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Typhoid and Paratyphoid Fever Investigation Checklist
for Local Health Departments

Local health department staff should follow these steps, not necessarily always in order, when
investigating reports of typhoid and paratyphoid fever. For more detailed information refer to the
Typhoid and Paratyphoid Fever Disease Chapter. Typhoid and paratyphoid fever are Priority Level 3
diseases and critical details should be entered into the Communicable Disease Reporting and
Surveillance System (CDRSS) within 5 days.
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Review laboratory details to confirm the test result. If the case has not been submitted via
CDRSS, create a case.

Follow up with the laboratory to ensure a specimen has been submitted to the state
laboratory (NJ PHEL) for further testing as per the NJ Administrative Code.

Assess the case-patient for high-risk activities (e.g., daycare attendee, food handler) and
exclude from school or work in accordance with NJDOH Exclusion Criteria.

Interview the case-patient (parent/guardian if case-patient is a minor) via phone using the
“Typhoid and Paratyphoid Fever Surveillance Report Form”. Do not fax the form to the
physician or mail to the home of the case-patient for completion.

Provide education to the case-patient; additional information can be found on the NJDOH and
CDC disease pages.

Enter critical details (demographics, signs/symptoms, clinical status, additional laboratory
information, and industry/occupation) into the CDRSS case.

Enter relevant information (travel, vaccination, antibiotic sensitivity testing) into the Sources
of Infection and Risk Factors section within the CDRSS case.

Notify the appropriate local health department and document in CDRSS if a food
establishment, restaurant, etc. from another jurisdiction is identified as a possible source of
exposure.

Inform the Foodborne and Waterborne Disease Unit at cds.fwd.epi@doh.nj.gov if an outbreak
is suspected.

Enter any additional symptomatic contacts identified through the interview into the Contact
Tracing section within CDRSS and follow case investigation as appropriate.

Submit the completed “Typhoid and Paratyphoid Fever Surveillance Report Form” via email to
the Foodborne and Waterborne Disease Unit at cds.fwd.epi@doh.nj.gov or fax to 609-826-
5972 or 609-292-5811.

Document dates/times of at least three attempts made to reach the case-patient into the
Sources of Infection and Risk Factors section within CDRSS if they remain unreachable.

Determine Case Status based on NNDSS case definitions and mark Report Status as “LHD
CLOSED” in CDRSS.
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https://www.nj.gov/health/cd/reporting/acode/
https://www.nj.gov/health/cd/documents/topics/foodborne/foodhandler_exclusion_list.pdf
mailto:cds.fwd.epi@doh.nj.gov
mailto:cds.fwd.epi@doh.nj.gov
https://ndc.services.cdc.gov/
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5. Does the patient work as a foodhandler? | 6. Citizenship:

EIYes EINO DUnk. DU.S. EIOther:

4, Sex:

EIMaIe EIFemaIe EIUnk.

7. Was the patient ill with typhoid If Yes, give date of 8. Was the patient  [f Yes, how many days was | 9. Outcome

otr)é)ara_typlhoit_j feﬁ/erg (fiver, ) onset of symptoms: hospitalized? the patient hospitalized? of case:
abdominal pain, headache, etc Clves Clno Clunk. [JRrecovered [Ipied
EIYes EINO EIUnk. DMOD DDEWD Dyn DDaysD EIUnk.

ATORY DATA

10. Date Salmonella first isolated:  Site(s) of isolation:

D D D D D (check all that apply)
Mo. Day Y. DBIood I:IStooI I:IGaII Bladder I:IOther (specify):

Serotype:

EITyphi DParatyphi A DParatyphi B EIParatyphi C
o Ampicillin:.........ooooi EIYes EINO EINot tested

11. Was antibiotic sensitivity testing performed
on this (these) isolate(s) at the laboratory?

(Please contact the clinical laboratory for If Yes, was e Chloramphenicol:.........c...ccooeiiininn. Eves Clno Dot tested
this information) ﬁg;sc;;gnatnt';rn e Trimethoprim-sulfamethoxazole: ........... ves [Ino [INot tested
Cves Clnvo Clunk. ' ¢ Fluoroquinolones (e.g., Ciprofloxacin):.... Clves CIno Dot tested

EPIDEMIOLOGIC DATA

12. Did this case occur as part of an outbreak?
(two or more cases of typhoid or paratyphoid fever associated by time and place) EIYes EINo EIUnk‘

Year received

13. Did the patient receive typhoid vaccination

#irilrén;g;yr:%gfegrgrol?ggitgpiImggslg If Yes, « Oral Ty21a or Vivotif (Berna) four pill series: .... [JvesCIno[Junk.
Dlves Clve ] ’ indicate type
Yes L_INo L_unk. of vaccine . R . DD
received: e ViCPS or Typhim Vi shot (Pasteur Merieux):..... [ Jves[_Ino[Junk.

14. Did the patient travel or live outside If Yes, please list in order the countries visited during the 30 days

the United States during the 30 days before the illness began: (other than the United States) Date of most recent return or
before the illness began? entry to the United States:

EIYes EINO EIUnk. L > DD DD D

2. 4. Day yr.
15. Was the purpose of the international travel:
a.Business?...........ocoiiiii Clves Clnvo Eunk. d.Immigrationto U.S.?...............cooini EIYes Cvo EIUnk.
b.Tourism?.......coiiiiiiii Clves Clno [Hunk. e.0ther?. ..o EIYes EINO EIUnk.
c. Visiting relatives or friends?.................. EIYes DNO Cunk. (if other, specify):
16. Was the case If Yes, was the carrier previously
traced to a typhoid or paratyphoid carrier?......... ves Cvoe Cunk. known to the health department?......... Clves Cvoe Clunk.

17. Comments:

18. Name of Person
Completing Form:

Address:

Date: 07/16/2024

Mo. Day Yr.

—THANK YOU VERY MUCH FOR TAKING THE TIME TO COMPLETE THIS FORM —

Please send a copy to your STATE EPIDEMIOLOGY OFFICE and the
Enteric Diseases Epidemiology Branch, Centers for Disease Control and Prevention
Mailstop C-09, Atlanta, Georgia 30333 e Fax: (404) 639-2205

Publicreportingburdenofthiscollectionofinformationisestimatedtoaverage20minutesperresponse, includingthetimeforreviewinginstructions, searchingexistingdatasources, gatheringand maintainingthedataneeded,and completingand
reviewingthecollectionofinformation.Anagencymaynotconductorsponsor,andapersonisnotrequiredtorespondtoacollectionofinformationunlessitdisplaysacurrentlyvalid OMBcontrolnumber.Sendcommentsregardingthisburdenestimate
or any other aspect of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS D-24, Atlanta, Georgia 30333; ATTN: PRA (0920-0728).
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