Address Line 1

	     
	Address Line 2

	Atlanta, GA 30341
	City, State and Zip

	770-458-3811						
	Telephone Number				

MLichtenstein@cste.org
Email Address



(3)	Association for Professionals in Infection Control and Epidemiology (APIC)
	Agency
				
	Katrina Crist, MBA					
Contact Full Name				
	
Chief Executive Officer					
Title

	1275 K St. NW, Suite 1000
	Address Line 1

	     
	Address Line 2

	Washington, DC 20005-4006
	City, State and Zip

	202-789-1890						
	Telephone Number				

kcrist@apic.org
Email Address

*For additional Agencies for Information, please provide a separate attachment with complete contact information.





XII. Submitting Author: (Must be an Active CSTE Member and complete contact information provided for acceptance to review.)

(1)	Dawn Terashita, MD, MPH					
	Contact Full Name	
			
Chief, Healthcare Outreach Unit
Title

	Los Angeles County Department of Public Health, Acute Communicable Disease Control Program
	Agency

	313 North Figueroa Street, Room 212
	Address Line 1

	     
	Address Line 2

	Los Angeles, CA 90012
	City, State and Zip

	213-240-7941					
	Telephone Number	

dterashita@ph.lacounty.gov				
Email Address


Co-Author: (Complete contact information must be provided for acceptance to review.)

[bookmark: Check1][bookmark: Check2](1)	|X|Active Member	|_|Associate Member

Jessica L. Silvaggio, MPH					
	Contact Full Name	
			
CDC/ CSTE Applied Epidemiology Fellow
Title

	Los Angeles County Department of Public Health, Acute Communicable Disease Control Program
	Agency

	313 North Figueroa Street, Room 212
	Address Line 1

	     
	Address Line 2

	Los Angeles, CA 90012
	City, State and Zip

	213-240-7941					
	Telephone Number	

jsilvaggio@ph.lacounty.gov				
Email Address






[bookmark: Check3][bookmark: Check4](2)	|X|Active Member	|_|Associate Member

Jon Rosenberg, MD					
	Contact Full Name	
			
Public Health Medical Officer (Retired Annuitant)
Title

	Healthcare-Associated Infections Program, Center for Health Care Quality, California Department of Public Health
	Agency

	850 Marina Bay Parkway
	Address Line 1

	     
	Address Line 2

	Richmond, CA 94804-6403
	City, State and Zip

	510-599-2850					
	Telephone Number	

Jon.Rosenberg@cdph.ca.gov				
Email Address

*For additional Authors, please provide a separate attachment with complete contact information.


Table VI-B. Table of criteria to determine whether a case should be reported to public health authorities. 



	Criterion
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype
	Reporting Disease or Condition Subtype

	Criterion
	Legionellosis 
	Healthcare-associated Legionnaires’ disease
	Healthcare-associated Legionnaires’ disease, multiple facilities
	Travel-associated legionellosis

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	O
	O

	Myalgia
	O
	O
	O
	O

	Cough
	O
	O
	O
	O

	Pneumonia2
	O
	O
	O
	O

	Healthcare record contains a diagnosis of legionellosis 
	S
	S
	S
	S

	Death certificate lists legionellosis as a cause of death or a significant condition contributing to death
	S
	S
	S
	S

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	O
	O
	O
	O

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	O
	O
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	O
	O
	O

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	O
	O
	O

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	O
	O
	O

	Detection of Legionella species by a validated nucleic acid assay
	O
	O
	O
	O

	Epidemiologic evidence
	
	
	
	

	Case with > 10 days of  continuous inpatient stay at a healthcare facility before onset of symptoms 
	
	O
	
	

	Case with overnight exposure at one or more healthcare facilities between two and ten days before onset of symptoms 
	
	O
	N
	

	History of spending at least one night away from home, either in the same country of residence or abroad, in two to ten days before onset of illness
	
	
	
	N



Notes:
Each alternative disease or condition subtype is listed in a separate column. Each criterion (symptom, sign, lab result, immunization status, occupation, travel history, etc.) is listed in a separate row. Meeting the criteria listed under any single column of this table is sufficient to identify a case for reporting. [Change the generic “Disease or condition subtype” language to the appropriate term, which can be a clinical distinction (e.g., cutaneous anthrax, inhalational anthrax), or an agent (e.g., a type of arbovirus), or a route of exposure (e.g., foodborne botulism, wound botulism). Delete unnecessary columns. Use letter codes provided – NO ADDITIONAL LETTER CODES ALLOWED. Where the action of ordering a laboratory test meets a criterion for reporting, indicate by use of asterisk.]
S = This criterion alone is Sufficient to report a case.
N = All “N” criteria in the same column are Necessary to report a case. 
O = At least one of these “O” (Optional) criteria in each category (e.g., clinical evidence and laboratory evidence) in the same column—in conjunction with all “N” criteria in the same column—is required to report a case. (These optional criteria are alternatives, which means that a single column will have either no O criteria or multiple O criteria; no column should have only one O.)
* A requisition or order for any of the “S” laboratory tests is sufficient to meet the reporting criteria.




Table VII-B. Criteria for defining a case of [Legionellosis, Healthcare-associated Legionnaires’ disease and Pontiac fever, Travel-associated Legionnaires’ disease and Pontiac fever].
 
NOTE: Please remember to incorporate the criteria specified in Section VII above titled “Criteria to distinguish a new case of this disease or condition from reports or notifications which should not be enumerated as a new case for surveillance,” which should be considered in determining whether to count this as a new case. This section is not applicable if not relevant to the condition.  


	Criterion
	Suspected 
	Confirmed
	
	

	Legionellosis
	
	
	
	

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	
	

	Myalgia
	O
	O
	
	

	Cough
	O
	O
	
	

	Pneumonia2
	O
	O
	
	

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	
	

	Criterion
	Suspected 
	Confirmed
	
	

	[bookmark: _Ref414377045]Travel-associated Legionellosis[footnoteRef:4] [4:  Pontiac fever is clinically characterized by a fever and a milder illness without pneumonia] 

	
	
	
	

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	
	

	Myalgia
	O
	O
	
	

	Cough
	O
	O
	
	

	Pneumonia
	O
	O
	
	

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	

	Fourfold or greater rise in specific serum antibody titer to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	

	Fourfold or greater rise in antibody titer to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	
	

	Fourfold or greater rise in antibody titer to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	
	

	Epidemiologic evidence
	
	
	
	

	History of spending at least one night away from home, either in the same country of residence or abroad, in the two to ten days before onset of illness
	N
	N
	
	

	Criterion
	Suspected 
	Confirmed
	Suspected
	Confirmed

	Healthcare Associated Legionnaires’ Disease
	Definite healthcare-associated (1)
	Definite healthcare-associated (2)
	Possible healthcare-associated (3)
	Possible healthcare-associated (4)

	Clinical Evidence
	
	
	
	

	Fever
	O
	O
	O
	O

	Myalgia
	O
	O
	O
	O

	Cough
	O
	O
	O
	O

	Pneumonia2
	O
	O
	O
	O

	Laboratory evidence
	
	
	
	

	Isolation of any Legionella organism from respiratory secretions, lung tissue, pleural fluid, or other normally sterile fluid
	
	O
	
	O

	Detection of Legionella pneumophila serogroup 1 antigen in urine using validated reagents
	
	O
	
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to Legionella pneumophila serogroup 1 using validated reagents
	
	O
	
	O

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to specific species or serogroups of Legionella other than L. pneumophila serogroup 1 (e.g., L. micdadei, L. pneumophila serogroup 6)
	O
	
	O
	

	Fourfold or greater rise in antibody titer between acute and convalescent specimens to multiple species of Legionella using pooled antigen and validated reagents
	O
	
	O
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretions, lung tissue, or pleural fluid by direct fluorescent antibody (DFA)
	O
	
	O
	

	Detection of specific Legionella antigen or staining of the organism in respiratory secretion, lung tissue, or pleural fluid by immunohistochemistry (IHC)
	O
	
	O
	

	Detection of Legionella species by a validated nucleic acid assay
	O
	
	O
	

	Epidemiologic evidence
	
	
	
	

	Case with > 10 days of  continuous inpatient stay at a healthcare facility before onset of symptoms 
	N(1)
	N(2)
	
	

	Case with overnight exposure at one or more healthcare facilities between two and ten days before onset of symptoms 
	
	
	N(3)
	N(4)


[bookmark: _GoBack]

Notes:
Each criterion (symptom, sign, lab result, immunization status, occupation, travel history, etc.) is listed in a separate row. Meeting the criteria listed under any single column of this table is sufficient to classify a case. [Use letter codes provided – NO ADDITIONAL LETTER CODES ALLOWED.]
S = This criterion alone is Sufficient to classify a case.
N = All “N” criteria in the same column are Necessary to classify a case. A number following an “N” indicates that this criterion is only required for a specific disease/condition subtype (see below). 
A = This criterion must be absent (i.e., NOT present) for the case to meet the classification criteria.
O = At least one of these “O” (Optional) criteria in each category (e.g., clinical evidence and laboratory evidence) in the same column—in conjunction with all “N” criteria in the same column—is required to classify a case. (These optional criteria are alternatives, which means that a single column will have either no O criteria or multiple O criteria; no column should have only one O.) A number following an “O” indicates that this criterion is only required for a specific disease/condition subtype. [Use the following numbers to indicate different disease/condition subtypes (e.g., cutaneous anthrax vs. inhalational anthrax; type of arbovirus; foodborne botulism vs. wound botulism); delete if not needed.]
1 = Suspected Definite Healthcare-associated Legionnaires’ disease 	
2 = Confirmed Definite Healthcare-associated Legionnaires’ disease
3 = Suspected Possible Healthcare-associated Legionnaires’ disease
4 = Confirmed Possible Healthcare-associated Legionnaires’ disease

Appendix. Examples of types of information that could be used for criteria to distinguish a new case from duplicates, recurrence, persistent state, carrier state, acute versus chronic state, recrudescence, and relapse.  

(a) time periods between repeated lab results for the same pathogen or environmental hazard --Note: It may be useful to define a hierarchy of dates to consider for the starting point for the repeated measures, since some dates may not be available to surveillance staff; 
(b) sites of infection; 
(c) exposure and travel history as it relates to dates of illness onset, diagnosis, lab tests, or hospitalization; and 
(d) whether the condition was successfully treated.  

CSTE National Office Staff can provide examples of criteria used by health jurisdictions and CDC programs.
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