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Public Health Data Supports 

Primary Care Physicians and 

Good Medical Decisions 

 
 

Working Models  

Å   Acute :  Fungal Meningitis Outbreak 

Å   Chronic :  Georgia Infant Mortality  

 



Public Health Obligation to 

Primary Care Physicians 
ÅAcute :    

ÁInforming  

ÁMonitoring  

ÁGlobal View 

ÅChronic :   

ÁData 

ÁFacilitate collaboration 

ÁActive participation  

   



Outbreak Detection 
ÅSep. 18, 2012, TN clinician reports case of 

Aspergillus meningitis from epidural steroid 
injection 

ÅFungal meningitis is rare, typically occurs in 
immunosuppressed persons 

ÅCDC notified; by Sep. 25, active surveillance 
identified 7 more patients with fungal 
meningitis from same TN clinic and one from  
NC clinic 

ÅThese 9 patients received injections of 
preservative-free methylprednisolone  acetate 
from New England Compounding Center 
(NECC) in Framingham, MA 

 

 



Initial Recall 

ÅSep. 26, 2012, FDA and NECC issued  

voluntary recall of the three lots of 

methylprednisolone  (05212012@68, 

06292012@26, and 08102012@51) 

ÅSince May 21, 2012, vials from these lots were 

distributed to 76 facilities in 23 states 

ÅSep. 28, 2012, CDC notified all affected states, 

including Georgia 

 

 



 

Multi -state Fungal Meningitis Outbreak - 

Current Case Count  
02-19-13 

 
 



GA Epidemiologic Investigation 

Priority #1 
   Rapid recognition of illness 

and prompt initiation of 
therapy to prevent severe 
complications  

 
Å Notified 180 patients  
ÅWarned patients to pay 

attention to symptoms and 
alerted physicians to consider 
fungal meningitis  

Å Electronic communication to 
32,000 physicians/PAs in GA 

ÅMonitored exposed cohort 
for at least 6 week period 
(last injection September 24) 



Epidemiologic Investigation 

 Initial Findings 
ÅMedian case-patient age ~68 years 

ÅMedian incubation period ~19 days  

ÅTN data showed infection significantly associated 
with age > 60 years, females, multiple injections, 
and receipt of Lot 06 

ÅMany case-patients had mild symptoms yet 
elevated white cells in their CSF indicating 
meningitis 

ÅAmong case-patients, the first presenting 
symptom often was headache 



Epidemiologic Investigation 

ÅGoals: 

ïIdentify population at risk (those exposed to the 3 

implicated lots of steroid)  

ïIdentify period of risk (initial data suggested up to 

6 weeks or longer incubation period)  

ïIdentify cases of fungal meningitis as early as 

possible 

ïElucidate risk factors for infection 

ïFacilitate early treatment  

ÅNationally, 14,000 patients received MPA injections 

from the three implicated lots (180 patients in 

Georgia)   

 

 



Risk Assessment as Foundation of 

Clinical Guidance 
     CDC analysis 

suggested that the 

estimated risk of 

developing 

meningitis was no 

greater than 5% on 

the 26th day 

following their last 

injection, and then 

decreased to a risk of 

no greater than 1% 

by 6 weeks (42 days) 

following injection.  



Laboratory Investigation 

ÅCDC developed rapid polymerase chain 
reaction (PCR) test to identify fungi in 
patientsõ CSF (research test) 

ÅIndex case had an Aspergillus infection, but 
predominant fungus identified in patients 
was Exserohilum rostratum 

ÅExserohilum species are environmental fungi 
common in grass and soil, rarely identified as 
human pathogens 

ÅOct. 4, 2012, CDC and FDA confirmed 
Exserohilum in unopened vials of MPA from 
two of the three implicated lots (06 and 08)  

 

 
 
 

 



Environmental Investigation 

ÅFDA investigated NECC facility, observed 
multiple problems with the clean room including 
physical proximity to a recycling plant generating 
dust, dirt, and debris 

ÅIdentified several species of Bacillus bacteria and 
other fungi present in NECC products 
betamethasone, triamcinolone , and cardioplegia 
solution 

 

 

 



Georgia Case 

ÅFirst case of fungal 

meningitis in Georgia 

identified on Oct. 23 

Å66 year-old female from 

Bibb County (Macon) 

ÅReceived MPA injection 

from Lot 06 in late 

August 

ÅWas not hospitalized, is 

doing well  



Control Measures 
ÅOctober 6, 2012, NECC voluntarily recalled all products  

compounded at and distributed from facility in 
Framingham, MA 

ÅOctober 15, 2012, FDA recommended physicians follow up 
with patients administered any NECC injectable product 
since May 21, 2012 

ÅOctober 31, 2012, FDA announced Ameridose, LLC (sister 
company to NECC) voluntarily recalled all unexpired 
products in circulation  

ÅTo date, no evidence of another outbreak (or infections) 
linked to other NECC or Ameridose products  

 

 

 

 

 

 



What Have We Learned? 

ÅRapid response to outbreak requires   

cooperation and communication between 

clinicians, state and local health 

departments, CDC and FDA 

ÅBe prepared to detect and respond to    

emerging infections 

ÅExpect the unexpected  



Surveillance Informs Mitigation: 

H1N1 Example 

   The success of any disease containment 
strategy is founded upon surveillance, e.g. 
H1N1 response   

ÅIdentified cases for isolation 

ÅIdentified populations most at risk for 
severe clinical outcomes (pregnant women) 
to prioritize scarce vaccine in beginning  

ÅLead to targeted vaccination campaignsñ
pregnant women 



Georgia Infant Mortality  
 



Infant Mortality  

ÅInfant mortality is death of a live born 
infant before the first birthday  

ÅDuring 2002-2006, an infant died in 
Georgia every 7 hours and 36 minutes.  
Thatõs the death of 5743 babies in that 5 
year span or 3 babies every day 

ÅGeorgiaõs Infant Mortality Rate (IMR) 
between 2002-2006 was 8.4 per 1000 live 
births 

Å15-20% above the national average 

 



Infant Mortality Report  

www.dph.ga.gov/publications 



Infant Mortality Clusters within 

Georgia, 2002-2006 

 



Infant Mortality 2002 -2006 

ÅGeorgiaõs IMR: 8.4 per 1,000 live births 

    - Atlanta area 11.8 

    - Augusta area 15.1 

    - Columbus area 15.8 

    - Macon area 14.7 

    - Savannah area 13.3 

    - Valdosta area 17.5 

           



Leading Causes of Infant Death  

by Cluster 

A B C D E F 

Congenital malformations, chromosomal 

abnormalities 
2 3 2 2 3 3 

Newborn affected by maternal complications 

of pregnancy 
2 

Respiratory distress of newborn 1 

Short for gestational age, LBW, not otherwise 

classified 
1 2 1 1 1 1 

Sudden infant death syndrome 3 3 3 2 



Infant Mortality Task Force 

ÅChairman, Mitch Rodriguez, M.D. 

ÅTask Force Members 
 o Georgia Department of Public Health 

o Regional Perinatal Centers 

o Georgia Hospital Association 

o Medical Societies (AAP, FP, OBGYN) 

o Private Foundations 

o March of Dimes 

o Private Industry 

o Nurse Midwives 

o Hospitals 

o Academia 

o Georgia Department of Community Health/Medicaid 

o Care management organizations (CMO) 



Infant Mortality Strategic Plan 

Measurable Objective #1  

ÅStrengthen the regional perinatal system 
through defined standards of care by 2016 

ÅStrengthen the regional perinatal system 
through the development of standards of care 
to improve health outcomes 

ÅDevelop a perinatal quality collaborative with 
multiple partners modeled after existing 
quality collaboratives in other states 

ÅDevelop a maternal mortality review 
committee to monitor deaths  

 

 
 

 

 

 

 

 



Regional Perinatal System 

www.dph.ga.gov/publications 



Infant Mortality Strategic Plan 

 Measureable Objective # 2  
 

ÅDevelop 3 targeted educational campaigns on 
IM related issues by 2016 
 

o  Work with partners to develop a targeted educational 
campaign regarding breastfeeding with a focus on 
baby-friendly hospitals and the business case for 
breastfeeding 

o  Work with partners to develop a targeted educational 
campaign regarding smoking cessation to reduce 
poor birth outcomes and infant deaths  

o  Work with partners to develop a targeted educational 
campaign regarding safe sleep to reduce infant 
deaths 

    

 

 

 

 
 



Breastfeeding 

ÅBased on 2011 data*, only 66.4% of 
Georgia mothers start breastfeeding after 
delivery 

ÅHealthy People 2020 Goal: 81.9% 

 

 

 
 
     

 

 

     

    *2011 combined GA Birth Certificate & Newborn Screening data 

 



Baby-Friendly Facilities 

SOURCE: CDC National Survey of Maternity Practices in Infant Nutrition and Care (mPINC), 2011 



Safe Sleep for Babies 



 

Role for Hospital and Physicians 

ÅCreate Safe Sleep Policies for NICU & Well Baby 

Nursery 

ÅTrain staff 

ÅEndorse and model  

ïSupine Sleep Position 

ïEducate families on safe sleep guidelines  

 

 

 

 



Infant Mortality Strategic Plan 

 Measureable Objective # 3  

 
ÅDevelop external collaborations to support IM 

initiatives of other organizations by 2013  

 
ïWork with GA Department of Community Health 

and others to improve utilization of the 1115 
waiver 

 

ïWork with the Georgia Hospital Association, the 
March of Dimes, and others to reduce early 
elective deliveries 
 

 



GHA Partnership to Eliminate  

Early Elective Deliveries 
1
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Percentage of Births 

Data Source: 2006 Georgia Birth-Hospital Discharge linked file 

34-36 Weeks Gestation 37-38 Weeks Gestation 



4.73% 4.71% 
4.59% 

4.24% 

5.94% 

6.51% 

6.19% 

5.66% 

37 weeks 38 weeks 39 weeks 40 weeks

All Deliveries Non-medically Indicated Elective Deliveries

Percent of 37 -40 week -ers admitted to the 

NICU comparing all deliveries to elective 

deliveries  



2.66% 
2.78% 2.83% 

2.60% 

3.33% 

3.86% 

3.67% 3.68% 

37 weeks 38 weeks 39 weeks 40 weeks

All Deliveries Non-medically Indicated Elective Deliveries

Percent of 37 -40 week -ers needing assisted 

ventilation immediately after birth 

comparing all deliveries to elective deliveries  



1.01% 1% 

1.10% 

0.94% 

1.25% 

1.19% 

1.33% 

1.14% 

37 weeks 38 weeks 39 weeks 40 weeks

All Deliveries Non-medically Indicated Elective Deliveries

Percent of 37 -40 week -ers on antibiotics 

comparing all deliveries to elective deliveries  



Math Standardized Score ELA Standardized Score
Reading Standardized

Score

37 Weeks Gestation 335.4 326.9 337.5

39 Weeks Gestation 337.5 328.5 339.3
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The Relationship Between Standardized Test Scores and 

Gestational Age Adjusting for Motherõs Age and  

Education Level  
 



Early Elective Deliveries  

in Georgia 
  

   Reduced 39 week elective deliveries in 

Georgia through public and private 

collaboration (GHA, March of Dimes, 

Ob/Gyn Society, Georgia Chapter of the 

American Academy of Pediatrics) 

Å 65% in 2009            

Å 4.12% in September 2012 



Delivery Outcomes: Preterm Birth 

Dougherty County Percentages 
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Delivery Outcomes: Low Birth Weight  

Dougherty County Centering Patients 
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Centering Patients  Dougherty County WIC  

74% 

26% 
Breast

feeding

Formula

39% 

61% 

Breast

feeding
Formula

Breastfeeding Initiation Rates 


