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EVE-"} & ol R 3 February 2009 -- On 23 umncs 2009, the Government of the Philippines announced that a person thought to
&K i K ISR b ® fia] have come in contact with sick pigs :ma tested positive for Ebola Reston Virus (ERV) antibodies (IgG). On 30
¥ #®ox SEREN L i January 2009 the Government announced that a further four individuals had been found positive for ERV
g M.M K X *:. izt M kY] e 4o antibodies: two farm workers in Bulacan and one farm worker in Pangasinan - the two farms currently under
wﬁ m/z R P N PRR:N quarantine in northern Luzon because of ERV infection was found in pigs - and one butcher from a
mm X Mm \n N 3 slaughterhouse in Pangasinan. The person announced on 23 January to have tested positive for ERV antibodies is
i " e o wm \wv A A .&.M reported to be a backyard pig farmer from Valenzuela City - a neighbourhood within Metro Manila.
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g %H .W m el M w@ .\W .W.M The Philippine Department of Health has said that the people who tested positive appear to be in good health and
.m S QD oW g mm N have not suffered from any significant illnesses in the past.12 months. The investigation team reported that it was
= W_ £ M m m NY possible that all 5 individuals had been exposed to the virus es a result of direct contact with sick pigs. The use of
5 =] =N v & W @ z.uw . ( personal protective equipment (PPE) is not common practice among these animal handlers.
O | w = BV < jad Y =9 ™o
m = .m S % .w 2 T ® M -3 % N From these observations and previous studies of ERV, the virus has shown it can be transmitted to humans,
Ly @ | @ W M. ;&A #® < R &R ~ Ww without resulting in illness. However, the evidence available relates only to healthy adults and it would be
< m £ 0 2w ® M Q@ & B D 1 premature to conclude the health effects of the virus on all population groups. The threat to human health is
= — B 19l 4o e W p . S . .
bl W s a2 E o 48 fad & 4= S & likely to be low for healthy adults but is unknown for all other population groups, such as immuno-compromised
| 9o HEHH = persons, persons with underlying medical conditions, pregnant women and children.
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=4 J IR~ = m N ZJ &m = &m N
] ,m. W z 5 <y M af .M_ = &8 [} The Philippine Government is oobacngm contact tracing in relation to the five individuals who tested positive
85 W = 3D & - K 4o K for antibodies. In addition, testing is onmcEm for other persons who could have come into contact with sick pigs
rxo & & W P o] on the two quarantined farms in the provinces of Bulacan and Pangasinan where Emu co-infected with the
/M R Hge Porcine Respiratory and Reproductive Syndrome (PRRS) and ERV were reported in 2008. The two farms remain
o N b 444 ( under quarantine and the Philippine Government is maintaining its voluntary hold of exports of live pigs and
2 Wu ..me 2 w [ W m U fresh and frozen pork meat.
i =SB ER .
“ #® o - S& s ™ < The Philippine Government has announced a combined Department of Health and Department of Agriculture
s a2% ¥R p
S =il strategy to limit the animal and hurnan health risks of the Ebola Reston Virus and emphasized that loca!
=R 50 R4V : : anc oLt St i
e v governments, the pig farming industry and the public will play a critical role in the strategy.
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Koy R .wl; o H & .
K. iy 85 B K i Along with its international partners, the WHO will continue to support the Philippine Government in its efforts
2 e AN FEY < M = ' to gain a better understanding of the Ebola Reston virus, its effects on humans, and the measures that need to be
NSRS R Moo Ry taken to reduce any risks to human health.
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history; previous medical history, including the history of
surgical treatment and blood transfusion; clinical history;
Jaboratory data; and results of molecular genetic and patho-
fogic examinations. lnformation on patients with suspected
prion discases were obtained through 1) the application for
registration with the Japanese Intractable Diseases Informa-
tion Center (www.nanbyou.or.jp/english/nan_kenkyu_45.
htm) by each patient's family, 2) the law on infectious dis-
eases, or 3) request for genetic or cerebrospinal fluid analy-
ses sent to members of the CID Surveillance Committee by
the physicians. In Japan, 123 discases have becn defined
as intractable disease, and for 45 of them, including prion
diseases, patients receive additional economic support for
medical costs. Furthermore, medical doctors must report
patients suspected of having prion disease to the local pub-
lic health department within 7 days after the diagnosis, ac-
cording to the taw on infectious diseases (which has been
enforced since April 1999 in Japan to monitor some spe-
cific infectious diseases). After written consent approved
by the Institutional Exthics Committee was obtained from
each patient’s family, members of the CJD Surveillance
Committee directiy examined the patient and collected data
from the clinical records. For each patient with a history
of surgery, we collected information about the underlying
disease from the patient’s family, including the date and
hospital in which the operation was performed. For each
patient with a hjstory of blood transfusion, we collected in-
formation about the date of blood transtusion. Most infor-
mation was collected by interviewing the patient’s family
members. .

On the basis of discussions by the CJD Surveillance
Committee, we confirmed or denied the diagnosis of prion
disease in cach case. In patients with a confirmed diag-
nosis of prion disease, we classified prion diseases into
4 categorics: sCJID, acquired prion disease, genetic prion
disease, and unclassified prion disease. sCJD was diag-
nosed according to the revised classical criteria established
by Masters et al. (/3): definite CJD (neuropathologically
confirmed spongiform encephalopathy or abnormal prion
protein deposition in the brain); and probable CID (neu-
ropathologically unconfirmed cases showing progressive
dementia, periodic sharp-wave complexes on electro-
encephalogram, and at least 2 of the following features:
myoclonus, pyramidal signs/extrapyramidal signs, cer-
ebellar signs or visual symptoms, and akinetic mutism).
Acquired prion diseases included iatrogenic CJD, in which
the criteria for sCJD were applied for a diagnosis with a
history of fatrogenic exposure, and vartant CJD, in which
the diagnosis was based on the World Health Organization
(WHO) 2001 criteria (/4). Regarding the accuracy of the
diagnosis of genetic prion diseases, pathologically verified
cases were defined as “definite,” and cases demonstrating
mutations in the PrP gene and neuropsychiatric maoifes-

tations compatible with prion diseases were defined as
“probable.” We selected patients with definite or probable
sCJID for analysis.

Patients who did not receive a diagnosis of prion dis-
cases were classified into 3 categories: prion diseases defi-
nitely denied; prion diseases probably denied; and diag-
nosis unclear. “Prion diseases definitely denied” indicated
patients whose conditions were definitively diagnosed as
diseases other than prion diseases, and “prion diseases
probably denied” indicated paticats for whom the diagnosis
of prion diseases was clearly unlikely dué to the improving
or nonprogressive disease coursc or for other reasons, al-
though a definitive diagnosis of another disease was not es-
tablished. Because patients with “prion diseases definitely
denied™ or *prion disease probably denjed” had no or little
possibility of prion disease, we selected these cases as the
controls in our case—control study.

Surgical Procedures and Blood
Transfusions before Onset of sCJD

To estimate the risk for sCID through past surgery or
blood transfusion, we performed a case—control study. Op-
erations were divided into the following categories: neuro-
surgery, ophthalmic surgery, and surgery other than neu-
rosurgery or ophthalmic surgery (other surgery), because
neurosurgery or ophthalmic surgery for those with prion
diseases are categorized in the guidelines of the CJD Inci-
dent Panel in the United Kingdom as high- or medium-risk
procedures for transmission of infective PrP (15). In these
guidelines, procedures involving the olfactory epithelium
are also categorized as medium risk (/5). However, the
number. of persons who underwent the operation possibly
involving the olfactory epithelium is too small to be esti-
mated by statistical analysis (2 sCJD patients and 2 controls
underwent surgery for sinusitis), and we categorized these
operations as other surgery. Neurosurgery included opera-
tions on the brain, cerebral blood vessels, and spinal cord.
Oplithalmic surgery included all operations involving the
eyeball and optic nerve. Other surgery included alf surgical
procedures other than neurosurgery and ophthalmic sur-
gery. Furthermore, the committee performed a detailed in-
vestigation of sCJD patients who underwent neurosurgery
or. ophthalmic surgery at a hospital where ‘other patients
with any type of prion disease had ever undergone neuro-
surgery or ophthalmic surgery.

Surgical Procedures after Onset of sCJD

We analyzed sCID patients who underwent surgical
procedures after “the onset of sCJD because such proce-
dures might cause secondary transmission of the disease
through contaminated instrumeats. In particular, for neuro-
surgery and ophthalmic surgery, we investigated the reason
for the operation, interval between the operation and onset
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of sCID symptoms, age at onset of sCJD, and symptoms at
onset of sCID.

Statistical Analyses

Between the sCID and control groups, age at onsct
was compared by Student / test, and medical procedures
before the onset of diseases were compared by Fisher ex-
act test. The case~control study of surgical procedures
aid blood transfusions before the onset of diseases was
estimatcd by logistic-regression analysis. Because age
at onset was different among sCJD patients (mean =+
SD, 67.7 + 9.5 years) and controls (59.3 + 16.6 years)
(p<0.0001), we divided the sCJD paticnts and controls
into 3 categories according to age at disease onset; 31-50
years, 51~70 years, and >71 years. We performed a single
regression analysis for any operation, neurosurgical pro-
cedure, ophthalmic surgical procedure, other operation,
and blood transfusion in each age group. The strength of
association between sCJD and putative risk factors was
assessed by the odds ratios and 95% confidence intervals.
Significance was defined as p<0.05. Statistical analyses
were performed by using StatView J-7.5 (Abacus Con-
cepts, Berkeley, CA, USA).

Results

A total of 990 patients received a diagriosis of defi-
nite or probable prion discase. Summary of the characteris-
tics of patients with prion diseases is shown in Table [, in
which 760 patients with sCJD are included. There were 221

. patients with “prion disease definitely denied” and “prion

disease probably denied.” Seven sCJD patients and 11 con-
trol patients were excluded from the case-control study be-
cause information on medical history was not sufficient for
analysis. Diagnoses of the 210 control patients is shown in
Table 2.

Medical Procedures before Onset of sCJD

Medical Procedures and sCJD, Japan

Table 1. Characterstics of patients with definite or protabie prion
disease, Japan, 1993-2008"

Type of prion disease Na. (%) patients
Sporadic CJO 760 (76.8)
Genetic prion diseases 167 (16.9)
Acquired prion diseasest 62 (6.3)
Unclassified CJD 1{0.1)
Total 999

*CJD. Creutzleldt-Jakob discase,
TAcquired prion diseases Included 61 cases of dura mater CJO and 1
case of varlant CJD.

Surgical Procedures after Onset of sCJD

Except for 2 patients suspected of having prion dis-
ease, who had undergone brain biopsy with disposable
instruments, 34 (4.5%) of 760 sCID paticais undenvent
some {ype of surgical procedure before the diagnosis of
prion disease, including neurosurgery in 6 (0.8%), ephthal-
inic surgery in 14 (1.8%), and other surgery in 16 (2.1%).
The 6 casc-paticnts who underwent neurosurgery had these
operations within 3 months afier sCJD onset: procedures
perfoined for subdural hematoma (n = 3), aneurysm (n =
2), and menigioma (n = 1) (Table 6). All [4 case-paticnts
who underwent ophibalmic surgery underwent operations
for cataracts, and 7 of these paticats bad had visual distur-
bance s an initial symptom of sCJD (Table 7). Among 3
patients for whom infonmation on the ¢ffects of ophthalmic
surgery could be obtained, 2 had some improvement of vi-
sual symptoms after surgery, but the other 3 patients had
no improvement. Although bothi cataracts and sCJT could
contribute ta the visual symptoms, sCJD would contrib-
ule to visual symptoms in patients who had no etfects of
ophthalmic surgery. We have oblained infonmnation about
instrument cleaning and sterilization procedures for 3 of §
patients who underwent neurosurgery and for 5 of 14 pa-
tients who underwent ophthalmic surgery after the onset

Table 2. Diagnoses for 210 controls in case—cantral study of
sCJD, Japan, 1999-2008"

Disease No. diagnases
Frequencies of medical procedures before the onset Encephalilis 27
of sCJD in sCJD patients and in controls aré compared in  Alzheimer disease 21
Table 3. For both the sCJD and control groups, »50% hada ~ Frontotempora! dementia 15
history of surgery, and ~10% had received a blood transfu- ~ Metabolic encephalopathy 15
sion, No significant differences were found between them Cerebrovascular disordc(s. 12
. . Spinocerebeliar degeneration 12
in frequency of any surgery, neurosurgery, ophthalmic sur- o .o Lo degeneration P
gery, other surgery, or blood transfusion (Table 3). In the Epilepsy 7
logistic-regression analysis, no significant risk was associ-  psychiatric disorders 7
ated with any medical procedures investigated in this study ~ Hypoxic encephatopathy 7
(Table 4). Hashimato epcephalopathy 5
Five sCJD patients had a history of neurosurgery or ~ Dementia with Lewy bodies 6
ophthalmic surgery at hospitals where neurosurgery or oph- Paraneoplastic syndrome 5
thalmic surgery had been perfonned on patients in whom M‘l@ond"al encephalopathy 4
) , N Malignant lymphoma 3
prion disease later developed (Table 5); intervals between o dicorders 54
operations at the same hospitals were >3 years (Table 5). SCID, sporadic Crewialeidi-Jakcb disease
Emerging Infectious Diseases * www.cdc.govieid « Vol. 15, No. 2, Febnsary 2009 267
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Table 3. Medical procedures before disease onset, case-control
study of sCJO, Japan, 1999-2008"*

sCJD case-patients, Centrols,
fvedical procedures no. (%), n = 753 no. (%), n =210
Surgery 372 (49.4) 104 (49.5)
Neurologic 25(3.3) 13(6.2)"
Ophthalmic 42 (5.6) 11 (5.2)
Other 337 (44.8) 89 (42.4)
‘Blood transfusion 78 (10.4) 20 (8.5)

~sCJ0, sporadic Creutzfeldi-Jakob disease. p vaiues were not significant

of sCJD. All surgeons reused some of the surgical instru-

" ments, but according to the WHO guidelines (/6), the ster-
ilization methods of the instruments were not appropriate
for eliminating infectious PrP, including the use of ethyleae
oxide gas or incomplete autoclaving.

Discussion .

[n this case—control study, we found no evidence of
increased sCJD risk associated with patient’s history of
surgical procedures or blood transfusions. In the previ-
ous case—control study and in our study, receipt of a blood
transfusion was not shown to be a significant risk for CJD
(2~10). However, whether surgical procedures contribute
to the risk for sCJD has been controversial. Our results, in
which any operation was not a significant risk for sCJD,
were consistent with results of 2 previous large case—on-
trol studies (8,9) and a reanalysis of results of' 3 case—con-
trol studies (/0). Even in the studies with positive results,
some different results were provided when the surgical pro-
cedures were categorized by affected organ. One previous
case~control study indicated significant risk for sCJD after
neurosurgical procedures (3), but no significant risk was
shown in other studics (5,6,8-70). Ophthalmic surgery was

reported as causing significant risk for sCID in a case—con-.

trol study in Australia (4) but not in other studies (5,6-/0).

In a recent study in the United Kingdom (6), the increased
risk associated with having undergone surgical procedures
was restricted to the categéry “other surgery,” which in-
cluded such procedures as sutures to skin, and the asso-
ciation largely disappeared when the whole of the other-
surgery category was excluded. These different results may
show little possibility for transmission of infectious PrP
through surgical procedures, although we cannot exclude
the possibility that such transmission occurs occasionally
because iatrogenic CJD exists.

The conflicting results in case—control studies, includ-
ing ours, may be explained by differences in the area, race,
period in which studies were performed, number of pa-

tients, and methods as discussed below. Qur study, which

attempted to determine when medical procedures were as-
sociated with an increased risk for sCJD, had the largest
number of sCID patients in case—control studies to date.
The relatively small number of controls is a potential limi-
tation. In case~control studics, methods 9f obtaining data
from controls should be the same as those from patients.
In our study, patients in the groups “‘prion diseases defi-
nitely denied” or “prion discases probably denied” in our
CID surveillance, who had no or little possibility of having
prion disease, were used as the controls. Therefore, data
from controls could be collected at the same level of pre-
cision as those from the sCJD cases. Because the ages of
the sCJD patients and controls were. significantly different,
agc—stmtlﬁed analysis was required in our study: A recent
study reported that some methodologic differénces might
pactially explain conflicting data regarding the asseciation
between surgical procedures and CJD (/7). The report sug-
gested that the use of controls. from the community would

be preferable to using those from the hospital because com-
inunity-bascd controls- are ofien more representative and,

would result in a more valid comparison (/7). Furthcnngre,,

Tabie 4. Medical procedures and risk for sCJD, by age at disease onset, Japan, 1899-2008*

Age Total no. X .Ophthaimic * Blood
range, ¥ Data category ients Any surgery N gery surgery Other surgery
31-50 sCJD 32 50.0% 6.3% 6.3% . 40.6% 3.1%
Control 37 T 45.9% 10.8% 27% 37.8% 5.4%
OR 1.66 0.38 2.15 078 0.64
95% ClI - 0.04-74.09, 0.02-6.64 = 0.05-101.51 0.02 -33.39 0.05-9.09
p value 0.79 - 0.50 0.70 ) 0.90 0.74
5170 sCJD 414 © 43.7% 1.7% L 22% : 41.8% 8.4%
Control 97 46.4% 52% 3.1% 40.2% 1.3%
OR 0.18 0.68 ,22m 5.57 0.84
95% Cl 0.02-1.73 0.13-3.62 ' 0.24-30.38 0.62-50.05 0.40~1.77
p value . 0.14 0.66 ~ 0.42 . 0.13 0.64
>71 sCJD 317 57.0% 5.2% T10:1% - 49.2% 12.4%
- Control 60 65.0% - 6.7% 100% 56.7% 1.7%
OR 0.81 0.76 . 1.15 : - 0.83 1.27 |
$5% Cl 0.15-4.37 0.15-3.80 0.38-3.48 - 0.17-4.02 0.52-3.10
i p value 0.80 074 0.81 . 0.82 0.60
*sCJD, sporadic Creutzfeldt-Jakob disease; OR, odds ratio; Cl, confidence interval, . .
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Medical Procedures and sCJO, Japan

Table 5. charactensucs of 5 sCJD patients who underwent neurosurgery or ophthalmic surgery al hospitals where other patients with
prion diseases had previously undergone neurosurgery or ophthalmic surgery, Japan, 1999-2008*

Patient Type of CJO Onset of CJD Date of surgery Reason for surgery
1 sCJD 2003 Aug 1881 Aug Subarachinoid hemorrhage
: dCJD 2001 May 1976 Spinal cord tumor
1986 Aug Spinal cord tumor
2 sCJD 2002 Feb 1994 Sep Subdural hematoma
1997 Sep Cataract
dcJD 199§ Jan 1987 Jan Meningioma
3 sCJD 2001 Jan 1989 Apr Subarachinoid hemomhage
dcJD 1885 Jul 1980 Ju! Aneurysm
4 sCJD 2001 Jul 1999 Spinat cord lesion {details unknown)
dCJD 2001 Aug 1978 Sep Astrocytoma
5 sCJD 2002 May 2002 Apr Cataract
sCJD 2002 May 1897 Aug Cataract
- 1999 Jan Cataract

~CJD, Creutzfeidt-Jakob disease; sCJO, sporadic CJO: dCJD, Creutzielat-Jakob disease associated wiih cadaveric dura mater graft.

using proxy informants for controls may be advisable for
the purpose of comparability with case-patients, although
this practice does not necessarily offset biases in data as-
certainment (/7). [n-our case~control study, we used proxy
informants for controls who were recruited from hospitals
under the same condition as the sCJD case-patients,

Regarding the 5 sCJD patieats with a history of neu-
rosurgical or ophthalmic surgical procedures at ‘hospitals
where other patients with prion disease had previously un-
dergone such procedures, we consider that the possibility
of transmission through these procedures was extremely
limited because the intervals between procedures and the
acquisition of sCJD had been >3 years for all patients. Ac-
cording to the Incident Panel in the United Kingdom, most
instruments that have gone through 10 cycles of use and
decontamination are unlikely to posc a substantial risk (15).
We assume that all instruments had gone through >10 cy-
cles of use during the 3-year interval, and almost no infec-
tivity remained on the instruments. In Japan, a'large num-
ber of dCJD paticats have been recognized with no other
types of iatrogenic CID (/1,/2); this study confinned that
no surgically transmitted cases occurred among patients
with sCID.

It is noteworthy that 4,5%. of the sCJD patients under-
went some types of surgical procedures after the disease
onset, including neurosurgical (0.8%) and ophthalmic pro-
cedures (1.8%). Through surgical instruments, neurosurgi-

cal operations may transmit high infectivity from the brain
tissues of sCJD paticnts, and ophthalmic operations nay
transmit moderate infectivity of the eyc tissues in cases
of cataracts (/5). In this study, all these ncurosurgical and
ophthalmic procedures were performed without suspicion
of prion discases or special precautions to reduce the risk
for secondary transmission of prion infection through the
instruments. These findings suggest that delayed diag- |
nosis of sCJD would be linked to increased risk for sec- :
ondary transmission of prion diseases through surgical
instruments. In neurosurgical procedures, the symptoms
of sCJD were misdiagnosed as those of other ncurologic
diseases, and operations were performed near the time of
diseasc onset, In terms of ophthalmic surgery, all paticnts
underwent opevations for cataracts, and 7 (50%) of (4
patients had visual disturbances as an initizl symptom of
sCJD. These data arc similar (o those in a report from (he k.
United Kingdom (/8). Visual disturbances might prompt
ophthalmic surgery. More scriously, 3 paticnts underwent
operations >8 months after sCJD onset. In this study, all
surgeons who provided information reused the surgical in-
struments with incomplete sterilization, and the potential
for infection was the same as in aur prcwous study of oph-
thalmic surgery (/9).
Neurosurgeons and ophthalinologisis should beccome
better informed about prion discases and the necessity of
using disposable instruments whenever possible. Further-

Table 6. Data for sCJD palients who underwent neurosurgery after onset of sCJD symptoms, Japan, 1999-2008*

Patient . Interval between onset of sCJO symptoms
no. Reason for surgery and surgery, mo Age alonset of sCJD, y - Symplom at onset of sCID
1 Subdural hematoma ] 0 . 71 Dementia ’
2 Subdural hematoma 0 : 77 Apathy
3 Subdural hematoma 1 57 Dementia
4 Meningioma 1 74 Verligo
5 Aneurysm 2 46 Oementia
6 Aneurysm 3 67 Vertigo
*sCJ0, sporadic Creutzfeldi-Jakob disease.
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Table 7. Data for sCJD patients who had ophthalmic surgery for
cataracts after onset of sCJD symptoms, Japan, 1999-2008*

Interval between
onset of sSCJD

Patient symptoms and Age atonset  Symptom al onset
no. surgery, mo 0t sCJB. y 'o(sCJD ‘Dr Hamaguchi is an assistant professor of the Department
! 0 50 Gaitdisturbance ¢ Neurology and Neurobiology of Aging, Kanazawa University
2 Q 61 Dementia N . . ” .
N N Graduate School of Medical Science, Kanazawa, Japan. His re-
3 4] 63 Visual impairment ) . .
4 0 71 Visual impairment scarch interests focus on prion diseases.
5 0 74 Visual impairment
6 0 74 Visual impairment Ref
rences
7 1 66 Dementia ele
8 ! 74 Deqression 1. Brown P, Brande! JP, Preese M, Sato T. latrogenic Creutzfeldt-Jakod
9 1 85 Visual impairment disease. The waning of an era. Neurology. 2006,67:389-93. DOI:
10 2 79 Tremor 10.1212/01.wn1.000023 1 528.65069.3f
11 4 81 Visual impaiment 2. KondoK, Kuroiwa Y. A case control study of Creutzfeldt-Jakob dis-
12 8 77 Anxiety case: association with physical injuries. Ann Ncurol. 1982;11:377~
13 10 57 Dementia 81. DOI: 10.1002/ana. 410110410
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Outbreak Notice

Cholera in Zimbabwe and Neighboring Countries
This information is current as of today, February 11, 2009 at 23:51

Updated: February 04, 2009

An outbreak of cholera has been reported by health officials in Zimbabwe. According to the United Nations Office of the Coordination of Humanitarian
Affairs, from August 26 through January 31, 2009, 61,304 suspected cases and 3,181 deaths have been reported in the country. The worst-affected
areas are the capital city of Harare (14,126 cases and 592 deaths), Mashonaland West (14,259 cases and 685 deaths), Manicaland South (7,081
cases and 458 deaths). Cases of cholera have beern reported in all of Zimbabwe's provinces. Cases have also been confirmed In the neighboring
countries of Botswana, Mozambique, South Africa, and Zambia. Additional sources have reported cases in Angola, Burundi, Democratic Republic of
Congo, Kenya, Malawi, Namibia, Nigeria, Guinea-Bissau and Togo.

Cholera is 2 potentially fatal bacterial infection that causes severe diarthea and dehydration. The disease is spread through untreated sewage and
contaminated drinking water. There is no cholera vaccine available in the United States,

Advice for People Traveling to Zimbabwe

Most travelers are not at high risk for getting cholera, but travelers should be aware of the outbreak and make sure they are taking steps to prevent
getting sick Although no cholera vaccine is available in the United States, U.S. travelers can greatly reduce their risk for cholera by following CDC's
sale food and water advice:

Before departing for Zimbabwe, talk to your doctor about getting a prescription for an antibiotic to treat traveler's diarrhea.

Drink water that you have boiled for at least one minute or treated with chiorine or fodine. Other safe beverages include tea and coffee made
with boiled or treated water, as well as drinks that have been bottled and sealed (such as bottled water, carbonated drinks, and sports drinks).
Do not put ice In drinks, unless the lce Is made from boiled or treated water. !

Eat only foods that have been thoroughly cooked arkt are stiil hot, or fruit that you have peeied yourseif.

Do not eat undercooked or raw fish or shellfish, including ceviche,

Make sure all vegetables are cooked. Do not eat salads or other raw vegetables,

Do not eat foods and drink beverages from street vendors.

Do not bring perishable seafood back to the United $tates.

A simple rule of thumb for safe food and water is “Boil it, cook it, peel it, or forget it"
if you are traveling In Zimbabwe or neighboring countries and have severe watery diarrhea seek medical care right away. tis important to remember
to drink fluids and use oral rehydration solution (ORS) to prevent dehydration. : .

More Information

The United Nations Office for the Coordination of Humanitarian Affairs in Zimbabwe has reported that new-cases and deaths due to cholera are
increasing. Although Zimbabwe has reported several smalier cholera outbreaks in recent years, this outbreak is more severe and may worsen with the
onset of the rainy seasan. On December 3, the government of Zimbabwe declared a national emergency and appealed for international assistance.
The humanitarian community has afready been responding to this outbreak with water, sanitation, and hygiene initiatives in outbreak areas, WHO and
its Health Cluster partners are finalizing a “Cholera Response Operational Plan” to evaluate and control the cumrent outbreak.

For more information about the cholera outbreak in Zimbabwe, including maps:

* Weekly Situation Report (Aravel . .
forward aspx7t=aHROCOOVL 29GP vb mupbmbudWaub 3t ORZmF 1 bHQUYXNwe D8 hbGIhez 1vY2hib 265aWSILr UL mSyZy96a W1 YWJ3ZQ%3d % 3d-

wddp6Mng 70 %3d) —United Nations Office for the Coordination of Humanitarian Affairs (February 3, 2008)
* Chelera in Zimbabwe (/tr’aveWorward.asg{’haHROcDovLBd3g15_3aG&mW50l2Nzci9kb24M[ﬁv@FBWBvMi9lbngmeleCSodG‘lsSDSLRIBQhkU%Sd)
—World Heaith Organization (December 2, 2008) .

* ReliefWeb Aravelﬂurward,asgx?ﬁaHROcDovL3d3dySyZV!X_gZV\ZBZ\MlaWSOLBJ:iLZRiWSu&WZGQMTE1P09wZVVSGb3JlJrUfPT'E%3dWA(d4@1Y%3§),
Zimbabwe—United Nations, Office of the Coordination of Humanitarian Affairs, (January 31, 2009)

For more information for travelers:

» Warden Message about cholera, November 26 2008 (/t@vevvomrdasg_(ﬁ:—a)ﬂOcQgﬁ;ﬂggF@ﬁgszszcakmgggug L zmMDaua HRIBA
%3d%3d-2qelBaC740%3d) —American Embassy in Harare, Zimbabwe Warden messages (firavel
forward aspx?t=aHROcDov 2hhemFyZ S5 1c2ViYmF ze3kuZ282L 3dh dG1s-PuUVXy90TAcA%3d)

e Travel Warning about cholera, December 12, 2008 (Aravel
forward EpWaHROCDovLZh’anyZSS1eZVtYrrFZnZ}ku.DSZL3ppbWJhleX3&YXZ!bHdmnﬁngmmbVW\/%3dthsw6uJ%2bDU%3d) —~American
Embassy in Harare, Zimbabwe . k
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* Cholera {yeowBookChé-Cholera.aspx) (from CDC Heaith Information for Intemational Travel 2008)
* Safe food and water (cortertS afeFoodWalteraspx) (COC Travelers’ Health website)

For more information about cholera, see the following CDC links:

holera Jhawwn.cde govin /dbmd/disease_fisting/cholera_gi Mmb (from COC, Division of Foodborne, Bacterial, and Mycotic Diseases)
* Cholera {yelowBaokChd-Cholera.aspx) (from CDC Health information for International Travel 2008)

To find medical care in Zimbabwe:

On the web: List of local medical specialists (ravelforward aspx?t=atHR0cDovi 2hhemFyZS 51c2VIYmFze3ku2292L 21 ZGHYWAaWs mb3JIYXRph24uaHRIbA
%3d%34-UBFKbSICao%3d) (Embassy of the United States, Harare, Zimbabwe} ) ] »
By phone: 263-4-250593/4 Consular section of the United States Embassy, Harare, Zimbabwe: American Citizen Services
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