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Dengue is not endemic in the continental United States;
most cases occur in returning travelers. During August—No-
vember 2024, a total of 14 locally acquired cases of den-
gue were identified in Los Angeles County, California, USA.
Epidemiologic evidence indicates that locally acquired
cases occurred in several neighborhoods, suggesting short
transmission chains after introductions from returning trav-
elers. In one neighborhood, evidence supported ongoing
transmission for up to 7 weeks. Median patient age was

engue, a mosquitoborne disease caused by 4

dengue virus types (DENV-1-4), is transmitted
mainly by Aedes aegypti and Ae. albopictus mosquitoes.
Symptoms usually appear 2-7 days after infection and
can include fever, headache, retro-orbital pain, joint
and muscle pain, and rash. Most cases are mild, but
severe dengue can cause bleeding, shock, and death.
Dengue causes substantial global illness and death. In
2024, global incidence reached record levels (1); 13
million cases were reported in the Americas, far sur-
passing previous years (2). Dengue is not endemic in
the continental United States; most cases occur in re-
turning travelers, but sporadic local transmission has
been documented, including in California (3).

Dengue is reportable in Los Angeles County
(LAC), California, where a marked increase in travel-
associated cases has been observed. In 2024, a total of

54 (range 5-79) years; 8 (57%) patients were female and
6 (43%) male, and 6 (43%) required hospitalization. Delays
in healthcare seeking and diagnoses were noted; median
time from symptom onset to specimen collection for dengue
testing was 9 (range 2-34) days. Local dengue transmis-
sion in Los Angeles County highlights the emerging threat
of mosquitoborne disease transmission in nonendemic ar-
eas and the need for rapid and coordinated public health
and vector control responses to interrupt transmission.

222 travel-associated cases were reported in the LAC
Department of Public Health (LACDPH) jurisdic-
tion, compared with 35 during 2022 and 75 during
2023, closely mirroring global increases in dengue
activity. In addition, sporadic locally acquired den-
gue cases were reported by the Pasadena and Long
Beach Public Health Departments in LAC in 2023;
however, no evidence of sustained transmission was
identified (4,5).

On August 30, 2024, LACDPH was notified of a
positive dengue laboratory result for a person with
no recent travel history. Subsequently, several addi-
tional autochthonous dengue cases were identified
across LAC. We describe the public health and vector
control measures implemented during August-No-
vember 2024 to rapidly identify cases and prevent
further local transmission.
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Methods

Case and Outbreak Identification

Healthcare providers or laboratories are mandated to
report dengue cases to LACDPH, which coordinates
laboratory confirmation; interviews patients to col-
lect symptom onset, type and duration of symptoms,
hospitalization, exposure and travel history; and re-
views household composition and medical records.
Cases are classified according to the Council of State
and Territorial Epidemiologists definition (6). Locally
acquired (autochthonous) dengue refers to infections
acquired through local mosquito transmission, as
distinguished from travel-associated cases, in which
infections are acquired elsewhere. A case is classified
as locally acquired if the patient had no travel to den-
gue-risk areas during the 2 weeks before symptom
onset. An outbreak was considered when >2 locally
acquired cases occurred in patients with symptom
onset dates 2-8 weeks apart and primary exposure
sites located <1 mile apart, suggesting sustained lo-
cal transmission. That timeframe accounts for the
combined human incubation period (5-7 days) and
mosquito extrinsic incubation period (8-12 days); the
1-mile radius reflects the limited flight range of Aedes
mosquitoes (=150 meters).

Public Health Response

LACDPH had initiated an intradepartmental plan-
ning effort between principals in the Disease Con-
trol and Health Protection bureaus in anticipation
of a local outbreak, using Centers for Disease Con-
trol and Prevention (CDC) Public Health Emergency
Preparedness funding to develop, train, and exercise
response plans. CDC guidance (7) was also used to
inform the Dengue Response Plan.

Response operations targeted a 150-meter radius
around the patient residence (i.e., the flight span of
an Aedes mosquito). A field command post was es-
tablished to coordinate the deployment of LACDPH
staff, including providing just-in-time training, safety
instructions, and logistical support such as water,
mosquito repellant, and radio communications. An
overview of the outreach population was produced
by linking census-level data from the 2002 Popu-
lation Estimates Program (8) with parcels and ad-
dresses from the 2023 County Tax Assessors Parcels
dataset and census tract-level demographic charac-
teristics from the 2020 American Community Sur-
vey. Metrics included the number of residential and
nonresidential buildings, primary languages spoken,
race, ethnicity, age distribution, and household size.
New cases identified from enhanced surveillance
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expanded the operational fields. Enhanced surveil-
lance included offering testing to all household mem-
bers, attempts to contact nearby households, and
reviewing emergency department visit data in the
affected area (Appendix, https://wwwnc.cdc.gov/
EID/article/32/5/25-1812-App1.pdf).

Vector Control Response

Five independent vector control districts (VCDs)
serve the LACDPH jurisdiction. When a locally ac-
quired dengue case is identified, LACDPH notifies
the relevant VCD, which implements enhanced, tar-
geted mosquito control activities within the 150-me-
ter radius around the patient’s residence. Activities
include door-to-door property inspections, educa-
tion, increased mosquito trapping and testing, and
larvicidal and adulticidal mosquito abatement.

Laboratory Testing

Healthcare providers and laboratories report positive
results to LACDPH. Specimens were sent to the pub-
lic health laboratory (PHL) for confirmatory PCR and
nonstructural protein (NS) 1 testing, following CDC
guidelines (9). If PCR and NSI1 results were negative
or PCR serotyping was not available, samples were re-
ferred to the California Department of Public Health’s
Viral and Rickettsial Disease Laboratory (VRDL) for
plaque reduction neutralization testing (PRNT) or to
CDC for PRNT and serotyping.

Samples from patients with compatible symp-
toms and equivocal DENV-specific IgM or positive
IgG results also underwent additional IgM and PCR
testing, per CDC guidance. In addition, because of the
potential for cross-reactivity with other flaviviruses,
febrile patients without neuroinvasive disease who
tested positive for West Nile virus (WNV) were also
tested for dengue by IgM, PCR, and NS1. Household
members and neighbors of confirmed patients were
tested by dengue NS1 and IgM assays, and PCR was
performed on positive specimens.

Results

Initial Case Detection

On August 30, 2024, LACDPH was notified of a posi-
tive IgM dengue laboratory result in a resident of
neighborhood A, located in the central San Gabriel
Valley region of LAC (patient 1) (Figure). The patient,
who sought emergency department care in mid-Au-
gust, had fever, leukopenia, and thrombocytopenia
and tested positive for dengue IgM. Medical record re-
view and patient interview confirmed no recent travel.
LACDPH notified the San Gabriel Valley Mosquito
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Figure. Timeline and geographic distribution of autochthonous dengue cases and public health response, Los Angeles County,
California, USA, 2024. A) Timeline of cases (circles) by date of report, or date of confirmation (positive laboratory result) for a household
member. Colors indicate residential neighborhood (see key in panel B); shaded bars indicate vector control and public health response
activities in each neighborhood after identification of a locally acquired case. B) Map of Los Angeles County. Circles indicate cases
identified by neighborhood; numbers indicate total cases per neighborhood. Case identified in neighborhood E was initially classified as
a travel-related case; however, retrospective review revealed travel only to areas without ongoing DENV transmission. Based on that
information, the case was reclassified as locally acquired. Inset shows location of Los Angeles County within California. DENV, dengue

virus; WNV, West Nile virus.

and Vector Control District, which initiated mosquito
control activities within a 150-meter radius of the pa-
tient’s residence. PHL performed additional testing
for dengue NS1 antigen and PCR; both results were
positive, confirming DENV-3 infection. Confirmatory
PRNT testing performed at the California Department
of Public Health’s VRDL also yielded a positive result.

Outbreak Detection

Active case finding was launched within a 150-meter
radius of the patient’s residence using an established
response plan. All household members and neighbors
reached within the radius were offered testing and
provided guidance on dengue prevention, mosquito
breeding reduction, and healthcare seeking. During
the field response, a healthcare provider reported a
case in a person residing near the first patient (pa-
tient 2). In response, testing was offered to household
members, and the outreach radius was expanded to
incorporate households within 150 meters of the new
case; the household testing identified a third case
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(patient 3). Shortly thereafter, another case was re-
ported in a person who lived <1 mile from the ini-
tial cluster (patient 4); testing of household members
identified a fifth case in a child (patient 5). Patients 4
and 5 attended a place of worship with an adjoining
school, identified as a potential secondary exposure
site; we conducted outreach and testing at that loca-
tion. A sixth case (patient 6), reported to LACDPH by
a laboratory, lived near patient 1 outside the 150-me-
ter response area and was not identified during the
field response. All 6 cases were identified within a
1-mile radius over a 7-week period, consistent with
an outbreak involving ongoing local transmission.
Finally, another case (patient 7) was reported by
a laboratory after an 11-day hospital stay during
which dengue was not suspected. Subsequent house-
hold testing identified an additional case (patient 8).
Those cases were farther from the original cluster (3
miles) but closer to the place of worship and school
(1.7 miles). Overall, 8 locally acquired dengue cases
were identified in neighborhood A.
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Additional Introductions

During September-November, 6 additional dengue
cases were identified across 5 distinct areas in LAC;
none had relevant travel history. The first patient,
reported to LACDPH by a healthcare provider, re-
sided in neighborhood B, 37 miles from neighbor-
hood A in the San Fernando Valley. During the field
response, 2 workplaces were identified within the
operation radius, and LACDPH deployed a mobile
response unit to offer testing to all employees; no
additional cases were identified. The second patient
resided in neighborhood C, 5 miles from neighbor-
hood A in the San Gabriel Valley, and sought testing
for dengue after multiple unsuccessful attempts at a
diagnosis; a laboratory notified LACDPH of that case.
A symptomatic household member also tested posi-
tive for DENV, but no further cases were identified
in the surrounding areas. Additional patients were
identified in multiple different areas >20 miles from
neighborhood A. The fourth patient, in neighborhood
D in the city of Los Angeles, was initially misdiag-
nosed with WNV; however, subsequent testing by
PCR and PRNT requested by LACDPH confirmed
DENV infection. Public health and vector control
activities were promptly implemented in response
to those cases to mitigate further spread. Finally, 2
patients were identified in neighborhood E in Los
Angeles and neighborhood F in South Los Angeles
and reported to LACDPH by laboratories. However,
because of low mosquito activity at that time of year,
no door-to-door field responses were mounted in re-
sponse to those cases.

Enhanced Surveillance

In total, 9 field responses were conducted in LAC in
response to case detections for locally acquired den-
gue. Public health responses were extensive, requir-
ing 16 field operations (1 field operation per day); 866
households, 2 worksites, and 1 place of worship and
school were reached during the emergency response,
resulting in 318 completed household surveys. Over-
all, 245 (28%) households declined participation, and
303 (35%) households could not be reached (reasons
included properties were determined as unsafe to ac-
cess, marked as vacant after 2 visits, or no response
was received during outreach).

A total of 224 persons were tested for dengue
during the response; 2 were IgM-positive for DENV.
One sample from an IgM-positive person also had
confirmatory PRNT testing performed at CDC, which
was positive for DENV-1; that person did not report
symptoms and did not meet the case definition. The
second IgM-positive case-patient was also positive
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for NS1 and reported compatible symptoms but had
traveled recently to an area with ongoing dengue
transmission. Therefore, neither patient met the crite-
ria for locally acquired dengue.

Of 314 households surveyed, 44% reported that
household members had experienced mosquito bites
during the previous 2 months. Twenty-three (8%) of
301 households reported that a resident was symp-
tomatic; however, only 1 of those noted as symp-
tomatic was successfully reached for testing during
field responses. One in 5 households (18%; 57/313)
reported that a household member had traveled in-
ternationally or out of state during the previous 2
months. Many households were taking measures to
prevent mosquitoes on their properties and mosqui-
to bites: eliminating standing water on the property
(59%; 188/318), wearing mosquito repellent (44%;
140/318), checking screens and windows for holes or
tears (43%; 138/318), and removing mosquito resting
sites (40%; 126/318). However, 11% (34/318) house-
holds reported that they do not do anything to prevent
mosquitoes. At the time of the survey, 46% (143/314)
of households reported that they were already aware
of a local case of dengue in LAC, primarily from the
news (45%; 65/143), a notice from LACDPH (27%;
39/143), or social media (13%; 18/143).

Syndromic surveillance for dengue in LAC was
conducted during September-December, continuing
for >45 days after the last reported locally acquired
case. During that period, 81 dengue-compatible de-
tections were identified across 4 postal (ZIP) codes
and surrounding areas. After review, LACDPH re-
quested medical records for 12 patients who exhib-
ited compatible clinical symptoms without an alter-
native diagnosis. Specimens were unavailable for 11
(92%) of those patients, and medical record review
did not indicate sufficient clinical suspicion of den-
gue to warrant new specimen collection. One pa-
tient’s specimen was tested at PHL and VRDL, with
negative results for DENV. No additional locally
acquired dengue cases were identified through syn-
dromic surveillance.

Patient Characteristics

For 14 locally acquired dengue cases, median patient
age was 54 (range 5-79) years; 8 (57%) patients were
female and 6 (43%) male (Table). Four (29%) cases
were identified through patient household testing by
public health; the remainder were detected through
healthcare providers. Eight (57%) patients, including
3 household cases, lived in the same neighborhood
(neighborhood A); 6 (43%) of those resided within 1
mile of another patient.
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Six (42.9%) patients reported known mosquito
exposure, whereas 4 (28.6%) patients reported no
history of mosquito bites before symptom onset. All
patients reported fever; 8 (57%) had headache, and 8
(57%) had nausea and vomiting. Six (43%) patients re-
quired hospitalization. No patients met criteria for se-
vere dengue or dengue hemorrhagic fever, and none
died. Infection history was unknown for all patients.

All 14 patients were tested for DENV IgM; 12
were positive, 1 was equivocal, and 1 was nega-
tive. PHL performed confirmatory testing on all
specimens using reverse transcription PCR and NS1

Table. Characteristics of patients with locally acquired dengue
cases, Los Angeles County, California, USA, August—
November 2024*

Characteristic Value
Total 14 (100)
Median age, y (range) 54 (5-79)
Age group, y
0-19 1(7)
20-39 2 (14)
40-59 8 (57)
>60 3(21)
Sex
F 8 (57)
M 6 (43)
Location
Neighborhood A 8 (57)
Neighborhood B 2 (14)
Neighborhood C 1(7)
Neighborhood D 1(7)
Neighborhood E 1(7)
Neighborhood F 1(7)
Epidemiologic link
Household 4 (29)
Neighborhoodt 6 (43)
None 4 (29)
Mosquito exposure
6 (43)
N 4 (29)
Unknown 4 (29)
Symptoms
Fever 14 (100)
Headache 8 (57)
Nausea and vomiting 8 (57)
Chills 7 (50)
Rash 6 (43)
Muscle pain 5 (36)
Joint pain 4 (29)
Diarrhea 2 (14)
Eye pain 1(7)
Hospitalization
Y 6 (43)
N 8 (57)
Serotype
DENV-3 8 (57)
DENV-1 or -3t 2 (14)
DENV-1 1(7)
Unknown 3(21)

*Values are no. (%) except as indicated. Percentages are rounded to the
nearest whole number and may not sum to 100%. DENV, dengue virus.
tResided within 1 mile of a case (includes index patient; includes 2
patients identified through household testing).

tIndeterminant.
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testing. Nine (64%) patients tested positive by NS1
testing, reverse transcription PCR, or both. Addition-
al confirmatory testing using PRNT was performed
for 8 (57%) patients, 5 whose specimens were nega-
tive by both PCR and NSI testing and 3 who had
positive PCR or NS1 testing but no available serotype
information. DENV serotypes were available for 11
(79%) patients; DENV-3 was confirmed for 8 DENV-
1 for 1, and indeterminant for 2 (DENV-1 or DENV-3).
Sequencing results were available for only 1 patient
and confirmed DENV-3 infection.

Median time from symptom onset to seeking
medical care was 2 (range 1-14) days. The median in-
terval from healthcare encounter to specimen collec-
tion was 3.5 (range 0-27) days. Overall, median time
from symptom onset to specimen collection was 10
(range 4-34) days, and median interval from speci-
men collection to reporting to LACDPH was 5 (range
1-17) days. Once a case was reported to LACDPH,
most case interviews were completed <2 days after
notification. Four (31%) cases were first identified
through public health investigation rather than clini-
cal diagnosis. All 4 patients reported symptoms com-
patible with dengue; 2 had previously sought medical
care but were not tested for dengue at that time, and
1 was identified through retrospective testing of re-
sidual clinical specimens.

Vector Control Response

Adult mosquito surveillance using traps placed
within a 150-meter radius of case residences collect-
ed a mixture of Culex, Aedes, and Culiseta spp. mos-
quitoes; Cx. quinquefasciatus mosquitoes were most
abundant. Among Aedes mosquitoes, Ae. aegypti was
the dominant species detected near case households;
Ae. albopictus was detected in low abundance. Dur-
ing property inspections, breeding sources near the
case households were documented; however, formal
larval indices were not calculated because they are
not considered informative for risk assessment (10).
Female Ae. aegypti mosquitoes collected at each trap-
ping site within the response areas were tested for
DENYV, chikungunya virus, and Zika virus; however,
no mosquitoes tested positive for DENV.

Public and Healthcare Provider Outreach

To raise public awareness and promote dengue preven-
tion, LACDPH implemented messaging campaigns fo-
cused on persons who work or reside within a 150-meter
radius of confirmed locally acquired cases. Educational
materials were made available in multiple languages on
the basis of population needs to ensure broad accessi-
bility. During the response, LACDPH issued 6 press re-
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leases and held a press conference in neighborhood A to
enhance public awareness and deliver timely risk com-
munication. A dedicated dengue webpage provided
real-time updates and served as a central resource
for prevention and control resources for the public.
LACDPH issued 2 health advisories to alert healthcare
providers about the risks of local DENV transmission
in LAC, emphasizing the need to consider dengue in
patients with consistent symptoms, regardless of travel
history, in the absence of an alternative diagnosis; or-
der appropriate diagnostic testing for suspected dengue
infection; counsel patients and travelers on preven-
tion strategies; and promptly report dengue cases to
LACDPH to enable timely public health response (11).

Discussion

In 2024, LACDPH identified 14 locally acquired den-
gue cases in LAC, likely from multiple introductions
by infected returning travelers. Epidemiologic evi-
dence suggests that >1 introduction resulted in sus-
tained local transmission, demonstrating the poten-
tial for dengue to emerge in nonendemic areas of the
United States that have competent Aedes mosquito
vectors and suitable environmental conditions. In re-
sponse, LACDPH and partners rapidly implemented
intensive public health and vector control measures,
including active case finding, mosquito control, and
community outreach around patient residences, to
mitigate spread, raise awareness, and promote pre-
vention. The ability to mobilize quickly and coordi-
nate across sectors was aided by the existing LAC
Dengue Response Plan, which provided a structured
multisectoral response framework and established
communication channels to coordinate efforts across
VCDs, laboratories, and state and federal partners.
In addition to dengue preparedness planning, LAC
maintains response plans for other arboviruses, in-
cluding Zika virus; a chikungunya response plan is
under development.

Vector control was central to mitigating DENV
spread in areas at risk for local transmission. Unlike
many other jurisdictions, LAC is served by multiple
independent VCDs, each with its own governance,
operational protocols, and resource levels. This de-
centralized system means that vector surveillance,
outbreak response, and mosquito control activities
depended on the capacity and expertise of the indi-
vidual districts. During this investigation, local vec-
tor control districts identified established Ae. aeqypti
mosquito populations near case households; howev-
er, no DENV-positive mosquitoes were detected. The
absence of positive mosquito pools during localized
outbreaks should be interpreted with caution because
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mosquito infection prevalence can be very low. Stud-
ies from Puerto Rico reported very low mosquito
infection rates even during periods of active dengue
transmission, indicating that the absence of DENV-
positive mosquito pools does not exclude ongoing
transmission (12,13).

During this outbreak, enhanced surveillance
played a crucial role in identifying dengue infections
that might otherwise have gone undetected, improv-
ing understanding of the extent of local transmission
and enabling more tailored public health responses
to interrupt transmission. Of the 6 dengue infections
identified, 4 were household members of previously
confirmed patients, highlighting the importance of
household testing. Dengue virus infections often
cluster within households and nearby areas, mak-
ing household testing an effective strategy to identify
cases and interrupt transmission chains. However,
neighborhood-level door-to-door testing, although
valuable for understanding the extent of local trans-
mission, was resource-intensive and required sub-
stantial staffing and logistical coordination, making it
unsustainable in the long term. Overall participation
rates in door-to-door outreach were modest because
of declined participation or lack of reach (vacancy
or nonresponse), which might have resulted in un-
derascertainment of cases and limited our ability to
fully characterize the extent of local transmission. Al-
though persons reported symptoms during neighbor-
hood outreach, testing proved challenging because
many declined or were unavailable during the field
response and did not follow up with their healthcare
provider or attend mobile health clinics. Workplace
testing was also challenging, in part because of lack
of communication with staff and barriers to sched-
uling during work hours. In contrast, a community
testing event at a place of worship and school, orga-
nized in collaboration with trusted community part-
ners, achieved a high turnout; 68 persons were tested
for dengue. Future responses should prioritize more
resource-efficient strategies, including patient house-
hold testing and community events, while enhancing
provider and public awareness.

Another limitation of this investigation is that
surveillance relied primarily on identifying symp-
tomatic cases consistent with the Council of State
and Territorial Epidemiologists dengue case defi-
nition. Because dengue infections are frequently
asymptomatic or mildly symptomatic, a substan-
tial number might have gone undetected. As a re-
sult, the number of infections identified during this
investigation might underestimate the true extent of
transmission. Future serologic studies could clarify
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the extent of transmission and inform prevention
and control activities.

For this outbreak, health information was dis-
seminated via press releases, social media campaigns,
press conferences, and in-person outreach during
field activities. Messaging was delivered in multiple
languages to ensure accessibility across diverse com-
munities. Those efforts informed residents about den-
gue risk and encouraged measures to reduce mosqui-
to breeding and avoid bites. Going forward, proactive
risk communication will be delivered ahead of the
mosquito season in LAC, aiming to raise awareness of
vectorborne disease risk and provide the public with
tools to prevent infection.

Despite efforts to raise awareness among health-
care providers, clinical recognition of locally acquired
dengue remained limited, and several cases were
not initially suspected as dengue. That challenge is
heightened in nonendemic settings because symp-
toms during the acute phase overlap with those of
other viral illnesses, and clinical suspicion is often
low in the absence of travel history. That issue was
evident in the delays in diagnosis of the local cases.
In this investigation, the median time from symp-
tom onset to specimen collection was 10 (range 4-34)
days, often exceeding the optimal diagnostic window
for PCR and NS1 detection during the first week of ill-
ness (9), and PRNT confirmatory testing was required
for several patients. Those delays likely reflected both
delayed healthcare seeking and missed opportunities
for DENV testing during clinical encounters, high-
lighting the need for increased awareness of locally
acquired dengue among the public and clinicians.
Given the potential for dengue to emerge in nonen-
demic areas, clinicians should maintain a high index
of suspicion for dengue in febrile patients with com-
patible symptoms, regardless of travel history, and
prioritize timely testing to aid in early detection, pre-
vent further transmission, and ensure prompt recog-
nition and management of severe disease.

In addition to clinical challenges, laboratory
testing practices contributed to diagnostic delays.
In several cases, CDC-recommended testing (9) was
not consistently performed by providers, requiring
follow-up confirmatory testing at PHL and state or
federal laboratories, extending the time to confirm
diagnosis. Once testing was performed, reporting
and public health response occurred relatively rap-
idly. Delayed specimen collection and low viral loads
also limited the availability of specimens suitable for
genomic sequencing, restricting ability to assess ge-
netic relationships between DENV genomes and de-
termine whether cases represented localized spread
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or independent introductions. Despite those limi-
tations, the spatial and temporal distribution of the
cases suggests that multiple introductions across
geographically distinct areas of LAC might have oc-
curred during August-November 2024. Fourteen
locally acquired cases were identified across 6 geo-
graphically distinct areas, separated by >5 miles and
up to 37 miles, and no epidemiologic links were iden-
tified. In addition, no recent travel-associated dengue
cases were reported within the postal code of the ini-
tial locally acquired cases during the outbreak period.

In conclusion, local DENV transmission occurred
in LAC during a time of record global dengue inci-
dence, active outbreaks in US territories, and ongoing
travel to endemic areas (14,15), highlighting the need
for heightened vigilance in nonendemic areas where
Aedes mosquitos are established. Effective prepared-
ness depends on coordinated partnerships and mul-
tisectoral response plans, improved clinical recogni-
tion for timely detection, and robust entomologic and
epidemiologic surveillance.

Acknowledgments

We thank the LAC Acute Communicable Disease Control
Epidemiology & Data Unit (Lauren Finn, Monica Jimenez,
Tae Hee Koo, Darien Pasigan, Harry Persaud, Omesh
Ranasinghe); the Public Health Laboratory molecular
epidemiology, serology, bioinformatics, and sequencing
units (Heran Berhanu, Lee Borenstein, Monique Sanchez,
Ayla Quraishi, Isabel Mendoza, Alen Karamian, Sophia
Serrano, Hector Rivas, Jacob Garrigues, Kathryn Siemers);
the LACDPH Geographic Information System Unit (Jake
Campbell, Margaret Carlin, Victoria Elmore, Deborah
Hernandez, Nicole Richardson, Benjamin Stone); the
Emergency Preparedness and Response Division (EPRD)
Policy and Planning, Emergency Planning and Analysis
Unit (Dee Ann Bagwell, Hazel Escusa, Caitlin Harvey,
Samir Patel, Kristina Rattnanak); the EPRD Emergency
Operations Program (Christineh Aivazian, John Allen,
Linda Aragon, Amoriz Castillon, Louis Jasper, John
Opalski, Mike Rogers, Josue Rosas); the Community

and Field Services Outreach and District teams; the
Office of Worker Health and Safety (Alice Berliner, Lisa
Patrick-Mudd); the VCDs (Greater Los Angeles County
Vector Control Operations, Scientific-Technical, and
Communications staff); the LACDPH Communications
team (Becky Schlikerman Sernik, Nancy Rodriguez); the
CDC Dengue Branch (National Center for Emerging and
Zoonotic Infectious Diseases, Division of Vector-Borne
Pathogens); and the California Department of Public
Health Viral and Rickettsial Disease Laboratory for
assistance in performing plaque reduction neutralization
testing, and the California Department of Public Health.

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 32, No. 5, May 2026



This project was funded by CDC as part of a financial
assistance award totaling $8,448,660.

This activity was reviewed by the Los Angeles County
Department of Public Health Institutional Review Board
and CDC, was deemed not research, and was conducted
consistent with applicable federal law and CDC policy
(8§45 C.F.R. part 46, 21 C.F.R. part 56; 42 U.S.C. Sect. 241(d);
5 U.S.C. Sect. 552a; 44 U.S.C. Sect. 3501 et seq.).

About the Author

Dr. Vaughan is a CDC Epidemic Intelligence Service
officer based in the Los Angeles County Department of
Public Health. Her interests include emerging and
zoonotic infectious diseases, outbreak response, and
pandemic preparedness.

References

1. Centers for Disease Control and Prevention. Dengue data,
2024 [cited 2025 Feb 4]. https:/ /www.cdc.gov/dengue/
data-research/facts-stats/historic-data.html

2. Pan American Health Organization/World Health
Organization. Dengue epidemiological situation in the
Region of the Americas —epidemiological week 17, 2025
[cited 2025 May 20]. https:/ /www.paho.org/en/
arbo-portal / dengue-data-and-analysis

3. Centers for Disease Control and Prevention. Data and
statistics on dengue in the United States. 2025 [cited 2025
Nov 13]. https:/ /www.cdc.gov/dengue/data-research/
facts-stats/index.html

4. Feaster M, Patrick R, Oshiro M, Kuan M, Goh YY,
Carmona M, et al. Notes from the field: first locally acquired
dengue virus infections — Pasadena, California, October-
December 2023. MMWR Morb Mortal Wkly Rep.
2024;73:955-6. https:/ /doi.org/10.15585/ mmw.mm7342a4

5. City of Long Beach. Long Beach Health Department confirms
case of locally acquired dengue. 2023 Nov 1 [cited 2025
May 21]. https:/ /longbeach.gov/ press-releases/
long-beach-health-department-confirms-case-of-locally-
acquired-dengue

6. Centers for Disease Control and Prevention. Dengue virus
infections 2015 case definition. 2021 Jun 11 [cited 2025

Autochthonous Dengue, California, USA

Feb 7]. https:/ /ndc.services.cdc.gov/ case-definitions/
dengue-virus-infections-2015
7. Centers for Disease Control and Prevention. Response to
dengue cases in non-endemic areas of the United States. 2024
[cited 2025 Aug 29]. https:/ /www.cdc.gov/dengue/media/
pdfs/2024/08/response_to_dengue.pdf
8. County of Los Angeles Internal Services Department,
Information Technology Service, Geographic Information
Systems Section. Population estimates of Los Angeles
County tract-city and countywide statistical area splits by
age, sex, and race/ ethnicity for 2022. Los Angeles, CA:
Hedderson Demographic Services; 2023.
9. Centers for Disease Control and Prevention. Clinical
testing guidance for dengue. 2025 [cited 2025 May 21].
https:/ /www.cdc.gov/dengue/hcp/diagnosis-testing/
index.html
10. Bowman LR, Runge-Ranzinger S, McCall PJ. Assessing
the relationship between vector indices and dengue
transmission: a systematic review of the evidence.
PLoS Negl Trop Dis. 2014;8:e2848. https:/ /doi.org/10.1371/
journal.pntd.0002848
11. Los Angeles County Department of Public Health. LAC DPH
alert: locally acquired case of dengue in Los Angeles County
[cited 2025 Feb 4]. https:/ /t.e2ma.net/ webview/zf62nz/
bb8a8592ee3adabe7519e4d898e6632b
12. Barrera R, Acevedo-Soto V, Ruiz-Valcarcel J, Medina J,
Rivera R, Otero L, et al. Defining Aedes aegypti density
thresholds for preventing human arboviral infections.
Acta Trop. 2025;267:107688. https:/ /doi.org/10.1016/
j-actatropica.2025.107688
13. Otero LM, Medina J, Ruiz-Valcarcel ], Rivera R,
Maldonado Y, Torres J, et al. Monitoring dengue virus in
Aedes aegypti to improve dengue surveillance and control in
Puerto Rico. Viruses. 2025;17:1539. https:/ / doi.org/10.3390/
v17121539
14. Centers for Disease Control and Prevention. Public
health considerations for dengue. 2025 [cited 2025 May 2].
https:/ /www.cdc.gov/dengue/php/public-health-
considerations/index.html
15. Centers for Disease Control and Prevention. CDC health
advisory: increased risk of dengue virus infections in the
United States [cited 2025 May 20]. https:/ /t.e2ma.net/
webview/zf6émzy / fa56fa575dfaecc6d437cc532872ace3

Address for correspondence: Aisling Vaughan, Centers for
Disease Control and Prevention, 1600 Clifton Rd NE, Mailstop
US10-1, Atlanta, GA 30329-4018, USA; email: avaughan2@cdc.gov

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 32, No. 5, May 2026 727



