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APPENDIX A: SURVEILLANCE NOTES 
 

REPORT DELAY 

Report delay is defined as the time interval between the data a syphilis diagnosis 
was made and the date the case was reported to the Health Department. 
Currently, the mean reporting delay for early syphilis is 17 days and the 95th 
percentile is 36 days. The impact of report delay must be considered when 
interpreting the data. 

 

DATABASE UPDATE 

Total may not be consistent with previous reports of previous years due to report 
delay and periodic update of the data base, including late reporting, changes in 
diagnosis and some deletion of duplicates. 

 

EXCEPTIONS 

The following exceptions exist in the database used to generate the tables for the 
2010 year to date data. 

• There are 146 reported syphilis cases that are still opened for 
investigation or are closure review queued.  

• Of the 146 opened or closure review queued cases 78 are cases with out 
diagnosis pending investigation and 68 cases are under closure review. 
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APPENDIX B: EARLY SYPHILIS CASE DEFINITION FOR INFECTIOUS 
CONDITIONS UNDER PUBLIC HEALTH SURVEILLANCE1 

State and local public health officials rely on health-care providers, laboratories, and other public 
health personnel to report the occurrence of reportable diseases to state and local health 
departments. Without such data, trends cannot be accurately monitored, unusual occurrences 
of diseases might not be detected, and the effectiveness of intervention activities cannot be 
easily evaluated. 

The usefulness of public health surveillance data depends on its uniformity, simplicity, and 
timeliness. This case definition was established for uniform criteria for disease reporting and 
should not be used as the sole criteria for establishing clinical diagnoses, determining the 
standard of care necessary for a particular patient, setting guidelines for quality assurance, or 
providing standards for reimbursement. Use of additional clinical, epidemiological and laboratory 
data may enable a physician to diagnose a disease even though the formal surveillance case 
definition may not be met. 

This case definition was developed in collaboration with epidemiologists at the Centers for 
Disease Control and Prevention (CDC) and the Council of State and Territorial Epidemiologists 
(CSTE). It was approved by a full vote of the CSTE membership and also endorsed for use by 
the Association of Public Health Laboratories (APHL). 

EARLY SYPHILIS CASE DEFINITION 

Early syphilis includes primary, secondary and early latent cases reported within less than one 
year from the date of infection. 

Syphilis is a complex sexually transmitted disease that has a highly variable clinical course. 
Classification by a clinician with expertise in syphilis may take precedence over the following 
case definitions developed for surveillance purposes. 

PRIMARY SYPHILIS 

Clinical description: A stage of infection with Treponema pallidum characterized by one or 
more chancres (ulcers); chancres might differ considerably in clinical appearance. 

Laboratory criteria for diagnosis: Demonstration of T. pallidum in clinical specimens by 
darkfield microscopy, direct fluorescent antibody (DFA-TP), or equivalent methods. 

Case classification - Probable: A clinically compatible case with one or more ulcers 
(chancres) consistent with primary syphilis and a reactive serologic test (nontreponemal: 

Venereal Disease Research Laboratory [VDRL] or rapid plasma reagin [RPR]; treponemal: 
fluorescent treponemal antibody absorbed [FTA-ABS] or microhemagglutination assay for 
antibody to T. pallidum [MHA-TP]). 

                                 
1 Source: Case Definitions for Infectious Conditions Under Public Health Surveillance, MMWR, May 2, 1997, Vol. 46, 
No. RR-10. 
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Case classification - Confirmed: A clinically compatible case that is laboratory confirmed. 

SECONDARY SYPHILIS 

Clinical description: A stage of infection caused by T. pallidum and characterized by localized 
or diffuse mucocutaneous lesions, often with generalized lymphadenopathy. The primary 
chancre may still be present. 

Laboratory criteria for diagnosis: Demonstration of T. pallidum in clinical specimens by dark 
field microscopy, DFA-TP, or equivalent methods. 

Case classification - Probable: A clinically compatible case with a nontreponemal (VDRL or 
RPR) titer. 

Case classification - Confirmed: A clinically compatible case that is laboratory confirmed. 

EARLY LATENT SYPHILIS 

Clinical description: A stage of infection caused by T. pallidum in which organisms persist in 
the body of the infected person without causing symptoms or signs. Latent syphilis is subdivided 
into early, late and unknown categories based on the duration of infection. When initial infection 
has occurred within the previous 12 months, latent syphilis is classified as early latent. 

Case classification - Probable: Latent syphilis in a person who has evidence of having 
acquired the infection within the previous 12 months based on one or more of the following 
criteria: 

• Documented seroconversion or fourfold or greater increase in titer of a nontreponemal 
test during the previous 12 months 

• A history of symptoms consistent with primary or secondary syphilis during the previous 
• 12 months· 
• A history of sexual exposure to a partner who had confirmed or probable primary or 

secondary syphilis or probable early latent syphilis (documented independently as 
duration <1 year) 

• Reactive nontreponemal and treponemal tests from a person whose only possible 
exposure occurred within the preceding 12 months 
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APPENDIX C: WHERE TO REPORT COMMUNICABLE DISEASES IN LOS 
ANGELES COUNTY 

LABORATORY SLIP CLINICIAN’S CMR SEND REPORTS TO: 

Syphilis 
Chlamydia 
Gonorrhea 

Syphilis 
Chlamydia 
Gonorrhea 
Chancroid 
Non-gonococcal Urethritis 
Pelvic Inflammatory Disease 

Sexually Transmitted Disease 
Program 
2615 S. Grand Avenue, Rm. 450 
Los Angeles, CA 90007 
Telephone: 213-744-3070 
Fax: 213-749-9602 

AIDS 
HIV (Name-based 
reporting as of 
4/17/06) 

AIDS 
HIV (Name-based reporting as of 
4/17/06) 

HIV Epidemiology Program 
600 S. Commonwealth Ave., Suite 805 
Los Angeles, CA 90005 
Telephone: 213-351-8516 
Fax: 213-467-4683 
http://publichealth.lacounty.gov/hiv/hivreporting.htm 

Tuberculosis Tuberculosis Tuberculosis Control 
2615 S. Grand Avenue, Rm. 507 
Los Angeles, CA 90007 
Telephone: 213-744-6271 
Fax: 213-749-0926 

Cryptosporidiosis 
Diphtheria 
Encephalitis 
arboviral 
E. coli O157:H7 
Hepatitis A, acute 
Hepatitis B, acute 
Listeriosis 
Malaria 
Measles (Rubeola) 
Plague 
Rabies 
Typhoid 
Vibrio Species 

List of reportable diseases: 
http://publichealth.lacounty.gov/acd/cdrs.htm 

 

Acute Communicable Diseases 
Morbidity Unit 
313 N. Figueroa St., Rm. 117 
Los Angeles, CA 90012 
Telephone: 213-240-7821 
Call toll free: 888-397-3993 
Fax toll free: 888-397-3778 
 

REQUIRED INFORMATION ON THE CMR: 

 Patient Information: Name, gender, ethnic group, date of birth, occupation, 
address, telephone number, social security number. 

 Diagnosis: Diagnosis, date of diagnosis, date of onset. 
 Reporting Person: Name, address, telephone number 
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APPENDIX D: LOS ANGELES COUNTY STD SCREENING GUIDELINES FOR 
SEXUALLY ACTIVE HIV POSITIVE PERSONS 

Due to the continuing rise in syphilis as well as gonorrhea and chlamydia, we recommend 
routine screening of HIV infected persons based on the following schedule in order to decrease 
the transmission of these curable STDs as well as HIV. 

INITIAL VISIT AND ANNUAL VISIT 

1. Testing should be performed for gonorrhea and chlamydia using urine testing for men 
and/or endocervical swab testing for women. Gonorrhea culture may also be used. 
Syphilis screening should be performed with an RPR. 

a. Patients engaging in rectal intercourse should be cultured for GC and CT from 
the anal site. DFA may also be used for chlamydia. 

b. Patients engaging in oral sex defined as activity in which they are orally exposed 
should be cultured for GC and CT from the pharyngeal area. DFA may also be 
used for chlamydia. 

2. Women should be evaluated for the above, plus trichomoniases using culture or vaginal 
wet mount. 

FOLLOW-UP VISITS (EVERY 3 – 6 MONTHS) 

HIV infected persons with symptoms of an STD should be screened upon presentation for care. 
Screening for syphilis, GC, and CT should be performed at 3 to 6 month intervals for persons at 
high risk for STDs but without STD symptoms. These persons include but are not limited to: 

1. Persons with multiple or anonymous sex partners. 
2. Persons with a past history of any STD. 
3. Persons who have been recently incarcerated or those who have had sexual relations 

with someone recently incarcerated. 
4. Persons reporting other behaviors associated with the transmission of HIV and other 

STDs. These include: 
a. Participation in sexual activities in bathhouses, sex clubs or circuit parties. 
b. Use of the internet to recruit sex partners. 
c. Engaging in sexual activity for money or drugs. 
d. Use of sexual enhancement drugs such as methamphetamines (i.e., meth, glass, 

crystal), ecstasy, ketamine, viagra, cocaine, crack, GHB, and nitrates/poppers. 
5. Persons with sex or needle sharing partner(s) with any of the above risks. 
6. Persons using injection drugs. 
7. Persons living on the street/homeless. 
8. Person living in areas with high STD prevalence. Sexually active gay men in the Los 

Angeles area are considered high risk. 
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APPENDIX E:  

RECOMMENDATIONS TO ENHANCE STD DETECTION AND IMPROVE STD 
SURVEILLANCE 

Improved quality, completeness, and timeliness of STD surveillance can provide 
critical information to target early STD detection and treatment and prevention 
strategies. Improved quality, completeness, and timeliness of STD surveillance 
can provide critical information to target early STD detection and treatment and 
prevention strategies. Expanded early detection of STDs within a jurisdiction 
should lead to more complete STD surveillance data, which could be an 
important element of the epidemiologic profile used by prevention community 
planning groups.  

Any activity that decreases the incidence and prevalence of STDs in a population 
will decrease the prevalence of this key cofactor and should therefore decrease 
HIV transmission. Thus, health-care providers could prevent HIV transmission 
not just by treating STDs among persons with HIV infection, but also by treating 
and preventing STDs among any persons at risk for STDs. Other strategies to 
help achieve these goals are improving access to and quality of STD clinical 
services, expanding screening and treatment for STDs in medical settings, and 
establishing or expanding screening for STDs in nonmedical settings.  

Initial steps for improving sexually transmitted disease (STD) detection and 
treatment to prevent human immunodeficiency virus (HIV) transmission  

1. Assess and ensure timely access to high-quality STD clinical care for 
persons seeking medical services for symptoms of STDs in private and 
public medical-care settings.  

2. Screen for asymptomatic or unrecognized STD infections in medical-care 
settings according to current guidelines, and expand screening as needed 
based on prevalence of infections detected in pilot screening efforts.  

3. Establish or expand STD screening in nonmedical settings where persons 
at high risk for HIV infection and curable STDs are encountered and can 
be treated efficiently, including jails and other correctional facilities, 
substance abuse treatment centers, and hospital emergency departments.  

4. Provide cross-training to program and management staff, including HIV 
prevention community planning groups, on the role of STD detection and 
treatment in HIV prevention.  

Enhanced Screening for STDs in Medical Settings  

• All sexually active females aged less than 25 years visiting health-care 
providers for any reason should be screened for chlamydia and gonorrhea 
at least once per year.  
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• All young, sexually active men should be screened routinely for chlamydial 
and gonococcal   Health-care settings in which this screening can occur 
are emergency departments, walk-in clinics, community and migrant-
worker health centers, clinics for adolescents, school-based clinics, clinics 
in correctional facilities, and primary-care provider offices (during routine 
physical examinations). Adolescent and young MSM particularly are at 
high risk for HIV infection and other STDs and constitute a critically 
important population for routine STD screening.  

• In addition to routinely screening adolescents and young adults, clinicians 
also should provide chlamydia and gonorrhea screening at least once per 
year to older, higher-risk males and females visiting health-care providers 
for any reason. Examples of higher-risk persons are those who abuse 
substances, persons with a history of STDs or more than one sex partner 
per year, those in correctional facilities, and persons from communities 
with high rates of STDs.  

• Serologic screening for syphilis should be conducted in high-risk persons 
(e.g., those with multiple sex partners or who have exchanged sex for 
money or drugs, persons admitted to jails, and users of illicit drugs).  

• Persons already infected with HIV should be screened routinely for STDs.  
• Specifically, all HIV-infected persons who might be at risk for STD 

acquisition should be screened regularly for curable STDs, including 
gonorrhea, chlamydial infection, syphilis, and -- among women -- 
trichomoniasis.  

Recommendations for STD screening in nonmedical settings:  

• Persons entering correctional and detention facilities should be screened 
for syphilis, gonorrhea, and chlamydia. When possible, females also 
should be screened for trichomoniasis and bacterial vaginosis.   

• Adolescents should be screened for gonorrhea and chlamydia in 
institutions that serve them, including schools, community-based 
programs for at-risk populations, and employment/training (e.g., Job 
Corps), sports, and summer youth programs.   

• High-risk persons in street settings should be screened for gonorrhea, 
chlamydia, and syphilis whenever feasible during community outreach 
programs designed to prevent HIV infection.   

Improving and Using Surveillance for STD V Prevention  

Improved quality, completeness, and timeliness of STD surveillance can provide 
critical information to target early STD detection and treatment and prevention 
strategies. Expanded early detection of STDs within a jurisdiction should lead to 
more complete STD surveillance data, which could be an important element of 
the epidemiologic profile used by prevention community planning groups.  

 






