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Influenza is a major cause of morbidity and mortality
in the United States, with an average of 36,000 deaths
attributed to the disease annually (1). Patients with
influenza-like illness (ILI) often are evaluated by their
primary-care physicians (PCPs). Antiviral therapy initi-
ated within 48 hours of ILI symptom onset can shorten
the course of influenza illness; antiviral therapy also is
used as chemoprophylaxis for influenza, particularly in
institutions and communities (2). Early laboratory diag-
nosis and knowing when influenza is circulating in the
community can guide effective clinical management. To
assess influenza-testing and antiviral-agent prescribing
practices during the 2006–07 influenza season, person-
nel at four of 10 Emerging Infections Program (EIP) sites
with influenza hospitalization surveillance surveyed PCPs.
This report describes the results of that survey, which
indicated that 69.0% of the PCPs administered influenza
tests to patients who had ILI during the influenza season
and 53.8% prescribed antiviral agents, including two (i.e.,
amantadine and rimantadine) no longer recommended by
CDC. Health agencies, medical societies, and continu-
ing medical education organizations should advance
programs for physicians that increase awareness of rec-
ommendations regarding appropriate influenza testing
and use of antiviral agents.

EIP is a network of state health departments, academic
institutions, and local collaborators funded by CDC to
assess the effect of emerging infections and evaluate meth-
ods for their prevention and control.* EIP personnel iden-
tified PCPs (defined as physicians in family practice,
internal medicine, obstetrics/gynecology, or pediatrics) via

state licensure databases. Random sampling was used to
select a representative sample for each PCP type† from
the following EIP sites: Connecticut (New Haven County);
Minnesota (seven counties in the Minneapolis/St. Paul
metropolitan area); New Mexico (four counties includ-
ing the Albuquerque and Las Cruces metropolitan areas);
and New York (15 counties in the Albany and Rochester
metropolitan areas). A self-administered survey was mailed
to PCPs in March–April 2007, with a second mailing to
nonresponders in May–June, and a repeat mailing or fax
in July–August. Participants were asked whether, since
October 2006, they had evaluated patients with ILI
(defined as a temperature of >100.0°F [>37.8°C] with a
cough or sore throat) and whether they provided direct
patient care >8 hours per week. Participants were asked
to indicate whether they tested patients for influenza and,
if so, which test types were used (i.e., viral culture, serol-
ogy, or rapid antigen) and which types of rapid antigen

* Additional information is available at http://www.cdc.gov/ncidod/osr/site/eip/
index.htm.

† Sampling was conducted among physicians licensed in family practice, internal
medicine, obstetrics/gynecology, or pediatrics, regardless of whether they also
were licensed in other specialties. However, to better focus data analysis on
practices among front-line, primary-care physicians, any physicians who reported
other specialties or subspecialties in addition to or instead of any of the four
designated PCP groups were excluded from the final analysis.

http://www.cdc.gov/ncidod/osr/site/eip/index.htm
http://www.cdc.gov/ncidod/osr/site/eip/index.htm
http://www.cdc.gov/mmwr
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tests were used (i.e., point-of-care testing or off-site
testing§). Participants also were asked whether they had
prescribed antiviral agents since October 2006 and, if so,
which types of antiviral agents they prescribed. In addi-
tion, PCPs were asked their reason for testing patients for
influenza. Finally, physicians who were not involved in
direct patient care >8 hours per week, had not evaluated
patients with ILI, reported any subspecialty, or reported a
specialty other than family practice, internal medicine,
obstetrics/gynecology, or pediatrics were excluded from the
analysis. Chi-square tests were used to compare percent-
ages by PCP type, practice setting (i.e., outpatient versus
hospital based), years in practice, and state.

Of 2,679 physicians surveyed, 1,262 (47.1%) responded;
of these, 730 (57.8%) met the inclusion criteria: 268
(36.7%) in family practice, 213 (29.2%) in internal medi-
cine, 204 (27.9%) in pediatrics, and 45 (6.2%) in
obstetrics/gynecology (Table 1). Overall, 504 (69.0%) PCPs
ordered an influenza test during the 2006–07 influenza
season; 444 (88.0%) ordered rapid antigen testing; 95
(18.8%) ordered viral culture; and 32 (6.3%) ordered
serology. The most commonly cited reasons for ordering an
influenza test were to determine etiology of the illness
(56.5%) and to determine appropriateness for antiviral
treatment (30.8%) (Table 1). The proportion of partici-
pants who ordered influenza testing varied by PCP type:
pediatrics, 75.5%; internal medicine, 73.2%; and family
practice, 69.8%. The number of participants in obstetrics/
gynecology who ordered influenza testing was too small
for a reliable estimate (Table 1). The proportion of partici-
pants who ordered influenza testing also varied by state:
Minnesota, 87.1%; New York, 59.9%; Connecticut,
59.0%; and New Mexico, 55.0% (Table 2). PCPs in prac-
tice >10 years were less likely (66.4%) to order an influ-
enza test than PCPs in practice <10 years (76.0%) (p<0.05).

Among PCPs who ordered influenza testing, use of rapid
antigen testing was highest in Minnesota, followed by New
York, Connecticut, and New Mexico (93.4%, 86.4%,
84.7%, and 70.4%, respectively) (Table 2). Of the 504
PCPs who ordered influenza testing, 275 (54.5%) ordered
off-site rapid antigen testing, and 250 (49.6%) ordered
point-of-care rapid antigen testing (Table 1). Use of off-
site rapid antigen testing was highest in New York (76.2%)
and New Mexico (56.8%), followed by Minnesota (41.0%),
and Connecticut (32.6%) (Table 2). For point-of-care rapid
antigen testing, use was highest in Minnesota (75.9%) and

§ Point-of-care testing occurs when a sample is collected and analysis is performed
in a physician’s office or clinic setting. Off-site testing occurs when a sample is
collected in a physician’s office or clinic setting but sent to a laboratory for
analysis.
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TABLE 1. Influenza-testing and antiviral-agent prescribing practices, by primary-care physician (PCP)* type — Emerging Infections
Program survey, Connecticut, Minnesota, New Mexico, and New York, 2006–07 influenza season

 Family practice Internal medicine Obstetrics/Gynecology Pediatrics Total

Characteristic                            No.    (%)      (95% CI†)       No.     (%)      (95% CI)      No.    (%)        (95% CI)       No.     (%)      (95% CI)       No.    (%)       (95% CI)

Total§ 268 (100.0)        NA¶ 213 (100.0)         NA 45 (100.0)        NA 204 (100.0)        NA 730 (100.0)         NA
Practice setting

Outpatient based§ 181 (67.5) (61.9–73.4) 123 (57.7) (51.1–64.4) 30 (66.7) (52.9–80.4) 146 (71.6) (65.4–77.8) 480 (65.7) (62.3–69.2)
Hospital based 47 (17.5) (13.0–22.1) 28 (13.1) (8.6–17.7) 7      —**        — 39 (19.1) (13.7–24.5) 121 (16.5) (13.9–19.3)
Other/Unknown§ 40 (14.9) (10.7–19.2) 62 (29.1) (23.0–35.2) 8      —          — 19 (9.3) (5.3–13.3) 129 (17.6) (14.9–20.4)

Test patients for influenza§ 187 (69.8) (64.3–75.3) 156 (73.2) (67.3–79.2) 7      —          — 154 (75.5) (69.6–81.4) 504 (69.0) (65.7–72.4)
Reason for testing patients
for influenza
Decide on antiviral treatment§ 66 (35.3) (28.4–42.1) 56 (35.9) (28.4–43.4) 2      —          — 31 (20.1) (13.8–26.5) 155 (30.8) (26.7–34.8)
Desire to know etiology§ 100 (53.5) (46.3–60.6) 79 (50.6) (42.8–58.5) 3      —          — 103 (66.9) (59.5–74.3) 285 (56.5) (52.2–60.9)
Decide whether to admit
to hospital 0     NA           NA        1       —          — 0      NA          NA 0      NA         NA 1     —           —

Other/Unknown 21 (11.2) (6.7–15.8) 20 (12.8) (7.6–18.1) 2      —          — 20 (13.0) (7.7–18.3) 63 (12.5) (9.6–15.4)
Influenza test types
(among those who tested)††

Viral culture§ 31 (16.5) (11.3–21.9) 38 (24.3) (17.6–31.1) 2      —          — 24 (15.5) (9.9–21.3) 95 (18.8) (15.4–22.3)
Serology 13 (6.9) (3.3–10.6) 14 (8.9) (4.5–13.5) 2      —          — 3      —        — 32 (6.3) (4.2–8.5)
Rapid antigen§§ 164 (87.7) (83.0–92.4) 134 (85.8) (80.4–91.4) 6 (85.7) (59.8–100.0) 140 (90.9) (86.4–95.5) 444 (88.0) (85.3–90.9)

Off-site testing 104 (55.6) (48.5–62.7) 90 (57.6) (49.9–65.4) 5 (71.4) (38.0–100.0) 76 (49.3) (41.5–57.3) 275 (54.5) (50.2–58.9)
Point-of-care testing 91 (48.6) (41.5–55.8) 76 (48.7) (40.9–56.6) 3      —         — 80 (51.9) (44.1–59.8) 250 (49.6) (45.2–54.0)

Prescribe antiviral agent§ 178 (66.4) (60.8–72.1) 125 (58.7) (52.1–65.3) 5      —         — 85 (41.7) (34.9–48.4) 393 (53.8) (50.2–57.5)
Type of agent††

Amantadine 34 (19.1) (13.3–24.9) 22 (17.6) (10.9–24.3)    2      —         — 12 (14.1) (6.7–21.5) 70 (17.8) (14.0–21.6)
Rimantadine 19 (10.7) (6.1–15.2) 9      —           — 0      NA           NA      6      —         — 34 (8.7) (5.9–11.4)
Oseltamivir 161 (90.4) (86.1–94.8) 109 (87.2) (81.3–93.1)    2      —         — 70 (82.4) (74.3–90.5) 342 (87.0) (83.7–90.3)
Zanamivir 8      —           — 8       —           — 1       —         — 4      —          — 21 (5.3) (3.1–7.6)
* PCPs were defined as those who were involved in direct patient care >8 hours per week, who evaluated patients with influenza-like illness, and who did not report a specialty

or subspecialty other than family practice, internal medicine, obstetrics/gynecology, or pediatrics.
† Confidence interval.
§ Significant differences among PCP types by chi-square test; p<0.05.
¶ Not applicable.

** Relative standard error is >30%; point estimate is not reliable.
†† Respondents were asked to identify all that apply.
§§ Respondents were asked about each type separately.

Connecticut (56.5%), followed by New York (29.5%), and
New Mexico (20.0%) (Table 2).

Among all 730 eligible PCPs, 393 (53.8%) prescribed
antiviral agents to at least some patients with ILI. Differ-
ences were observed by PCP type: family practice, 66.4%;
internal medicine, 58.7%; and pediatrics, 41.7%. The
number of participants in obstetrics/gynecology who pre-
scribed antiviral agents was too small for a reliable estimate
(Table 1). Differences also were observed by state: Minne-
sota, 62.0%; New York, 50.2%; Connecticut, 48.7%; New
Mexico, 46.3% (Table 2); and practice setting (58% of
outpatient-based PCPs versus 30% of hospital-based PCPs
(p<0.001).

PCPs were asked to identify all antiviral agents they pre-
scribed; 87.0% prescribed oseltamivir, 17.8% amantadine,
8.7% rimantadine, and 5.3% zanamivir (Table 1). Aman-
tadine use was highest in New Mexico (43.2%), followed
by Minnesota (16.6%) and New York (14.2%). Use of
oseltamivir was highest in Connecticut (94.7%), followed
by Minnesota, New York, and New Mexico (90.2%,
85.8%, and 70.3%, respectively) (Table 2).

Reported by: D Fazio, A Laufer, MPH, J Meek, MPH, J Palumbo, MS, Yale
Univ, New Haven, Connecticut. R Lynfield, MD, C Morin, MPH, K Vick,
Minnesota Dept of Health. J Baumbach, MD, M Mueller, MPH, New
Mexico Dept of Health. R Belflower, C Long, MPH, Univ of Rochester, Rochester,
New York. Emerging Infections Program; L Kamimoto, MD, Influenza Div
National Center for Immunization and Respiratory Diseases, CDC.

Editorial Note: Influenza testing can aid in timely diag-
nosis and guide clinical management of patients with ILI
by early identification of patients who might benefit from
antiviral therapy. Diagnostic tests available for detecting
influenza virus include viral culture, polymerase chain
reaction, immunofluorescence, and rapid antigen testing.
The number of rapid antigen tests for influenza has
increased from six tests approved by the Food and Drug
Administration in 2003 to 15 tests in 2007 (3,4). This
survey determined that the majority of PCPs ordered
influenza testing and among those who did, approximately
90% ordered rapid antigen testing.

Many rapid antigen tests for influenza can be performed
by nonlaboratorians in office settings (3,4). This might
explain why PCPs report such high usage of point-of-care
rapid antigen tests. However, the benefit of obtaining
results quickly must be weighed against the low sensitivi-
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TABLE 2. Influenza-testing and antiviral-agent prescribing practices of primary-care physicians (PCP),* by state — Emerging
Infections Program survey, Connecticut, Minnesota, New Mexico, and New York, 2006–07 influenza season

Connecticut Minnesota New Mexico New York Total

Characteristic                            No.    (%)      (95% CI†)       No.     (%)      (95% CI)      No.    (%)        (95% CI)       No.     (%)      (95% CI)       No.    (%)       (95% CI)

Total§ 78 (100.0)        NA¶ 263 (100.0)         NA 80 (100.0)          NA 309 (100.0)        NA 730 (100.0)         NA
Practice setting

Outpatient based§ 53 (67.9) (57.6–78.3) 179 (68.1) (62.4–73.7) 38 (47.5) (36.6–58.4) 210 (68.0) (62.8–73.2) 480 (65.7) (62.3–69.2)
Hospital based§ 14 (17.9) (9.4–26.5) 54 (20.5) (15.7–25.4) 16 (20.0) (11.2–28.8) 37 (12.0) (8.4–15.6) 121 (16.6) (13.9–19.3)
Other/Unknown§ 11 (14.1) (6.4–21.8) 30 (11.4) (7.6–15.3) 26 (32.5) (22.2–42.8) 62 (20.1) (16.6–24.5) 129 (17.6) (14.9–20.4)

Test patients for influenza§ 46 (59.0) (48.1–69.9) 229 (87.1) (83.0–91.1) 44 (55.0) (44.1–65.9) 185 (59.9) (54.4–65.3) 504 (69.0) (65.7–72.4)
Reason for testing patients
for influenza
Decide on antiviral treatment§ 11 (23.9) (11.6–36.2) 84 (36.7) (30.4–42.9) 14 (31.8) (18.1–45.6) 46 (24.9) (18.6–31.1) 155 (30.8) (26.7–34.8)
Desire to know etiology 31 (67.4) (53.8–80.9) 121 (52.8) (46.4–59.3) 24 (54.5) (39.8–69.3) 109 (58.9) (51.8–66.0) 285 (56.5) (52.2–60.9)
Decide whether to admit
to hospital 0     NA          NA 0      NA          NA 0      NA           NA 1     —**         — 1      —           —

Other/Unknown 4     —           — 24 (10.5) (6.5–14.5) 6      —            — 29 (15.7) (10.4–20.9) 63 (12.5) (9.6–15.4)
Influenza test types
(among those who tested)††

Viral culture§ 6      —           — 23 (10.0) (6.2–13.9) 9 (20.4) (8.5–32.4) 57 (30.8) (24.2–37.5) 95 (18.8) (15.4–22.3)
Serology 6      —           — 14 (6.1) (3.0–9.2)   4      —            — 8       —          — 32 (6.3) (4.2–8.5)
Rapid antigen§ §§ 39 (84.7) (74.4–95.2) 214 (93.4) (90.3–96.7) 31 (70.4) (57.0–83.9) 160 (86.4) (81.6–91.4) 444 (88.0) (85.3–90.9)

Off-site testing§ 15 (32.6) (19.1–46.2) 94 (41.0) (34.7–47.2) 25 (56.8) (42.2–71.5) 141 (76.2) (70.1–82.4) 275 (54.5) (50.2–58.9)
Point-of-care testing§ 26 (56.5) (42.2–70.9) 174 (75.9) (70.5–81.5) 13 (29.5) (16.1–43.0) 37 (20.0) (14.2–27.8) 250 (49.6) (45.2–54.0)

Prescribe antiviral agent§ 38 (48.7) (37.6–59.8) 163 (62.0) (56.1–67.9) 37 (46.3) (35.3–57.2) 155 (50.2) (44.6–55.7) 393 (53.8) (50.2–57.5)
Type of agent††

Amantadine§ 5      —           — 27 (16.6) (10.9–22.3) 16 (43.2) (27.3–59.2) 22 (14.2) (8.7–19.7) 70 (17.8) (14.0–21.6)
Rimantadine                             1      —          — 10 (6.1) (2.5–9.8) 4       —            — 19 (12.3) (7.1–17.4) 34 (8.7) (5.9–11.4)
Oseltamivir§ 36 (94.7) (87.6–100.0) 147 (90.2) (85.6–94.8) 26 (70.3) (55.5–85.0) 133 (85.8) (80.3–91.3) 342 (87.0) (83.7–90.3)
Zanamivir                                 2      —            — 7       —           — 2       —           — 10      —          — 21 (5.3) (3.1–7.6)
* PCPs were defined as those who were involved in direct patient care >8 hours per week, who evaluated patients with influenza-like illness, and who did not report a specialty

or subspecialty other than family practice, internal medicine, obstetrics/gynecology, or pediatrics.
† Confidence interval.
§ Significant differences among states by chi-square test; p<0.05.
¶ Not applicable.

** Relative standard error is >30%; point estimate is not reliable.
†† Respondents were asked to identify all that apply.
§§ Respondents were asked about each type separately.

ties of the tests (70%–75%) (3). Because rapid antigen
tests produce incorrect results for 25%–30% of persons
with influenza (3), PCPs should use clinical judgment and
check reports of weekly influenza activity from CDC and
their individual state health departments to guide their
clinical decisions.

Antiviral treatment and chemoprophylaxis decrease the
economic impact of influenza (2). Among PCPs in this sur-
vey, 92.3% listed oseltamivir and zanamivir among the
antiviral agents they prescribed. However, 26.4% of PCPs
also prescribed amantadine or rimantadine. Since January
2006, these agents have not been recommended because of
the high rate of resistance among circulating influenza A
strains (5). PCPs also should be aware of the proper usage
and possible side effects of oseltamivir and zanamivir. Spe-
cifically, pediatric patients receiving oseltamivir should be
monitored closely for signs of neuropsychiatric effects (e.g.,
hallucinations, delirium, or abnormal behavior) through-
out their treatment period, and PCPs should not prescribe
this agent for patients aged <1 year (6). Zanamivir can be
administered to patients aged >7 years or as prophylaxis
for those aged >5 years; however, this agent can cause bron-

chospasm and should not be prescribed to patients with
underlying respiratory disease such as asthma or chronic
obstructive pulmonary disease (7).

Certain women use obstetricians/gynecologists as their
PCPs (8). Seasonal influenza might place pregnant women
at increased risk for medical complications (9). However,
insufficient data on oseltamivir and zanamivir are available
to assess possible risks to the fetus during pregnancy. Use
of these antiviral agents for chemoprophylaxis or treatment
of pregnant women with influenza must be based on a care-
ful risk assessment, and PCPs who provide care to women
who are pregnant should be aware of current recommenda-
tions for influenza vaccine (10).

The findings in this report are subject to at least four
limitations. First, the survey was conducted primarily
among metropolitan-area PCPs, and the results might not
represent practice patterns in rural areas. Second, the
response rate was only 47.1%. Third, the self-reports of
respondents are subject to recall bias and might not reflect the
actual services provided. Finally, results do not reflect the
health-care practices of primary-care providers who are not
physicians (e.g., physician assistants or nurse practitioners).
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A majority of the PCPs surveyed used rapid antigen tests
to guide treatment decisions for patients with ILI. PCPs
who rely on rapid antigen tests should understand the limi-
tations of these tests when interpreting test results.
Although the majority of PCPs reported use of recommended
antiviral agents, some prescribed antiviral agents that are no
longer recommended by CDC. More educational measures
are needed to make PCPs aware of the current treatment
recommendations. Tailoring educational programs to geo-
graphic locales and physician characteristics (e.g., PCP type
or practice setting) might better guide PCP testing and
antiviral-agent prescribing practices for influenza.
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Knowledge and Practices of
Obstetricians and Gynecologists

Regarding Cytomegalovirus
Infection During Pregnancy —

United States, 2007
In the United States, congenital cytomegalovirus (CMV)

infection occurs in approximately 1 in 150 live births (1),
leading to permanent disabilities (e.g., hearing loss, vision
loss, and cognitive impairment) in approximately 1 in 750
live-born children (2). A common mode of CMV trans-
mission to a pregnant woman is through close contact with

infected bodily fluids such as urine or saliva, especially from
young children (3). Because no vaccine is available and treat-
ment options are limited, renewed attention has been given
to prevention of CMV infections among pregnant women
through traditional infection-control practices, such as good
hand hygiene (3). These practices have been encouraged
by organizations such as CDC and the American College
of Obstetricians and Gynecologists (ACOG) (4), which rec-
ommend that obstetricians and gynecologists (OB/GYNs)
counsel women on careful handling of potentially CMV-
infected articles, such as diapers, and thorough hand wash-
ing after close contact with young children (Box). Despite
this increased emphasis on avoiding infection during preg-
nancy, few women are aware of CMV infection and how it
can be prevented (5). During March–May 2007, ACOG
surveyed a national sample of OB/GYNs to assess their
knowledge and practices regarding CMV infection preven-
tion. This report describes the results of that survey, which
indicated that fewer than half (44%) of OB/GYNs sur-
veyed reported counseling their patients about preventing
CMV infection. These results emphasize the need for ad-
ditional training of OB/GYNs regarding CMV infection
prevention and for a better understanding of the reasons

BOX. CDC and American College of Obstetricians (ACOG)
recommendations for reducing risk for cytomegalovirus (CMV)
infection

CDC recommendations for women who are pregnant
or might become pregnant*
• Wash hands often with soap and water, especially

after contact with saliva of or diapers from young chil-
dren. Wash well for 15–20 seconds.

• Do not kiss children aged <6 years on the mouth or
cheek. Instead, kiss them on the head or give them a
hug.

• Do not share food, drinks, or utensils (spoons or forks)
with young children.

ACOG recommendations for obstetricians and
gynecologists on counseling pregnant women†

• Advise careful handling of potentially infected articles,
such as diapers.

• Advise thorough handwashing when around young
children or immunocompromised persons.

• Explain that careful attention to hygiene is effective
in helping prevent CMV transmission.

* Available at http://www.cdc.gov/cmv.
† American College of Obstetricians and Gynecologists. Perinatal viral and

parasitic infections. ACOG Practice Bulletin 20. 20th ed. Washington,
DC: American College of Obstetricians and Gynecologists; 2000.

http://www.cdc.gov/flu/professionals/diagnosis/rapidlab.htm
http://www.cdc.gov/flu/professionals/diagnosis/rapidlab.htm
http://rocheusa.com/products/tamiflu/pi.pdf
http://us.gsk.com/products/assets/us_relenza.pdf
http://us.gsk.com/products/assets/us_relenza.pdf
http://www.cdc.gov/cmv
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that physician knowledge regarding CMV transmission
might not result in patient counseling.

In March 2007, ACOG mailed surveys to members of
the ACOG Collaborative Ambulatory Research Network
(CARN), a group of practicing OB/GYNs who were iden-
tified via a stratified sampling scheme as representative of
ACOG relative to geographic location, age, and sex and
who are invited to participate in periodic ACOG surveys.*
Two additional mailings (in April and May) were sent to
physicians in this group who did not respond. Respon-
dents were excluded if they indicated that they did not
treat obstetric patients (n = 85) or practiced outside the
United States (n = 6). Physicians were asked about their
knowledge and practices related to prevention of several
infections, including CMV, during pregnancy.

Of the 606 eligible CARN members, surveys were
received from 305 (response rate: 50%). The respondents
were statistically different (p<0.05) from the overall group
of ACOG members relative to mean age and geographic
district (Table 1). Although 90% of OB/GYNs reported
knowing that washing hands reduces the risk for CMV
infection during pregnancy, a smaller proportion were aware
that not sharing utensils (57%) and avoiding children’s
saliva (55%) reduces infection risk (Table 2).† Sixty per-
cent of OB/GYNs reported that they routinely recom-
mended hand washing to pregnant women; approximately
one third reported routinely recommending that pregnant
women not share utensils and avoid child saliva (31% and
30%, respectively). Fewer than half (44%) of OB/GYNs
reported having counseled their patients about prevention
of CMV infection.§

Approximately one fourth (27%) of OB/GYNs reported
having diagnosed CMV infection in a pregnant woman since
2003 (Table 2). Among the 86% of OB/GYNs who

reported ever testing for CMV during pregnancy, most pro-
vided CMV testing only if their patients requested a test or
because a fetal anomaly was identified, consistent with
ACOG recommendations (4) and CDC recommendations
that CMV testing during pregnancy be performed under
certain circumstances, which include the development of a
mononucleosis-like illness during pregnancy.¶

Reported by: B Anderson, J Schulkin, PhD, Dept of Research, American
College of Obstetricians and Gynecologists, Washington, DC. DS Ross, PhD,
SA Rasmussen, MD, National Center on Birth Defects and Developmental
Disabilities; JL Jones, MD, National Center for Zoonotic, Vector-Borne,
and Enteric Diseases; MJ Cannon, PhD, National Center for Immunization
and Respiratory Diseases, CDC.

Editorial Note:     Congenital CMV infection is a major source
of childhood disability, including hearing loss, vision loss,
and cognitive impairment (2). The estimated 5,000–8,000

TABLE 1. Comparison of American College of Obstetricians and
Gynecologists (ACOG) members and ACOG Collaborative
Ambulatory Research Network (CARN)* survey respondents,
by selected demographic characteristics — United States, 2007

ACOG CARN survey
members respondents

Characteristic (N = 32,441) (N = 305) p value†

Mean age (yrs) 48.5 46.9 <0.01
Sex (%) 0.11

Female 45.1 49.3
Male 54.9 50.7

Geographic district§ (%) 0.03
I 6.6 7.5
II 7.9 5.2
III 7.9 6.2
IV 19.5 17.7
V 10.1 5.2
VI 9.0 9.5
VII 17.7 23.9
VIII 11.0 13.8
IX 10.4 10.8

* ACOG CARN members are a group of practicing obstetrician-
gynecologists selected to be representative of ACOG with respect to
geographic location, age, and sex who voluntarily participate in periodic
ACOG surveys.

†Student’s t test for means; chi-square test for categorical data.
§District I: Connecticut, Maine, Massachusetts, New Hampshire, Rhode

Island, Vermont, New Brunswick, Newfoundland, Nova Scotia, Prince
Edward Island, and Québec; district II: New York, Bermuda; district III:
Delaware, New Jersey, and Pennsylvania; district IV: District of Colum-
bia, Florida, Georgia, Maryland, North Carolina, South Carolina, Vir-
ginia, West Virginia, Puerto Rico, and West Indies; district V: Indiana,
Kentucky, Ohio, Michigan, and Ontario; district VI: Illinois, Iowa, Minne-
sota, Nebraska, North Dakota, South Dakota, Wisconsin, Manitoba,
and Saskatchewan; district VII: Alabama, Arkansas, Kansas, Louisi-
ana, Mexico, Mississippi, Missouri, Oklahoma, Tennessee, and Texas;
district VIII: Alaska, Alberta, Arizona, British Columbia, Central America,
Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah,
Washington, Wyoming, American Samoa, Guam, Northwest Territory,
and Yukon Territory; district IX: California.

¶ Additional information available at http://www.cdc.gov/cmv.

* CARN was established in 1990; initially, all ACOG members were invited to
participate. Since then, periodic additional invitations to join CARN have been
made to a subset of ACOG members who have been chosen via a stratified,
random sampling scheme. Certain subgroups are oversampled so that CARN
members are representative of ACOG members relative to geographic location,
age, and sex.

† Based on responses to the following questions: “Which of the following actions
would reduce the risk of infections during pregnancy that could adversely affect
the embryo or fetus: hand washing after diaper changing, not sharing utensils
with toddlers, not getting children’s saliva in eyes or mouth?”

§ Based on responses to the following questions: “I have diagnosed one or more of the
following infections in pregnant women in since 2003: congenital cytomegalovirus
(CMV)” “Do you counsel your patients about why and how to prevent congenital
cytomegalovirus (CMV)?” “Do you routinely recommend the following precautions
about: hand washing after diaper changing, not sharing utensils with toddlers, or
not getting children’s saliva in eyes or mouth? (Verbally, in print, neither, or both)”
“Which of the following best describes your practice regarding testing
for…congenital cytomegalovirus (CMV): test all patients, test no patients, test after
report of significant exposure by patient, test in response to patient request, test if
fetal anomaly identified, test if negative history for previous illness?”

http://www.cdc.gov/cmv
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children per year who develop disabilities
associated with CMV infection is similar to
or higher than the number estimated to be
affected by better-known conditions, includ-
ing Down syndrome and neural tube defects
(2,3). Women who experience their first (i.e.,
primary) infection during pregnancy are at
highest risk for transmitting CMV to their
fetuses, with approximately 33% of fetuses
becoming infected. However, women who
have experienced an infection before preg-
nancy and then have a recurrent infection (i.e.,
a viral reactivation or reinfection with a dif-
ferent strain) during pregnancy also can trans-
mit CMV to their fetuses, with approximately
1% of fetuses becoming infected (1). Most
infections among pregnant women are
believed to occur through contact with the
urine or saliva of infected children or through
sexual activity (6).

Numerous potential interventions exist for
preventing congenital CMV infections or dis-
ease. Several vaccines are being developed,
although progress has been slow (3). The
effectiveness of certain interventions is contro-
versial, including antiviral treatment or passive
immunization using hyperimmune globulin for
pregnant women with primary CMV infection
(7) and antiviral treatment for newborns with
congenital infection (8). Other types of inter-
ventions, such as newborn screening and
follow-up to identify developmental disabili-
ties and improve language or educational
development, target secondary outcomes.

Good hand hygiene is a simple intervention
that has the potential to decrease risk for CMV
infection during pregnancy (3,4). CMV fre-
quently is found in the urine and saliva of
preschool-age children (typically 5%–25% of
young children, although the percentage can
be higher in day care centers) (3) and has been
found on the hands of child-care providers.
Furthermore, hand washing has been shown
to prevent infection with various pathogens.
Thus, although no definitive studies have docu-
mented that particular interventions reduce
transmission, evidence suggests that avoiding
exposure to urine and saliva, especially through

TABLE 2. Number and percentage of American College of Obstetricians and
Gynecologists (ACOG) obstetrician-gynecologists who reported knowledge
and practices related to congenital cytomegalovirus (CMV) prevention, by
responses to selected questions from the ACOG Collaborative Ambulatory
Research Network (CARN)* survey  — United States, 2007
Characteristic No. (%) (95% CI§)
Knowledge of actions that can reduce risk for CMV infection
during pregnancy†

Washing hands after diaper changing (n = 302)
Yes 273 (90.4) (86.7–93.3)
No 22 (7.3) (4.8–10.6)
Don’t know 7 (2.3) (1.0–4.5)

Not sharing utensils with toddlers (n = 296)
Yes 170 (57.4) (51.8–63.0)
No 85 (28.7) (23.8–34.1)
Don’t know 41 (13.9) 10.3–18.1)

Not getting children’s saliva in eyes or mouth (n = 297)
Yes 164 (55.2) (49.5–60.8)
No 85 (28.6) (23.7–34.0)
Don’t know 48 (16.2) (12.3–20.7)

Practices related to CMV diagnosis and prevention¶

Diagnosed CMV in pregnant women since 2003 (n = 298)
Yes 80 (26.8) (22.1–32.1)
No 214 (71.8) (67.0–77.0)
Don’t know 4 (1.3) (0.5–3.2)

Counsel patients about CMV prevention (n = 294)
Yes 130 (44.2) (38.6–49.9)
No 156 (53.1) (47.4–58.7)
Don’t know 8 (2.7) (1.3–5.1)

Routinely recommend washing hands (n = 299)
Yes 179 (59.9) (54.2–65.3)
No 120 (40.1) (34.7–45.8)

Routinely recommend not sharing utensils (n = 296)
Yes 92 (31.1) (26.0–36.5)
No 204 (68.9) (63.5–74.0)

Routinely recommend avoiding child saliva (n = 297)
Yes 88 (29.6) (24.7–35.0)
No 209 (70.4) (65.0–75.4)

CMV testing (N = 305)
On all patients 3 (1.0) (0.3–2.6)
On no patients 44 (14.4) (10.8–18.7)
After report of an exposure 184 (60.3) (54.8–65.7)
In response to a patient request 97 (31.8) (26.8–37.2)
When a fetal anomaly is identified 133 (43.6) (38.1–49.2)
When patient has a negative history for illness 5 (1.6) (0.6–3.6)

* ACOG CARN members are a group of practicing obstetrician-gynecologists selected to
be representative of ACOG with respect to geographic location, age, and sex who
voluntarily participate in periodic ACOG surveys.

†Based on responses to the following questions: “Which of the following actions would
reduce the risk of infections during pregnancy that could adversely affect the embryo or
fetus: hand washing after diaper changing, not sharing utensils with toddlers, not getting
children’s saliva in eyes or mouth?”

§Confidence interval.
¶ Based on responses to the following questions: “I have diagnosed one or more of the

following infections in pregnant women in since 2003: congenital cytomegalovirus (CMV).”
“Do you counsel your patients about why and how to prevent congenital cytomegalovi-
rus (CMV)?” “Do you routinely recommend the following precautions about: hand wash-
ing after diaper changing, not sharing utensils with toddlers, not getting children’s saliva
in eyes or mouth? (Verbally, in print, neither, or both)” “Which of the following best
describes your practice regarding testing for…congenital cytomegalovirus (CMV): test
all patients, test no patients, test after report of significant exposure by patient, test in
response to patient request, test if fetal anomaly identified, test if negative history for
previous illness?”



68 MMWR January 25, 2008

**Additional information available at http://www.cdc.gov/cmv/clinicians.htm.

good hand hygiene, reduces risk for CMV infection during
pregnancy (3). Although such behavioral changes can be dif-
ficult to initiate and maintain, evidence indicates that preg-
nant women will make certain behavior changes that will
protect their fetuses (3). Such measures are simple and likely
to be cost effective; good hand hygiene is inexpensive, and
the cost savings from preventing even one case of congenital
CMV disease is high (9).

CMV can be transmitted through sexual contact, which
is important for women to know. Because of the numerous
programs and resources already in place to promote healthy
and safe sexual practices for infections other than CMV
(e.g., existing HIV/AIDS programs), this survey of OB/
GYNs focused on prevention messages that might not be
as widely promoted during pregnancy, such as good hand
hygiene.

Whether OB/GYNs should routinely test pregnant
women for CMV is a complicated matter. An initial nega-
tive maternal immunoglobulin G (IgG) test, which indi-
cates that the woman has never been infected with CMV,
might indicate a higher risk for fetal infection if the mother
subsequently becomes infected during pregnancy and thus
might be a useful motivational tool to encourage the mother
to practice good hygiene. A positive maternal IgG test might
indicate lower risk for fetal infection; nevertheless, good
hand hygiene still should be advised to prevent possible
maternal CMV reinfection. Additional CMV assays (e.g.,
immunoglobulin M) are difficult to interpret, often not
commercially available in the United States (e.g., IgG avid-
ity), or invasive (e.g., polymerase chain reaction testing of
amniotic fluid). Furthermore, testing algorithms that use
these assays are only moderately effective at predicting
maternal infection, fetal infection, and fetal damage (10).
For these reasons, and because no proven treatment exists,
routine CMV testing during pregnancy is not recom-
mended; testing is recommended only when a fetal anomaly
is detected, a pregnant woman experiences a mononucleo-
sis-like illness, or a pregnant woman requests the test.**

The findings in this report are subject to at least two
limitations. First, data were self-reported by OB/GYNs and
might have been subject to social-desirability bias, which
might have resulted in overreporting and an overestima-
tion of knowledge and practices relating to CMV infec-
tion. Second, only ACOG CARN members were surveyed,
and the response rate among CARN members was only

50%. Both the OB/GYNs who agree to be in CARN and
those who choose to respond to the survey might be more
interested in prevention counseling and as a result more
likely to provide such counseling; therefore, the results
might not be representative of all practicing OB/GYNs and
might have resulted in an overestimation of the prevalence
of counseling for CMV infection prevention.

Based on the survey, fewer than half of OB/GYNs
reported counseling their patients regarding CMV-
infection prevention. In addition, responses indicated that
many OB/GYNs did not have a comprehensive understand-
ing of modes of CMV transmission and possible preven-
tion measures. These results emphasize the need for
additional training of OB/GYNs regarding CMV infection
prevention and better understanding of the reasons that
physician knowledge about CMV transmission does not
necessarily result in patient counseling. Additional surveys
of OB/GYNs should attempt to identify factors associated
with providing CMV counseling, solicit more detailed
information about CMV knowledge and counseling prac-
tices, and assess perceptions related to frequency of infec-
tion, role of testing, and efficacy of good hand hygiene and
prevention counseling.
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Multistate Outbreak of Human
Salmonella Infections Associated

with Exposure to Turtles —
United States, 2007–2008

Turtles and other reptiles have long been recognized as a
source of human Salmonella infections (1). To prevent turtle-
associated Salmonella infections in humans, the sale and
distribution of small turtles (i.e., those with a carapace
length of less than 4 inches) (Figure 1) has been prohibited
in the United States since 1975.* Despite this prohibition,
small turtles remain available to the public from various
sources, including pet shops, flea markets, street vendors,
and Internet websites (2,3). In October 2007, the North
Carolina Division of Public Health (NCDPH) notified
CDC of human infections caused by Salmonella serotype
Paratyphi B L (+) tartrate (+) (Salmonella Paratyphi B var.
Java) in several states. Salmonella Paratyphi B var. Java is a
nontyphoidal strain of Salmonella that causes gastroenteri-
tis. This report describes the results of the epidemiologic
and laboratory investigation conducted by CDC and state
and local health departments during October 2007–
January 2008. The findings document an ongoing,
multistate outbreak of Salmonella Paratyphi B var. Java
infections, with the first reported illness onset occurring
on May 4, 2007. Many of these infections have occurred in
young children and have been associated with exposure to
small turtles. Prohibiting the sale and distribution of small
turtles likely remains the most effective public health
action to prevent turtle-associated salmonellosis.

Detection of the Outbreak
On August 31, 2007, a girl aged 13 years visited a South

Carolina hospital emergency department, where she
reported a 5-day history of bloody diarrhea, abdominal
cramps, fever, and vomiting. She was treated with
trimethoprim-sulfamethoxazole and intravenous fluids but
was not hospitalized. Her illness resolved in 7 days. A stool
specimen yielded Salmonella Paratyphi B var. Java. Also on
August 31, a girl aged 15 years was admitted to a North
Carolina hospital with acute renal failure and a 4-day his-
tory of bloody diarrhea, abdominal cramps, fever, and vom-
iting. She was hospitalized for 8 days and recovered fully.
A joint investigation by NCDPH and the South Carolina
Department of Health and Environmental Control revealed
that, on August 24, the two girls had swum in an
unchlorinated, in-ground swimming pool belonging to the
family of the older girl. Two pet turtles belonging to the
family also were permitted to swim in the pool. The turtles,
both of which had carapace lengths of less than 4 inches,
had been purchased recently from a pet shop in South Caro-
lina. A water sample collected from the turtle habitat
yielded Salmonella Paratyphi B var. Java with an XbaI pat-
tern indistinguishable by pulsed-field gel electrophoresis
(PFGE) from the isolates of the younger girl. Stool speci-
mens were not collected from the older girl.

On October 5, NCDPH informed PulseNet† that tests
of isolates from three other persons revealed Salmonella
Paratyphi B var. Java with an XbaI pattern indistinguish-
able from the isolates of the younger girl and the turtle
habitat (defined as the outbreak strain). On October 5, in
response to a request issued by NCDPH through PulseNet,
several other state health departments reported human
Salmonella Paratyphi B var. Java isolates with an XbaI pat-
tern indistinguishable from the outbreak strain. The Ohio
Department of Health provided further evidence of a turtle-
associated outbreak by reporting that isolates indistinguish-
able from the outbreak strain had been obtained from a
patient with exposure to a small turtle during the week
before illness onset, from that patient’s pet turtle, and from
water collected from the turtle’s habitat.

Multistate Investigation
After NCDPH contacted CDC on October 23 about the

possible cluster of turtle-associated Salmonella Paratyphi
B var. Java infections, CDC and state and local health
departments initiated a multistate investigation to deter-
mine the extent of the outbreak and the sources of infec-

* Food and Drug Administration. Human health hazards associated with turtles:
information for regulators and public health educators. Available at http://www.
fda.gov/cvm/turtlereg.htm.

FIGURE 1. A small turtle with a carapace length of less than 4 inches

Photo/C. Barton Behravesh † A national molecular subtyping network for foodborne disease surveillance.

http://www.fda.gov/cvm/turtlereg.htm
http://www.fda.gov/cvm/turtlereg.htm
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tion. A case was defined as a diarrheal illness with onset
after May 1, 2007, in a person from whom a clinical speci-
men yielded Salmonella Paratyphi B var. Java with a PFGE
XbaI pattern indistinguishable from the outbreak strain;
cases were identified by a review of all PFGE-typed isolates
in the PulseNet database.

As of January 18, 2008, a total of 103 cases with isolates
indistinguishable from the outbreak strain had been
reported to CDC from 33 states (Figure 2). Information
initially was collected from general enteric disease ques-
tionnaires administered by state and local health depart-
ments. Of the 100 patients for whom age information was
available (median age: 7.5 years; range: <1–87 years), 56
(56%) were aged <10 years. Fifty-two (51%) of the 101
patients for whom the sex was known were female. Illness
onset dates ranged from May 4, 2007, to December 15,
2007 (Figure 3). Among the 78 patients for whom clinical
information was available, 51 (65%) reported bloody diar-
rhea, with a median duration of illness of 7 days; 24 (30%)
of the 80 patients for whom hospitalization status was
known were hospitalized for their illnesses, with a median
duration of 4 days. Among the 80 patients questioned about
turtle exposure, 47 (59%) reported turtle exposure during
the 7 days before illness onset. No deaths were reported.

A case-control study was conducted during November
15–December 5 using age- and neighborhood-matched
controls (age groups: <1 year, 1–9 years, 10–19 years,
20–49 years, >50 years; reverse-digit dialing was used to
match cases to controls by neighborhood). A telephone ques-
tionnaire was used to determine whether the case-patient
or control had exposure to turtles, other reptiles, or aquari-
ums containing tropical fish during a 7-day exposure

period (7 days before illness onset in the case-patient, for
both cases and matched controls). Participants who reported
exposure to turtles were asked about the nature of the
exposure, including whether the patient had touched or
held the turtle, kissed the turtle or put the turtle in his or
her mouth, or come into contact with the turtle’s habitat,
such as by changing the water or cleaning the cage. Partici-
pants who reported exposure to turtles also were asked about
turtle size, type, and source. All participants were asked
about their awareness of the association between contact
with reptiles and Salmonella infection. Seventy case-patients
and 45 matched controls were enrolled in the study.

Among the 70 case-patients interviewed, 44 (63%)
reported exposure to a turtle during the 7 days before ill-
ness onset, compared with two (4%) of 45 controls
(matched odds ratio [mOR] = 40.9; 95% confidence
interval [CI] = 7.0–unbounded). Two (3%) case-patients
and four (9%) controls reported exposure to a reptile other
than a turtle during the 7 days before illness onset. No
other single characteristic for which data were collected has
been implicated in this outbreak. Twelve (20%) of the 60
case-patients for whom such information was available and
13 (29%) of the 45 controls reported awareness of the
association between contact with reptiles and Salmonella
infection (mOR = 0.66; CI = 0.27–1.6). Among the 44
case-patients exposed to a turtle, 34 (77%) were exposed
at home, and nine (20%) were exposed at the home of a
friend or relative; one (2%) was exposed outdoors. Of the
43 case-patients exposed at home or at the home of a friend
or relative, three were siblings exposed to turtles at the home
of their babysitter, and two were a husband and wife
exposed to a turtle in their own home; the remaining expo-

FIGURE 3. Number* of human Salmonella Paratyphi B var. Java
cases having isolates with a pulsed-field gel electrophoresis
XbaI pattern indistinguishable from the outbreak strain, by month
of illness onset — United States, May 4–December 15, 2007

* N = 81. Only includes cases with reported illness onset dates.
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sures occurred in households independent of one another.
Of 34 case-patients exposed to turtles at home, 12 (35%)
still owned the turtle at the time of interview. Of the 42
case-patients for whom the details of the turtle exposure
were known, 28 (67%) reported holding or touching the
turtle, 24 (57%) reported feeding the turtle, and 29 (69%)
reported contact with the turtle’s habitat. Four (10%) case-
patients reported kissing the turtle or having put the turtle
in his or her mouth. Thirty-seven (86%) of the 43 case-
patients who were exposed to a turtle and for whom turtle
size information was available reported that the turtle had
a carapace length of less than 4 inches; the remaining turtles
involved in these exposures were reported to have carapace
lengths of 4 inches or more.

Forty-two case-patients with turtle exposure reported
details about the turtle source. Fifteen (36%) reported that
the turtle was purchased at a pet shop, 10 (24%) reported
that the turtle had been a gift, eight (19%) reported that
the turtle was purchased at a flea market, five (12%)
reported that the turtle was purchased from a street ven-
dor, and one each (2%, respectively) reported that the turtle
was purchased on an Internet website, acquired from the
wild, hatched from an egg given by a relative, or purchased
at a conference center event. Salmonella Paratyphi B var.
Java matching the outbreak strain was isolated from six
turtles or the water from their habitats in the homes of
case-patients in California, North Carolina, Ohio, and Wis-
consin. Investigations are ongoing to determine whether
the turtles have a common distributor or farm of origin.
Reported by: D Bergmire-Sweat, MPH, North Carolina Div of Public
Health. J Schlegel, MSP, C Marin, South Carolina Dept of Health and
Environmental Control. K Winpisinger, MS, Ohio Dept of Health.
C Perry, M Sotir, PhD, Div of Foodborne, Bacterial, and Mycotic Diseases,
National Center for Zoonotic, Vector-Borne, and Enteric Diseases; J Harris,
PhD, EIS Officer, CDC.

Editorial Note: This ongoing, multistate outbreak of sal-
monellosis is associated with small turtles purchased at pet
stores, flea markets, and other outlets, despite a federal pro-
hibition on the sale of turtles with carapace lengths of less
than 4 inches. These turtles are a risk to the public and
especially to young children. Other outbreaks of turtle-
associated Salmonella infections have been reported (2,3).

The prohibition on the sale and distribution of small
turtles was enacted in 1975, after public health investiga-
tions demonstrated that small turtles were a major source
of human Salmonella infections, particularly in children.
In 1972, a study in New Jersey indicated that small pet
turtles accounted for approximately 23% of Salmonella
infections in children (4). In 1980, the 1975 prohibition

was estimated to have prevented 100,000 Salmonella
infections in U.S. children each year since going into effect
(5). However, this prohibition has an exception: small
turtles may be sold legally for scientific, educational or
exhibition purposes. During 2001–2006, the number of
turtles kept as pets in the United States increased 86% to
nearly 2 million turtles (6), suggesting that this exception
might provide a mechanism by which small turtles become
household pets.

Turtles, like other reptiles, commonly carry Salmonella,
and fecal carriage rates can be as high as 90% (1). Small
turtles sold as pets frequently come from breeding farms,
where turtles are housed in crowded ponds and nesting
areas in a way that promotes Salmonella transmission (7).
Attempts to treat turtles, turtle eggs, and turtle breeding
ponds with antibiotics to eliminate Salmonella have not
been successful and have resulted in a high prevalence of
antibiotic resistance (7,8). Other treatments reduce but
do not eliminate Salmonella shedding from turtles (8), and
the turtles that continue to shed Salmonella might recon-
taminate other turtles during rearing or shipment. Because
Salmonella shedding might be intermittent and stress
related, determining whether turtles are free of the bacteria
is difficult (1).

Direct or indirect contact with a reptile is associated with
an estimated 6% of human Salmonella infections in the
United States (9). Persons coming into contact with reptiles,
reptile habitats, or surfaces contaminated with reptile fecal
matter risk infection from salmonellae shed by the reptile
(10). Although most reptiles carry Salmonella, small turtles
are likely to be handled differently than other reptiles and
thus carry a greater risk of transmitting Salmonella to chil-
dren. In contrast to the obvious risk for a bite or scratch,
for example, from a snake or an iguana, a small turtle is
likely to be perceived as safe, and thus might be given
directly to small children to play with. In addition, a young
child placed in charge of caring for a turtle has direct con-
tact with water in the turtle habitat, where Salmonella are
likely to multiply to high numbers. Although approximately
half of the infections associated with this outbreak occurred
in young children, who are at greater risk for severe illness
from Salmonella infection (2,10), several illnesses occurred
in adults with turtle exposure, demonstrating that turtle-
associated Salmonella infection is not unique to children.
Additionally, only 20% of case-patients interviewed reported
awareness of the link between Salmonella and contact with
reptiles, indicating that measures to educate the public
about this link have not been successful. CDC has pro-
vided recommendations to prevent reptile-associated sal-
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monellosis in humans (2). However, because of the par-
ticular hazard associated with small turtles, prohibiting the
sale and distribution of small turtles likely remains the most
effective public health action to prevent turtle-associated
salmonellosis.
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Notice to Readers

National Stalking Awareness Month —
January 2008

January 2008 marks the fifth annual observance of
National Stalking Awareness Month, which aims to raise
awareness about stalking and the need for integrated pre-
vention strategies to reduce the impact of stalking on vic-
tims. Stalking is a criminal justice and public health
problem and is linked to intimate partner violence, sexual
violence, and intimate partner homicide. Data from a 2005
CDC study indicated that approximately 7 million women
and 2 million men in the United States had been stalked at
some time during their lifetime (1). Although some stalk-
ers are strangers, most victims know the person who is stalk-
ing them; often, the stalker is a spouse or partner, ex-spouse,
acquaintance, or family member (2).

Although the legal definition of stalking varies widely
from state to state, the term “stalking” generally refers to
harassing or threatening behavior a person engages in
repeatedly, such as following a person, appearing at a
person’s home or work, making harassing phone calls, leav-
ing threatening messages, or vandalizing a person’s prop-
erty. Stalking can disrupt a victim’s life at home, school,
and work and affect their relationships with family, friends,
and coworkers. Stalking also can lead to violence. In an
estimated 25%–35% of cases, stalkers commit violence
against the persons they are stalking (3). Factors that
increase the likelihood of violence by stalkers are verbal
threats and having had a prior intimate relationship with
the victim (3). A 10-city, nationally representative study
of female homicide victims conducted in 1999 indicated
that 76% of female victims of intimate partner homicides
were stalked by their partners before they were killed (4).

Information about National Stalking Awareness Month
and recommendations and safety guidelines for victims of
stalking and persons at risk are available online from the
Stalking Resource Center at http://www.ncvc.org/src/
main.aspx. In addition, information on intimate partner
and sexual violence is available from CDC at http://www.
cdc.gov/injury.
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Notice to Readers

Annual Conference on Antimicrobial
Resistance, June 23–25, 2008

CDC and 10 other national agencies and organizations
will collaborate with the National Foundation for Infec-
tious Diseases in sponsoring the Annual Conference on
Antimicrobial Resistance (including basic science, preven-
tion, and control), June 23–25, 2008, at the Hyatt
Regency Bethesda hotel in Bethesda, Maryland. Topics for
the seven symposiums offered will include Clostridium
difficile, the growing clinical challenges associated with

antimicrobial resistance, innovative practices for prevention
of resistance, risk-benefit analysis of antibiotic use, and the
role of ecology in the spread of resistant pathogens.

Oral and poster presentations will be selected through
peer review of submitted abstracts. Deadline for submis-
sion of abstracts is March 2, 2008. Information regarding
the preliminary program, abstract submission, registration,
and hotel accommodations is available at http://www.
nfid.org/conferences/resistance08 and by e-mail
(resistance@nfid.org), fax (301-907-0878), and telephone
(301-656-0003, ext. 19).

http://www.nfid.org/conferences/resistance08
http://www.nfid.org/conferences/resistance08
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QuickStats
from the national center for health statisticsfrom the national center for health statisticsfrom the national center for health statisticsfrom the national center for health statisticsfrom the national center for health statistics

Percentage of Nursing Home Facilities Using Certain Strategies
to Encourage Influenza Vaccination of Their Employees,* by Strategy Used —

National Nursing Home Survey, United States, 2004†

* Based on response to the following question: “Does (facility) do any of the
following to encourage employees’ influenza vaccinations? Vaccinations
recommended; vaccinations offered on site; vaccinations offered for free;
staff incentives provided for vaccination; proof of vaccination (or
contraindication) required as a condition of work/employment; furlough or
patient restriction policy for employees developing influenza-like illness; none
of the above.” Facilities could select all strategies that apply.

† Most recent data available.
§ Associated with staff influenza vaccination rates >60%.

In 2004, the majority (63%) of nursing homes reported <60% employees had received an influenza shot last
influenza season. In 2004, nursing homes used different strategies to promote influenza vaccination among
employees. Three of these strategies (offering free vaccinations, furloughing employees with influenza-like
illness, and requiring proof of vaccination) were significantly associated with staff influenza vaccination rates
>60%. Only 1% of surveyed facilities did not use at least one of the strategies.

SOURCE: National Nursing Home Survey; 2004. Available at http://www.cdc.gov/nchs/nnhs.htm.
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States,
week ending January 19, 2008 (3rd Week)*

5-year
Current Cum weekly Total cases reported for previous years

Disease week 2008 average† 2007 2006 2005 2004 2003 States reporting cases during current week (No.)

—: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.
* Incidence data for reporting years 2007 and 2008 are provisional, whereas data for  2003, 2004, 2005, and 2006 are finalized.
† Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5

preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/5yearweeklyaverage.pdf.
§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases

and influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm.
¶ Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-

Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II.
** Data for H. influenzae (all ages, all serotypes) are available in Table II.
†† Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting

influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly.

§§ Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. One case occurring during the 2007–08 influenza season has
been reported.

¶¶ No measles cases were reported for the current week.
*** Data for meningococcal disease (all serogroups) are available in Table II.
††† No rubella cases were reported for the current week.
§§§ Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases.

Anthrax — — — — 1 — — —
Botulism:

foodborne — 1 0 19 20 19 16 20
infant — 3 1 81 97 85 87 76
other (wound & unspecified) — — 0 23 48 31 30 33

Brucellosis — 2 1 122 121 120 114 104
Chancroid 2 3 0 33 33 17 30 54 NY (1), TX (1)
Cholera — — 0 7 9 8 6 2
Cyclosporiasis§ — 1 2 94 137 543 160 75
Diphtheria — — — — — — — 1
Domestic arboviral diseases§,¶:

California serogroup — — — 44 67 80 112 108
eastern equine — — — 4 8 21 6 14
Powassan — — — 1 1 1 1 —
St. Louis — — 0 7 10 13 12 41
western equine — — — — — — — —

Ehrlichiosis/Anaplasmosis§:
Ehrlichia chaffeensis — — — N N N N N
Ehrlichia ewingii — — — N N N N N
Anaplasma  phagocytophilum — — — N N N N N
undetermined — — — N N N N N

Haemophilus influenzae,**
  invasive disease (age <5 yrs):

serotype b — — 1 20 29 9 19 32
nonserotype b 1 1 2 157 175 135 135 117 FL (1)
unknown serotype 4 16 4 189 179 217 177 227 OH (1), TN (1), UT (2)

Hansen disease§ — 1 1 63 66 87 105 95
Hantavirus pulmonary syndrome§ — — 0 32 40 26 24 26
Hemolytic uremic syndrome, postdiarrheal§ — 3 1 232 288 221 200 178
Hepatitis C viral, acute 7 19 13 748 766 652 720 1,102 PA (1), MI (1), MO (1), FL (1), KY (1), TN (1), CA (1)
HIV infection, pediatric (age <13 yrs)†† — — 4 — — 380 436 504
Influenza-associated pediatric mortality§,§§ — — 1 76 43 45 — N
Listeriosis 5 16 10 741 884 896 753 696 VT (1), PA (1), GA (2), CA (1)
Measles¶¶ — — 0 34 55 66 37 56
Meningococcal disease, invasive***:

A, C, Y, & W-135 — — 6 269 318 297 — —
serogroup B — — 3 132 193 156 — —
other serogroup — — 1 31 32 27 — —
unknown serogroup — — 18 571 651 765 — —

Mumps 3 10 7 736 6,584 314 258 231 PA (1), MI (1), UT (1)
Novel influenza A virus infections — — — 4 N N N N
Plague — — — 6 17 8 3 1
Poliomyelitis, paralytic — — — — — 1 — —
Poliovirus infection, nonparalytic§ — — — — N N N N
Psittacosis§ — — 0 11 21 16 12 12
Q fever§:

acute — — — — — — — —
chronic — — — — — — — —

Rabies, human — — 0 — 3 2 7 2
Rubella††† — — 0 11 11 11 10 7
Rubella, congenital syndrome — — 0 — 1 1 — 1
SARS-CoV§,§§§ — — — — — — — 8
Smallpox§ — — — — — — — —
Streptococcal toxic-shock syndrome§ — — 3 102 125 129 132 161
Syphilis, congenital (age <1 yr) 1 8 9 557 349 329 353 413 FL (1)
Tetanus — — 0 20 41 27 34 20

http://www.cdc.gov/epo/dphsi/phs/files/5yearweeklyaverage.pdf
http://www.cdc.gov/epo/dphsi/phs/infdis.htm
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* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods
for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of
these 4-week totals.

FIGURE I. Selected notifiable disease reports, United States, comparison of provisional
4-week totals January 19, 2008, with historical data

TABLE I. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) —
United States, week ending January 19, 2008 (3rd Week)*

5-year
Current Cum weekly Total cases reported for previous years

Disease week 2008 average† 2007 2006 2005 2004 2003 States reporting cases during current week (No.)
Toxic-shock syndrome (staphylococcal)§ — 1 2 83 101 90 95 133
Trichinellosis — 1 0 6 15 16 5 6
Tularemia — — 0 113 95 154 134 129
Typhoid fever 1 7 5 329 353 324 322 356 FL (1)
Vancomycin-intermediate Staphylococcus aureus§ — — — 28 6 2 — N
Vancomycin-resistant Staphylococcus aureus§ — — — — 1 3 1 N
Vibriosis (noncholera Vibrio species infections)§ 2 4 0 357 N N N N FL (2)
Yellow fever — — — — — — — —

—: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.
* Incidence data for reporting years 2007 and 2008 are provisional, whereas data for 2003, 2004, 2005, and 2006 are finalized.
† Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5

preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/5yearweeklyaverage.pdf.
§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases

and influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm.

Ratio (Log scale)*
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly.† Chlamydia refers to genital infections caused by Chlamydia trachomatis.§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

Chlamydia† Coccidioidomycosis Cryptosporidiosis
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007

United States 9,933 20,959 25,202 35,551 48,855 95 140 254 328 404 36 78 978 97 194

New England 662 697 1,136 1,584 1,296 — 0 1 — — — 4 16 — 46
Connecticut 83 223 691 131 68 N 0 0 N N — 0 0 — 41
Maine§ 64 48 74 137 123 — 0 0 — — — 1 5 — 2
Massachusetts 412 305 668 1,064 746 — 0 0 — — — 2 11 — —
New Hampshire 47 38 73 116 117 — 0 1 — — — 1 5 — 2
Rhode Island§ 56 62 98 130 182 — 0 0 — — — 0 3 — —
Vermont§ — 18 32 6 60 N 0 0 N N — 1 3 — 1

Mid. Atlantic 1,645 2,851 4,161 4,633 7,537 — 0 0 — — 10 10 113 18 23
New Jersey 186 398 526 497 1,252 N 0 0 N N — 0 6 — —
New York (Upstate) 287 536 1,662 440 507 N 0 0 N N 1 3 20 1 3
New York City 665 997 2,179 1,814 2,971 N 0 0 N N — 1 10 2 9
Pennsylvania 507 834 1,764 1,882 2,807 N 0 0 N N 9 5 103 15 11

E.N. Central 599 3,219 6,210 3,052 9,528 — 1 3 1 3 4 20 134 22 36
Illinois — 1,007 1,843 25 2,761 — 0 0 — — — 2 13 — 8
Indiana 201 395 631 835 1,286 — 0 0 — — — 2 23 — —
Michigan 311 703 856 1,152 2,375 — 0 2 — 3 — 3 11 5 9
Ohio 87 746 3,633 770 2,014 — 0 1 1 — 4 6 61 15 11
Wisconsin — 365 455 270 1,092 N 0 0 N N — 7 59 2 8

W.N. Central 523 1,199 1,465 1,748 3,221 — 0 1 — 2 3 14 125 7 19
Iowa 172 158 251 445 484 N 0 0 N N — 2 61 2 6
Kansas — 151 294 — 344 N 0 0 N N — 2 16 — 4
Minnesota 1 251 300 173 763 — 0 0 — — — 3 34 — 1
Missouri 350 465 551 1,087 1,184 — 0 1 — 2 — 2 13 1 3
Nebraska§ — 94 183 — 237 N 0 0 N N 2 1 24 3 3
North Dakota — 27 61 6 78 N 0 0 N N 1 0 6 1 —
South Dakota — 49 81 37 131 N 0 0 N N — 2 16 — 2

S. Atlantic 2,536 3,969 5,893 9,654 6,523 — 0 1 — — 14 20 66 33 36
Delaware 93 65 140 179 206 — 0 0 — — 1 0 4 2 —
District of Columbia — 115 166 194 231 — 0 0 — — — 0 2 — —
Florida 1,166 1,242 1,565 3,202 952 N 0 0 N N 7 9 35 16 19
Georgia 4 574 1,502 28 788 N 0 0 N N 6 4 14 11 12
Maryland§ — 393 696 694 529 — 0 1 — — — 0 2 — —
North Carolina 6 494 2,595 2,601 1,095 — 0 0 — — — 1 18 — —
South Carolina§ 996 512 3,030 1,666 1,404 N 0 0 N N — 1 15 3 2
Virginia§ 261 485 628 1,026 1,156 N 0 0 N N — 1 5 — 3
West Virginia 10 60 93 64 162 N 0 0 N N — 0 5 1 —

E.S. Central 876 1,540 2,164 2,711 4,267 — 0 0 — — 2 4 63 5 12
Alabama§ — 492 601 426 1,337 N 0 0 N N 2 1 14 4 2
Kentucky 230 170 357 535 179 N 0 0 N N — 1 40 1 1
Mississippi 110 280 959 360 1,124 N 0 0 N N — 0 11 — 8
Tennessee§ 536 507 721 1,390 1,627 N 0 0 N N — 1 18 — 1

W.S. Central 1,377 2,455 3,277 6,382 5,281 — 0 1 — — 1 4 28 3 7
Arkansas§ 2 178 395 515 446 N 0 0 N N — 0 8 1 1
Louisiana 194 368 851 379 797 — 0 1 — — — 1 4 — 3
Oklahoma — 244 467 465 639 N 0 0 N N 1 1 11 2 1
Texas§ 1,181 1,645 2,462 5,023 3,399 N 0 0 N N — 1 16 — 2

Mountain 541 1,255 1,651 1,084 2,614 75 94 170 298 266 2 8 572 8 8
Arizona 83 479 665 135 678 75 91 169 297 260 — 1 6 2 1
Colorado — 192 383 91 609 N 0 0 N N — 2 26 — 2
Idaho§ 82 56 252 151 — N 0 0 N N 2 1 71 5 —
Montana§ 25 43 230 90 167 N 0 0 N N — 1 7 1 —
Nevada§ 178 183 293 238 465 — 1 5 1 2 — 0 6 — —
New Mexico§ — 151 395 70 453 — 0 2 — 2 — 2 9 — 4
Utah 173 111 209 298 193 — 1 7 — 2 — 1 488 — —
Wyoming§ — 23 35 11 49 — 0 1 — — — 0 8 — 1

Pacific 1,174 3,354 4,072 4,703 8,588 20 40 176 29 133 — 1 16 1 7
Alaska 64 86 124 143 201 N 0 0 N N — 0 2 — —
California 892 2,685 3,283 3,951 6,987 20 40 176 29 133 — 0 0 — —
Hawaii — 110 134 — 282 N 0 0 N N — 0 0 — —
Oregon§ 218 175 403 553 379 N 0 0 N N — 1 16 1 7
Washington — 179 621 56 739 N 0 0 N N — 0 0 — —

American Samoa — 0 32 — — N 0 0 N N — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 13 34 — 38 — 0 0 — — — 0 0 — —
Puerto Rico — 129 613 99 331 N 0 0 N N N 0 0 N N
U.S. Virgin Islands — 3 10 — 12 — 0 0 — — — 0 0 — —



78 MMWR January 25, 2008

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table I.§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

Haemophilus influenzae, invasive
Giardiasis Gonorrhea All ages, all serotypes†

Previous Previous Previous
Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum

Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007
United States 142 297 546 373 704 2,925 6,783 7,919 11,520 17,252 46 41 65 127 166

New England 2 23 54 13 55 91 108 190 244 223 — 3 9 2 16
Connecticut — 6 18 — 17 19 42 108 35 22 — 0 7 — 6
Maine§ 1 3 10 3 2 1 2 8 3 3 — 0 4 — —
Massachusetts — 9 29 — 31 61 51 128 178 148 — 1 6 — 7
New Hampshire 1 0 3 1 — 1 2 6 3 4 — 0 2 — 3
Rhode Island§ — 0 15 5 — 9 7 14 25 40 — 0 2 1 —
Vermont§ — 3 8 4 5 — 1 5 — 6 — 0 1 1 —

Mid. Atlantic 37 56 97 78 148 323 680 1,014 958 2,212 9 9 19 23 37
New Jersey — 5 11 1 21 98 115 159 272 345 — 1 3 — 6
New York (Upstate) 15 23 81 25 27 63 125 424 98 196 2 3 14 7 3
New York City — 16 28 10 58 33 197 372 126 743 — 2 6 4 12
Pennsylvania 22 14 29 42 42 129 256 586 462 928 7 3 10 12 16

E.N. Central 18 47 89 64 114 261 1,279 2,586 1,242 3,963 6 5 14 13 27
Illinois — 13 33 — 30 — 374 666 11 1,083 — 1 5 — 8
Indiana N 0 0 N N 131 161 307 413 582 — 1 7 — —
Michigan 2 11 20 12 39 103 273 482 443 759 — 0 3 — 3
Ohio 16 15 37 47 21 27 339 1,565 309 1,081 6 2 6 13 12
Wisconsin — 6 21 5 24 — 124 208 66 458 — 0 2 — 4

W.N. Central 9 22 184 29 45 101 370 514 495 1,178 — 3 18 9 10
Iowa 2 5 23 13 10 13 36 56 61 130 — 0 1 — —
Kansas — 3 11 — 3 — 43 86 — 115 — 0 1 — 3
Minnesota — 0 170 — — — 63 86 56 230 — 0 16 — —
Missouri 5 9 23 9 22 88 191 266 378 624 — 1 4 6 6
Nebraska§ 1 3 8 6 4 — 25 57 — 63 — 0 3 3 1
North Dakota 1 0 3 1 — — 2 4 — 6 — 0 1 — —
South Dakota — 1 6 — 6 — 5 11 — 10 — 0 0 — —

S. Atlantic 33 54 94 90 92 955 1,587 2,335 3,898 2,552 14 11 30 44 33
Delaware 1 1 6 5 1 28 26 43 68 94 — 0 3 1 1
District of Columbia — 0 6 — 2 — 47 71 79 128 — 0 1 — —
Florida 22 24 47 55 31 423 489 623 1,212 402 5 3 10 8 4
Georgia 6 12 26 21 26 4 218 643 9 319 6 2 6 17 8
Maryland§ 4 4 18 5 9 — 111 227 260 224 1 1 6 10 12
North Carolina — 0 0 — — — 321 1,169 1,169 568 2 0 9 2 —
South Carolina§ — 2 6 3 1 337 203 1,361 655 635 — 1 4 3 4
Virginia§ — 9 22 1 22 163 126 224 435 135 — 1 23 2 4
West Virginia — 0 8 — — — 17 37 11 47 — 0 3 1 —

E.S. Central 1 10 23 10 24 340 582 865 1,098 1,781 3 2 9 9 7
Alabama§ — 4 11 6 15 — 208 278 173 656 — 0 3 2 2
Kentucky N 0 0 N N 101 62 161 240 81 — 0 1 — —
Mississippi N 0 0 N N 51 125 310 179 444 — 0 2 1 1
Tennessee§ 1 5 16 4 9 188 180 261 506 600 3 1 6 6 4

W.S. Central 1 7 18 3 9 445 988 1,203 2,266 2,531 3 2 8 5 4
Arkansas§ — 2 9 — 1 — 76 133 189 243 — 0 1 — —
Louisiana — 2 11 — 4 128 220 384 225 583 — 0 1 — 1
Oklahoma 1 3 7 3 4 — 92 235 213 220 3 1 7 5 3
Texas§ N 0 0 N N 317 597 858 1,639 1,485 — 0 2 — —

Mountain 19 32 68 28 71 99 238 321 180 602 11 4 13 19 19
Arizona 5 3 11 7 15 25 101 130 57 147 9 2 6 12 9
Colorado — 10 26 1 28 — 43 93 — 190 — 1 4 — 4
Idaho§ 3 3 19 3 8 5 5 19 11 — — 0 1 — 1
Montana§ — 2 8 2 1 1 1 48 1 9 — 0 1 1 —
Nevada§ — 2 7 — 3 55 44 87 62 115 — 0 1 1 1
New Mexico§ — 2 5 — 6 — 31 63 23 96 — 1 4 — 2
Utah 11 7 33 13 8 13 14 34 26 41 2 0 6 5 2
Wyoming§ — 1 4 2 2 — 1 5 — 4 — 0 1 — —

Pacific 22 61 120 58 146 310 679 843 1,139 2,210 — 2 6 3 13
Alaska 1 1 5 2 5 7 10 17 21 22 — 0 4 — 4
California 16 42 82 43 112 271 595 717 1,024 1,913 — 0 5 — 4
Hawaii — 0 2 — — — 12 24 — 33 — 0 1 — —
Oregon§ 3 8 17 11 27 32 23 63 88 55 — 1 5 3 5
Washington 2 8 71 2 2 — 27 142 6 187 — 0 1 — —

American Samoa — 0 0 — — — 0 2 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 1 — — — 2 13 — 3 — 0 0 — —
Puerto Rico — 5 21 — 11 — 5 23 1 14 — 0 1 — —
U.S. Virgin Islands — 0 0 — — — 1 3 — 4 — 0 0 — —
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Data for acute hepatitis C, viral are available in Table I.§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

                                          Hepatitis (viral, acute), by type†

A B Legionellosis
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007
United States 25 52 81 84 125 43 79 107 106 194 29 45 91 78 81

New England — 2 6 6 1 — 1 5 — — — 2 14 4 2
Connecticut — 0 3 1 — — 0 5 — — — 0 5 — —
Maine§ — 0 1 1 — — 0 2 — — — 0 2 — —
Massachusetts — 1 4 — — — 0 1 — — — 0 3 — 1
New Hampshire — 0 3 — 1 — 0 1 — — — 0 2 — —
Rhode Island§ — 0 3 4 — — 0 3 — — — 0 6 3 —
Vermont§ — 0 1 — — — 0 1 — — — 0 2 1 1

Mid. Atlantic 7 9 21 13 16 3 9 15 8 41 18 12 37 25 24
New Jersey — 2 6 — 7 — 1 8 — 10 — 1 11 — 8
New York (Upstate) 2 1 5 4 — — 1 7 — 3 2 4 16 2 1
New York City — 3 9 3 6 — 2 6 — 10 — 2 11 — 4
Pennsylvania 5 2 5 6 3 3 3 8 8 18 16 5 21 23 11

E.N. Central 2 5 12 6 17 6 8 15 12 38 1 9 28 20 22
Illinois — 2 5 — 8 — 2 6 — 5 — 1 12 — 4
Indiana — 0 4 — — — 0 8 — — — 1 7 — 1
Michigan 1 1 5 4 8 — 2 8 — 19 — 3 10 4 8
Ohio 1 1 4 2 1 6 2 7 12 9 1 4 17 16 8
Wisconsin — 0 3 — — — 0 2 — 5 — 0 1 — 1

W.N. Central 2 3 18 12 3 — 3 8 4 9 1 1 9 2 3
Iowa — 1 4 3 1 — 0 3 — 1 — 0 2 — —
Kansas — 0 3 — — — 0 2 — — — 0 1 — —
Minnesota — 0 17 1 — — 0 4 — — — 0 6 — —
Missouri 1 0 2 4 2 — 1 5 3 6 — 1 3 — 2
Nebraska§ 1 0 2 3 — — 0 1 1 1 1 0 2 2 1
North Dakota — 0 0 — — — 0 1 — — — 0 0 — —
South Dakota — 0 1 1 — — 0 1 — 1 — 0 1 — —

S. Atlantic 4 10 21 17 20 22 18 36 47 40 6 7 18 20 16
Delaware — 0 1 — — — 0 2 — 2 — 0 2 — —
District of Columbia — 0 5 — — — 0 1 — — — 0 1 — —
Florida 2 3 8 11 9 5 7 12 17 13 4 2 12 11 6
Georgia 1 1 4 3 6 1 2 6 6 11 — 1 2 3 1
Maryland§ 1 1 5 2 1 — 2 6 2 7 1 1 5 5 8
North Carolina — 0 9 — — 16 0 16 16 — 1 0 4 1 —
South Carolina§ — 0 4 — 2 — 1 4 3 4 — 0 2 — —
Virginia§ — 1 5 1 2 — 3 8 2 2 — 1 3 — 1
West Virginia — 0 2 — — — 0 9 1 1 — 0 3 — —

E.S. Central — 2 5 1 5 1 7 14 7 21 1 2 6 3 6
Alabama§ — 0 4 — — — 2 6 2 6 — 0 1 — 1
Kentucky — 0 2 1 1 1 1 7 2 2 — 1 3 2 3
Mississippi — 0 1 — 4 — 0 3 — 8 — 0 0 — —
Tennessee§ — 1 5 — — — 2 8 3 5 1 1 4 1 2

W.S. Central — 5 15 3 3 4 17 45 14 10 — 2 7 1 —
Arkansas§ — 0 2 — — — 1 4 — 3 — 0 3 1 —
Louisiana — 0 3 — 2 — 1 6 — 4 — 0 1 — —
Oklahoma — 0 8 — — — 1 38 — — — 0 2 — —
Texas§ — 3 10 3 1 4 12 28 14 3 — 2 6 — —

Mountain 5 4 13 7 12 2 4 8 3 11 1 2 6 1 6
Arizona 5 3 11 7 10 — 1 4 — 5 — 0 5 — 2
Colorado — 0 2 — — — 0 3 1 1 — 0 2 — —
Idaho§ — 0 2 — — — 0 1 — 1 — 0 1 — —
Montana§ — 0 2 — — — 0 1 — — — 0 1 — —
Nevada§ — 0 1 — 1 — 1 3 — 2 — 0 2 — 1
New Mexico§ — 0 1 — — — 0 2 — 2 — 0 1 — 2
Utah — 0 2 — — 2 0 2 2 — 1 0 3 1 —
Wyoming§ — 0 1 — 1 — 0 1 — — — 0 1 — 1

Pacific 5 11 32 19 48 5 10 15 11 24 1 3 7 2 2
Alaska — 0 1 — — — 0 2 — 1 — 0 0 — —
California 5 9 29 17 44 5 7 14 10 19 1 2 7 2 2
Hawaii — 0 1 — — — 0 2 — — — 0 0 — —
Oregon§ — 1 2 2 3 — 1 4 1 3 — 0 2 — —
Washington — 1 5 — 1 — 1 6 — 1 — 0 2 — —

American Samoa — 0 0 — — — 0 13 — — N 0 0 N N
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 1 — — — 0 0 — —
Puerto Rico — 1 5 — 3 — 1 5 2 2 — 0 1 — 2
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

Meningococcal disease, invasive†

Lyme disease Malaria All serogroups
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table I.§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

United States 131 306 1,296 208 479 10 23 39 25 47 — 17 41 — 71

New England — 41 301 2 36 — 1 4 — 3 — 0 3 — 5
Connecticut — 11 214 — 4 — 0 1 — — — 0 1 — 1
Maine§ — 4 61 — — — 0 2 — 1 — 0 1 — 1
Massachusetts — 1 31 — 16 — 0 3 — 2 — 0 2 — 3
New Hampshire — 8 88 2 14 — 0 4 — — — 0 1 — —
Rhode Island§ — 0 74 — — — 0 0 — — — 0 1 — —
Vermont§ — 1 13 — 2 — 0 2 — — — 0 1 — —

Mid. Atlantic 120 151 660 147 300 2 5 16 6 9 — 2 8 — 10
New Jersey — 34 175 4 88 — 0 0 — — — 0 2 — 3
New York (Upstate) 5 54 192 6 5 — 1 7 — 2 — 1 3 — —
New York City — 3 25 — 6 — 4 9 3 6 — 0 4 — 2
Pennsylvania 115 51 321 137 201 2 1 4 3 1 — 1 5 — 5

E.N. Central — 12 168 2 17 1 2 7 3 12 — 3 9 — 11
Illinois — 1 15 — 2 — 0 6 — 9 — 1 3 — 3
Indiana — 0 7 — — — 0 2 — — — 0 4 — —
Michigan — 0 5 1 2 1 0 2 1 1 — 0 3 — 3
Ohio — 0 3 1 1 — 0 3 2 2 — 0 2 — 3
Wisconsin — 10 149 — 12 — 0 2 — — — 0 1 — 2

W.N. Central — 5 379 — 2 — 0 8 — 3 — 1 5 — 6
Iowa — 1 11 — 2 — 0 1 — 1 — 0 3 — 1
Kansas — 0 2 — — — 0 1 — — — 0 1 — —
Minnesota — 1 379 — — — 0 8 — 1 — 0 4 — —
Missouri — 0 4 — — — 0 1 — — — 0 2 — 5
Nebraska§ — 0 2 — — — 0 1 — 1 — 0 2 — —
North Dakota — 0 2 — — — 0 1 — — — 0 1 — —
South Dakota — 0 0 — — — 0 1 — — — 0 1 — —

S. Atlantic 7 63 183 48 115 5 4 14 11 10 — 3 11 — 12
Delaware — 12 34 5 21 — 0 1 — — — 0 1 — —
District of Columbia — 0 7 — — — 0 1 — — — 0 0 — —
Florida 2 1 11 4 1 2 1 7 4 2 — 1 7 — 5
Georgia 1 0 3 1 — 1 1 3 3 1 — 0 3 — 3
Maryland§ 4 32 128 36 84 2 1 5 4 4 — 0 2 — 2
North Carolina — 0 8 — — — 0 4 — 1 — 0 4 — —
South Carolina§ — 0 4 — — — 0 1 — — — 0 1 — 2
Virginia§ — 14 62 2 9 — 1 6 — 2 — 0 2 — —
West Virginia — 0 9 — — — 0 1 — — — 0 1 — —

E.S. Central — 1 5 — 1 — 1 3 1 1 — 1 3 — 8
Alabama§ — 0 3 — — — 0 1 1 — — 0 2 — 2
Kentucky — 0 2 — — — 0 1 — — — 0 2 — —
Mississippi — 0 1 — — — 0 1 — 1 — 0 2 — 4
Tennessee§ — 0 4 — 1 — 0 2 — — — 0 2 — 2

W.S. Central — 1 6 — 1 — 2 7 — 2 — 1 7 — 5
Arkansas§ — 0 1 — — — 0 1 — — — 0 2 — —
Louisiana — 0 1 — — — 0 2 — 1 — 0 3 — 4
Oklahoma — 0 0 — — — 0 2 — — — 0 3 — —
Texas§ — 1 6 — 1 — 1 6 — 1 — 1 4 — 1

Mountain — 0 3 1 2 — 1 6 1 1 — 1 4 — 2
Arizona — 0 1 — — — 0 3 — — — 0 2 — —
Colorado — 0 1 1 — — 0 2 1 1 — 0 2 — —
Idaho§ — 0 2 — — — 0 2 — — — 0 2 — 1
Montana§ — 0 2 — 1 — 0 1 — — — 0 1 — —
Nevada§ — 0 2 — 1 — 0 1 — — — 0 1 — —
New Mexico§ — 0 1 — — — 0 1 — — — 0 1 — —
Utah — 0 2 — — — 0 3 — — — 0 2 — 1
Wyoming§ — 0 1 — — — 0 0 — — — 0 1 — —

Pacific 4 2 9 8 5 2 3 9 3 6 — 4 12 — 12
Alaska — 0 1 — — — 0 1 — — — 0 1 — —
California 4 2 9 8 5 2 2 7 3 3 — 3 9 — 11
Hawaii N 0 0 N N — 0 0 — — — 0 1 — —
Oregon§ — 0 1 — — — 0 2 — 3 — 0 3 — 1
Washington — 0 7 — — — 0 3 — — — 0 5 — —

American Samoa N 0 0 N N — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 2 — — — 0 0 — —
Puerto Rico N 0 0 N N — 0 1 — 1 — 0 1 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —
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C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

Pertussis Rabies, animal Rocky Mountain spotted fever
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007
United States 63 167 264 172 496 23 107 191 93 175 4 33 146 8 21

New England 1 25 43 3 96 3 11 22 6 26 — 0 1 — —
Connecticut — 0 5 — 7 — 4 10 — 15 — 0 0 — —
Maine† — 1 6 2 3 — 1 5 — 2 — 0 1 — —
Massachusetts — 19 33 — 79 — 0 0 — N — 0 1 — —
New Hampshire — 1 5 — 7 3 1 4 3 3 — 0 1 — —
Rhode Island† — 0 7 — — — 1 4 1 1 — 0 0 — —
Vermont† 1 0 9 1 — — 2 13 2 5 — 0 0 — —

Mid. Atlantic 23 23 50 38 93 3 26 56 17 62 1 1 7 1 3
New Jersey — 2 10 — 18 N 0 0 N N — 0 3 — —
New York (Upstate) 5 9 31 7 39 3 9 20 17 12 — 0 1 — —
New York City — 3 7 — 12 — 1 5 — 5 — 0 3 — 1
Pennsylvania 18 7 22 31 24 — 16 44 — 45 1 0 3 1 2

E.N. Central 18 26 79 49 113 — 4 48 — — — 1 4 — 2
Illinois — 3 12 — 28 — 1 15 — — — 0 3 — —
Indiana — 0 9 — — — 0 1 — — — 0 2 — —
Michigan 1 4 16 1 12 — 1 27 — — — 0 1 — 1
Ohio 17 11 54 48 55 — 1 11 — — — 0 2 — 1
Wisconsin — 0 24 — 18 N 0 0 N N — 0 0 — —

W.N. Central 8 12 65 25 46 — 4 13 — 2 — 5 37 3 3
Iowa — 2 8 — 19 — 0 3 — — — 0 4 — —
Kansas — 2 8 — 17 — 2 7 — 1 — 0 2 — 2
Minnesota — 0 53 — — — 0 6 — — — 0 1 — —
Missouri 8 2 11 21 4 — 0 3 — 1 — 5 29 3 1
Nebraska† — 1 12 3 2 — 0 0 — — — 0 2 — —
North Dakota — 0 4 — — — 0 5 — — — 0 0 — —
South Dakota — 0 7 1 4 — 0 2 — — — 0 1 — —

S. Atlantic 2 16 48 21 42 12 39 156 57 66 3 15 111 4 6
Delaware — 0 2 — — — 0 0 — — — 0 2 — 1
District of Columbia — 0 1 — 1 — 0 0 — — — 0 1 — —
Florida 2 4 17 5 9 3 0 124 7 — — 0 3 — —
Georgia — 0 3 — 5 — 5 12 11 10 2 0 6 2 2
Maryland† — 2 6 4 12 — 7 18 8 21 — 1 4 1 2
North Carolina — 4 34 10 — 9 9 19 19 18 1 5 96 1 —
South Carolina† — 1 4 — 6 — 0 11 — 3 — 0 7 — —
Virginia† — 2 11 2 9 — 13 31 12 10 — 2 11 — 1
West Virginia — 0 12 — — — 0 11 — 4 — 0 3 — —

E.S. Central 1 6 35 8 23 — 3 6 1 9 — 4 16 — 7
Alabama† — 1 6 3 7 — 0 0 — — — 1 10 — 4
Kentucky — 0 4 1 — — 0 3 1 4 — 0 2 — —
Mississippi 1 2 32 4 11 — 0 1 — — — 0 2 — 1
Tennessee† — 1 5 — 5 — 2 6 — 5 — 2 10 — 2

W.S. Central 1 20 48 8 6 3 1 23 3 1 — 1 30 — —
Arkansas† — 1 17 — — 3 1 2 3 — — 0 15 — —
Louisiana — 0 2 — 1 — 0 0 — — — 0 1 — —
Oklahoma — 0 26 — — — 0 22 — 1 — 0 20 — —
Texas† 1 16 33 8 5 — 0 0 — — — 1 5 — —

Mountain 9 21 39 15 58 — 3 14 3 2 — 0 4 — —
Arizona 1 3 13 1 17 — 2 12 3 2 — 0 1 — —
Colorado — 6 14 5 26 — 0 0 — — — 0 2 — —
Idaho† — 0 5 — 5 — 0 0 — — — 0 1 — —
Montana† 2 0 7 3 1 — 0 3 — — — 0 1 — —
Nevada† — 0 3 — — — 0 2 — — — 0 0 — —
New Mexico† — 1 7 — 4 — 0 2 — — — 0 1 — —
Utah 6 6 27 6 1 — 0 2 — — — 0 0 — —
Wyoming† — 0 4 — 4 — 0 4 — — — 0 2 — —

Pacific — 12 73 5 19 2 4 10 6 7 — 0 2 — —
Alaska — 0 6 3 8 2 0 6 4 6 N 0 0 N N
California — 5 15 — 3 — 3 8 2 1 — 0 2 — —
Hawaii — 0 1 — — N 0 0 N N N 0 0 N N
Oregon† — 1 14 2 7 — 0 3 — — — 0 1 — —
Washington — 3 68 — 1 — 0 0 — — N 0 0 N N

American Samoa — 0 0 — — N 0 0 N N N 0 0 N N
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 0 — — N 0 0 N N
Puerto Rico — 0 1 — — 1 0 5 1 5 N 0 0 N N
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —
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C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Includes E. coli O157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped.§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

Salmonellosis Shiga toxin-producing E. coli (STEC)† Shigellosis
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007
United States 285 754 1,316 918 2,067 16 68 209 45 165 138 352 552 523 553

New England 2 30 74 21 480 — 4 11 1 80 — 3 11 1 58
Connecticut — 0 10 10 415 — 0 0 — 73 — 0 0 — 44
Maine§ 1 2 13 2 7 — 0 4 1 1 — 0 4 — 1
Massachusetts — 22 58 — 48 — 2 10 — 5 — 2 8 — 12
New Hampshire — 3 10 4 4 — 0 4 — 1 — 0 1 — 1
Rhode Island§ 1 2 15 3 2 — 0 2 — — — 0 9 1 —
Vermont§ — 1 5 2 4 — 0 3 — — — 0 1 — —

Mid. Atlantic 59 107 189 126 253 3 8 27 6 15 7 14 40 18 24
New Jersey — 19 49 2 57 — 2 7 — 6 — 3 10 — 1
New York (Upstate) 17 27 63 27 24 1 3 12 3 2 3 3 17 3 2
New York City 1 24 51 28 72 — 1 5 — 2 — 5 11 7 15
Pennsylvania 41 35 69 69 100 2 2 11 3 5 4 2 21 8 6

E.N. Central 16 102 254 75 210 5 8 35 8 17 21 46 133 71 56
Illinois — 32 187 — 81 — 1 10 — 2 — 12 24 — 39
Indiana — 13 34 6 2 — 1 13 — — — 2 32 19 5
Michigan 3 18 41 21 34 — 1 8 3 4 — 1 7 1 2
Ohio 13 25 64 46 54 5 2 9 5 10 21 19 104 50 7
Wisconsin — 15 50 2 39 — 3 11 — 1 — 4 13 1 3

W.N. Central 13 49 103 49 92 1 12 38 1 9 5 33 80 12 56
Iowa — 9 18 4 19 — 2 13 — — — 1 6 — 4
Kansas — 7 20 — 19 — 1 4 — 2 — 0 3 — 2
Minnesota — 13 41 — 5 — 4 17 — 2 — 4 12 — 6
Missouri 8 15 29 34 29 1 2 12 1 2 5 22 72 12 39
Nebraska§ 5 5 13 11 12 — 2 6 — 3 — 0 3 — 1
North Dakota — 0 9 — — — 0 1 — — — 0 3 — —
South Dakota — 3 11 — 8 — 0 5 — — — 0 30 — 4

S. Atlantic 125 222 433 407 478 2 13 39 12 19 40 81 153 160 165
Delaware — 2 8 1 7 — 0 2 1 2 — 0 2 — 1
District of Columbia — 0 4 — 1 — 0 1 — — — 0 1 — —
Florida 86 84 181 256 207 2 3 18 10 5 19 41 75 71 87
Georgia 31 31 84 85 83 — 1 6 1 3 18 27 85 70 64
Maryland§ 4 15 43 27 32 — 1 6 — 5 — 2 7 3 5
North Carolina — 28 191 — 73 — 1 24 — — — 0 10 — —
South Carolina§ 4 19 51 32 35 — 0 3 — — 3 4 20 15 4
Virginia§ — 20 42 4 39 — 3 9 — 4 — 3 14 1 4
West Virginia — 4 20 2 1 — 0 3 — — — 0 36 — —

E.S. Central 15 59 143 73 192 3 4 26 9 7 12 49 177 75 53
Alabama§ 3 16 49 25 34 1 1 19 3 1 3 13 41 20 20
Kentucky 1 10 23 10 25 1 1 12 2 2 2 6 35 13 5
Mississippi — 13 57 12 101 — 0 1 1 1 — 16 111 20 13
Tennessee§ 11 17 35 26 32 1 2 10 3 3 7 4 32 22 15

W.S. Central 10 81 248 24 56 — 3 12 2 5 40 41 135 149 21
Arkansas§ 6 13 51 14 8 — 0 3 — 4 3 2 6 4 2
Louisiana — 15 42 1 29 — 0 2 — — — 9 22 1 8
Oklahoma 4 9 43 9 7 — 0 3 — 1 5 2 8 8 1
Texas§ — 41 135 — 12 — 2 10 2 — 32 28 126 136 10

Mountain 16 49 84 51 121 1 9 42 2 10 3 17 41 16 42
Arizona 7 17 40 28 44 — 1 8 1 2 3 10 29 14 17
Colorado — 10 24 5 38 — 1 17 — 5 — 2 6 1 6
Idaho§ 3 3 9 7 8 1 1 16 1 1 — 0 2 — —
Montana§ 2 2 9 2 6 — 0 0 — — — 0 2 — 2
Nevada§ — 4 12 — 9 — 0 3 — — — 0 10 — 1
New Mexico§ — 5 13 — 8 — 1 3 — 1 — 2 6 — 5
Utah 3 4 17 4 5 — 1 9 — 1 — 1 5 — 1
Wyoming§ 1 1 5 5 3 — 0 0 — — — 0 5 1 10

Pacific 29 109 191 92 185 1 9 38 4 3 10 27 70 21 78
Alaska 1 1 5 2 1 N 0 0 N N — 0 2 — —
California 27 83 135 79 166 1 5 33 4 1 10 21 61 20 70
Hawaii — 1 13 — — — 0 1 — — — 0 3 1 —
Oregon§ 1 6 16 11 17 — 1 11 — 2 — 1 6 — 6
Washington — 12 73 — 1 — 1 20 — — — 2 20 — 2

American Samoa — 0 0 — — — 0 0 — — — 0 1 1 —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 5 — — N 0 0 N N — 0 3 — 1
Puerto Rico — 13 55 5 19 — 0 0 — — — 0 2 — 6
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —
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C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available

(NNDSS event code 11717).§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

Streptococcus pneumoniae, invasive disease, nondrug resistant†

Streptococcal disease, invasive, group A Age <5 years
Previous Previous

Current 52 weeks Cum Cum Current 52 weeks Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007

United States 65 82 168 180 245 23 35 74 71 92

New England — 5 28 1 19 — 1 7 — 17
Connecticut — 0 22 — 1 — 0 2 — 2
Maine§ — 0 3 — 2 — 0 1 — —
Massachusetts — 3 12 — 10 — 1 4 — 11
New Hampshire — 0 4 1 2 — 0 2 — 2
Rhode Island§ — 0 1 — — — 0 1 — 1
Vermont§ — 0 2 — 4 — 0 1 — 1

Mid. Atlantic 20 15 40 39 46 4 5 38 8 14
New Jersey — 2 12 — 8 — 1 5 1 4
New York (Upstate) 10 5 20 19 4 4 2 10 7 7
New York City — 4 13 — 15 — 2 35 — 3
Pennsylvania 10 4 11 20 19 N 0 0 N N

E.N. Central 8 15 34 29 64 1 4 13 11 18
Illinois — 4 13 1 23 — 1 6 — 3
Indiana — 2 10 3 2 — 0 6 — —
Michigan 1 3 10 9 13 — 1 5 5 8
Ohio 7 4 14 16 22 1 1 5 6 5
Wisconsin — 0 5 — 4 — 0 2 — 2

W.N. Central 1 5 32 5 12 2 3 10 7 3
Iowa — 0 0 — — — 0 0 — —
Kansas — 0 3 — 2 — 0 1 — —
Minnesota — 0 29 — — — 1 9 — —
Missouri 1 2 4 5 8 2 0 2 5 3
Nebraska§ — 0 3 — — — 0 3 2 —
North Dakota — 0 3 — — — 0 1 — —
South Dakota — 0 2 — 2 — 0 0 — —

S. Atlantic 20 22 49 65 50 6 6 14 15 16
Delaware — 0 1 — — — 0 0 — —
District of Columbia — 0 3 — — — 0 0 — —
Florida 10 6 16 24 11 1 1 5 4 1
Georgia 4 4 12 17 15 — 0 5 — 4
Maryland§ 4 4 9 17 14 5 1 5 8 6
North Carolina 2 1 22 2 — — 0 0 — —
South Carolina§ — 1 7 5 7 — 1 4 3 1
Virginia§ — 2 11 — 3 — 0 3 — 4
West Virginia — 0 3 — — — 0 1 — —

E.S. Central 4 4 13 6 13 — 2 9 — 9
Alabama§ N 0 0 N N N 0 0 N N
Kentucky 1 1 3 1 3 N 0 0 N N
Mississippi N 0 0 N N — 0 1 — 2
Tennessee§ 3 3 13 5 10 — 2 9 — 7

W.S. Central 6 6 19 10 8 3 5 20 6 5
Arkansas§ — 0 2 — 1 1 0 1 1 —
Louisiana — 0 4 — 1 — 0 4 — 2
Oklahoma 1 1 5 4 4 1 1 4 3 2
Texas§ 5 4 12 6 2 1 2 16 2 1

Mountain 6 9 21 25 27 4 4 12 19 10
Arizona 3 4 10 11 7 3 2 8 14 9
Colorado — 3 8 8 6 — 1 4 3 —
Idaho§ — 0 2 1 1 1 0 1 1 —
Montana§ N 0 0 N N N 0 0 N N
Nevada§ — 0 1 — — — 0 1 — —
New Mexico§ — 1 4 — 6 — 0 4 — 1
Utah 3 2 6 5 6 — 0 2 1 —
Wyoming§ — 0 1 — 1 — 0 0 — —

Pacific — 3 7 — 6 3 0 4 5 —
Alaska — 0 3 — 1 3 0 4 5 —
California N 0 0 N N N 0 0 N N
Hawaii — 2 5 — 5 — 0 1 — —
Oregon§ N 0 0 N N N 0 0 N N
Washington N 0 0 N N N 0 0 N N

American Samoa — 0 4 — — N 0 0 N N
C.N.M.I. — — — — — — — — — —
Guam — 0 0 — — N 0 0 N N
Puerto Rico — 0 0 — — N 0 0 N N
U.S. Virgin Islands — 0 0 — — — 0 0 — —
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C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720).§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

Streptococcus pneumoniae, invasive disease, drug resistant†

All ages Age <5 years Syphilis, primary and secondary
Previous Previous Previous

Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007

United States 60 42 97 177 224 8 8 23 22 27 103 209 278 349 473

New England — 1 7 2 16 — 0 2 1 — 4 5 14 9 6
Connecticut — 0 5 — 10 — 0 2 — — — 0 3 — —
Maine§ — 0 1 1 3 — 0 1 1 — — 0 2 — —
Massachusetts — 0 0 — — — 0 0 — — 4 3 8 8 5
New Hampshire — 0 0 — — — 0 0 — — — 0 3 — 1
Rhode Island§ — 0 3 — 1 — 0 1 — — — 0 5 1 —
Vermont§ — 0 2 1 2 — 0 1 — — — 0 5 — —

Mid. Atlantic 2 2 9 9 17 1 0 5 2 3 27 34 46 83 80
New Jersey — 0 0 — — — 0 0 — — 2 4 9 9 9
New York (Upstate) — 1 5 1 1 1 0 4 1 — 1 3 7 1 5
New York City — 0 0 — — — 0 0 — — 12 18 35 54 36
Pennsylvania 2 1 6 8 16 — 0 2 1 3 12 8 17 19 30

E.N. Central 14 10 31 31 71 3 2 8 6 6 12 15 25 30 39
Illinois — 1 7 — 16 — 0 5 — 2 — 7 14 — 22
Indiana — 3 11 — 10 — 0 4 — — 1 1 6 3 1
Michigan 1 0 1 2 — — 0 1 — — 1 2 9 1 5
Ohio 13 6 23 29 45 3 1 3 6 4 10 4 9 23 9
Wisconsin N 0 0 N N — 0 0 — — — 1 4 3 2

W.N. Central 1 2 49 14 20 — 0 3 — 3 — 7 13 13 7
Iowa — 0 0 — — — 0 0 — — — 0 2 — —
Kansas — 0 7 — 13 — 0 2 — 2 — 0 2 — 1
Minnesota — 0 46 — — — 0 3 — — — 1 4 4 3
Missouri 1 1 8 14 6 — 0 1 — — — 4 10 9 3
Nebraska§ — 0 1 — — — 0 0 — — — 0 1 — —
North Dakota — 0 0 — — — 0 0 — — — 0 0 — —
South Dakota — 0 1 — 1 — 0 1 — 1 — 0 3 — —

S. Atlantic 38 19 39 98 69 3 4 12 11 14 28 49 85 79 101
Delaware — 0 1 1 — — 0 1 — — — 0 3 — —
District of Columbia — 0 1 — — — 0 0 — — — 3 12 — 6
Florida 27 11 27 68 40 3 2 7 9 9 15 16 34 38 35
Georgia 10 6 19 27 27 — 1 5 2 5 — 9 31 — 6
Maryland§ 1 0 1 1 — — 0 0 — — — 6 15 10 20
North Carolina — 0 0 — — — 0 0 — — 6 5 23 19 23
South Carolina§ — 0 0 — — — 0 0 — — 3 1 11 4 6
Virginia§ N 0 0 N N — 0 0 — — 4 4 16 8 5
West Virginia — 1 8 1 2 — 0 1 — — — 0 1 — —

E.S. Central 5 3 9 19 12 1 1 3 2 — 9 19 31 39 30
Alabama§ N 0 0 N N — 0 0 — — — 7 17 13 11
Kentucky — 0 2 2 3 — 0 1 — — — 1 7 4 5
Mississippi — 0 0 — — — 0 0 — — 4 2 9 5 4
Tennessee§ 5 2 9 17 9 1 0 3 2 — 5 7 15 17 10

W.S. Central — 2 12 — 13 — 0 3 — — 15 37 55 62 55
Arkansas§ — 0 1 — — — 0 0 — — — 2 10 2 2
Louisiana — 1 4 — 5 — 0 2 — — — 10 23 3 6
Oklahoma — 0 10 — 8 — 0 2 — — — 1 4 2 5
Texas§ — 0 0 — — — 0 0 — — 15 23 39 55 42

Mountain — 1 5 4 6 — 0 2 — 1 2 8 25 5 21
Arizona — 0 0 — — — 0 0 — — 1 4 17 1 6
Colorado — 0 0 — — — 0 0 — — — 1 3 1 1
Idaho§ N 0 0 N N — 0 0 — — — 0 1 — —
Montana§ — 0 0 — — — 0 0 — — — 0 3 — —
Nevada§ — 0 3 3 4 — 0 2 — — 1 2 6 3 7
New Mexico§ — 0 1 — — — 0 0 — — — 1 3 — 6
Utah — 0 5 1 1 — 0 2 — 1 — 0 2 — 1
Wyoming§ — 0 2 — 1 — 0 1 — — — 0 1 — —

Pacific — 0 0 — — — 0 0 — — 6 40 55 29 134
Alaska — 0 0 — — — 0 0 — — — 0 1 — —
California N 0 0 N N — 0 0 — — 6 37 52 20 130
Hawaii — 0 0 — — — 0 0 — — — 0 2 — —
Oregon§ N 0 0 N N — 0 0 — — — 0 2 2 1
Washington N 0 0 N N — 0 0 — — — 2 12 7 3

American Samoa N 0 0 N N — 0 1 — — — 0 4 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 0 — — — 0 0 — —
Puerto Rico N 0 0 N N — 0 0 — — — 3 10 — 5
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 19, 2008, and January 20, 2007
(3rd Week)*

West Nile virus disease†

Varicella (chickenpox) Neuroinvasive Nonneuroinvasive§

Previous Previous Previous
Current 52 weeks  Cum Cum Current 52 weeks Cum Cum Current 52 weeks  Cum Cum

Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med Max 2008 2007

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable.     —: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts.     Med: Median.     Max: Maximum.
* Incidence data for reporting years 2007 and 2008 are provisional.† Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data

for California serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table I.§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza-
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm.¶ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

United States 363 601 1,277 1,025 2,316 — 1 141 — — — 2 299 — 1

New England 3 13 47 22 40 — 0 2 — — — 0 2 — —
Connecticut — 0 1 — — — 0 2 — — — 0 1 — —
Maine¶ — 0 0 — — — 0 0 — — — 0 0 — —
Massachusetts — 0 0 — — — 0 2 — — — 0 2 — —
New Hampshire — 6 17 8 19 — 0 0 — — — 0 0 — —
Rhode Island¶ — 0 0 — — — 0 0 — — — 0 1 — —
Vermont¶ 3 5 38 14 21 — 0 0 — — — 0 0 — —

Mid. Atlantic 83 74 168 149 424 — 0 3 — — — 0 3 — —
New Jersey N 0 0 N N — 0 1 — — — 0 0 — —
New York (Upstate) N 0 0 N N — 0 1 — — — 0 1 — —
New York City — 0 0 — — — 0 3 — — — 0 3 — —
Pennsylvania 83 74 168 149 424 — 0 1 — — — 0 1 — —

E.N. Central 133 163 568 388 1,055 — 0 18 — — — 0 12 — 1
Illinois — 3 11 2 11 — 0 13 — — — 0 8 — —
Indiana N 0 0 N N — 0 4 — — — 0 2 — —
Michigan 62 75 160 163 448 — 0 5 — — — 0 0 — —
Ohio 71 77 449 223 474 — 0 4 — — — 0 3 — 1
Wisconsin — 11 80 — 122 — 0 2 — — — 0 2 — —

W.N. Central 12 23 114 43 116 — 0 41 — — — 1 117 — —
Iowa N 0 0 N N — 0 4 — — — 0 3 — —
Kansas — 6 52 — 47 — 0 3 — — — 0 7 — —
Minnesota — 0 0 — — — 0 9 — — — 0 12 — —
Missouri 12 13 78 43 59 — 0 9 — — — 0 3 — —
Nebraska¶ N 0 0 N N — 0 5 — — — 0 15 — —
North Dakota — 0 60 — — — 0 11 — — — 0 49 — —
South Dakota — 1 14 — 10 — 0 9 — — — 0 32 — —

S. Atlantic 35 93 214 169 298 — 0 12 — — — 0 6 — —
Delaware — 1 4 — 5 — 0 1 — — — 0 0 — —
District of Columbia — 0 8 — — — 0 0 — — — 0 0 — —
Florida 17 26 76 68 49 — 0 1 — — — 0 0 — —
Georgia N 0 0 N N — 0 8 — — — 0 5 — —
Maryland¶ N 0 0 N N — 0 2 — — — 0 2 — —
North Carolina — 0 0 — — — 0 1 — — — 0 1 — —
South Carolina¶ 16 18 72 32 98 — 0 2 — — — 0 1 — —
Virginia¶ — 19 85 15 37 — 0 1 — — — 0 1 — —
West Virginia 2 22 58 54 109 — 0 0 — — — 0 0 — —

E.S. Central 1 10 81 21 27 — 0 11 — — — 0 14 — —
Alabama¶ 1 10 81 21 25 — 0 2 — — — 0 1 — —
Kentucky N 0 0 N N — 0 1 — — — 0 0 — —
Mississippi — 0 1 — 2 — 0 7 — — — 0 12 — —
Tennessee¶ N 0 0 N N — 0 1 — — — 0 2 — —

W.S. Central 76 148 521 180 203 — 0 34 — — — 0 18 — —
Arkansas¶ — 9 46 1 12 — 0 5 — — — 0 2 — —
Louisiana — 1 8 1 16 — 0 5 — — — 0 3 — —
Oklahoma — 0 0 — — — 0 11 — — — 0 7 — —
Texas¶ 76 140 475 178 175 — 0 18 — — — 0 10 — —

Mountain 20 49 130 51 152 — 0 36 — — — 1 143 — —
Arizona — 0 0 — — — 0 8 — — — 0 10 — —
Colorado — 20 62 9 70 — 0 17 — — — 0 65 — —
Idaho¶ N 0 0 N N — 0 3 — — — 0 22 — —
Montana¶ 7 7 40 21 18 — 0 10 — — — 0 30 — —
Nevada¶ — 0 1 — — — 0 1 — — — 0 3 — —
New Mexico¶ — 5 37 — 24 — 0 8 — — — 0 6 — —
Utah 13 10 72 20 40 — 0 8 — — — 0 8 — —
Wyoming¶ — 0 9 1 — — 0 4 — — — 0 33 — —

Pacific — 0 9 2 1 — 0 18 — — — 0 23 — —
Alaska — 0 9 2 1 — 0 0 — — — 0 0 — —
California — 0 0 — — — 0 17 — — — 0 21 — —
Hawaii N 0 0 N N — 0 0 — — — 0 0 — —
Oregon¶ N 0 0 N N — 0 3 — — — 0 4 — —
Washington N 0 0 N N — 0 0 — — — 0 0 — —

American Samoa N 0 0 N N — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 4 24 4 16 — 0 0 — — — 0 0 — —
Puerto Rico — 11 37 11 19 — 0 0 — — — 0 0 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

http://www.cdc.gov/epo/dphsi/phs/infdis.htm
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TABLE III. Deaths in 122 U.S. cities,* week ending January 19, 2008 (3rd Week)
All causes, by age (years) All causes, by age (years)

All P&I† All P&I†
Reporting Area Ages >65 45-64 25-44 1-24 <1 Total Reporting Area Ages >65 45-64 25-44 1-24 <1 Total

U: Unavailable.     —:No reported cases.
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its

occurrence and by the week that the death certificate was filed. Fetal deaths are not included.
† Pneumonia and influenza.
§ Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks.
¶ Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted.

**Total includes unknown ages.

New England 622 436 114 33 19 20 73
Boston, MA 171 112 28 11 13 7 15
Bridgeport, CT 37 27 6 4 — — 1
Cambridge, MA 19 16 3 — — — 5
Fall River, MA 34 28 5 1 — — 6
Hartford, CT 51 32 14 2 2 1 12
Lowell, MA 28 21 4 3 — — 2
Lynn, MA 11 8 3 — — — 1
New Bedford, MA 36 27 7 2 — — 2
New Haven, CT 41 28 8 4 — 1 3
Providence, RI 64 46 13 2 2 1 4
Somerville, MA 4 2 2 — — — 1
Springfield, MA 43 27 4 2 1 9 9
Waterbury, CT 28 19 7 1 — 1 3
Worcester, MA 55 43 10 1 1 — 9

Mid. Atlantic 2,247 1,533 525 100 41 47 108
Albany, NY 42 32 7 1 — 2 3
Allentown, PA 22 17 3 1 1 — 1
Buffalo, NY 84 58 20 4 — 2 6
Camden, NJ 46 28 14 2 1 1 5
Elizabeth, NJ 18 13 3 1 — 1 2
Erie, PA 30 24 5 — — 1 3
Jersey City, NJ U U U U U U U
New York City, NY 1,128 777 263 54 19 14 47
Newark, NJ U U U U U U U
Paterson, NJ 19 8 9 2 — — 1
Philadelphia, PA 566 353 149 24 17 23 20
Pittsburgh, PA§ 27 15 10 1 1 — 1
Reading, PA 28 21 5 1 1 — 3
Rochester, NY U U U U U U U
Schenectady, NY 17 13 2 2 — — 1
Scranton, PA 25 22 3 — — — 1
Syracuse, NY 129 96 24 5 1 3 10
Trenton, NJ 26 22 2 2 — — —
Utica, NY 16 14 2 — — — 2
Yonkers, NY 24 20 4 — — — 2

E.N. Central 2,393 1,610 556 127 54 45 156
Akron, OH 82 58 15 1 5 3 5
Canton, OH 40 22 15 2 — 1 —
Chicago, IL 307 175 85 24 13 9 25
Cincinnati, OH 112 73 30 5 2 2 16
Cleveland, OH 256 197 49 6 3 1 8
Columbus, OH 235 160 46 19 3 7 19
Dayton, OH 162 122 29 7 3 1 15
Detroit, MI 212 118 70 19 3 2 15
Evansville, IN 48 35 12 — — 1 1
Fort Wayne, IN 72 56 10 3 2 1 6
Gary, IN 14 10 2 2 — — 1
Grand Rapids, MI 34 23 8 — — 3 1
Indianapolis, IN 314 199 77 20 13 5 18
Lansing, MI 38 25 12 — 1 — 3
Milwaukee, WI 137 87 35 9 3 3 11
Peoria, IL 55 41 12 1 — 1 4
Rockford, IL 48 37 7 2 1 1 1
South Bend, IN 26 19 4 2 — 1 1
Toledo, OH 116 82 25 4 2 3 3
Youngstown, OH 85 71 13 1 — — 3

W.N. Central 529 376 101 25 12 15 44
Des Moines, IA U U U U U U U
Duluth, MN 43 32 10 1 — — 5
Kansas City, KS 35 21 7 4 2 1 —
Kansas City, MO 117 80 24 6 3 4 17
Lincoln, NE 35 31 3 1 — — 2
Minneapolis, MN 78 58 8 3 2 7 7
Omaha, NE U U U U U U U
St. Louis, MO 75 46 19 4 5 1 4
St. Paul, MN 65 46 13 5 — 1 4
Wichita, KS 81 62 17 1 — 1 5

S. Atlantic 1,269 800 307 89 35 37 78
Atlanta, GA 143 72 49 16 5 1 4
Baltimore, MD 189 102 59 16 4 8 21
Charlotte, NC 133 91 24 10 6 2 14
Jacksonville, FL 205 136 49 11 5 4 11
Miami, FL 95 66 17 6 2 3 4
Norfolk, VA 60 36 8 6 2 8 3
Richmond, VA 67 35 22 4 3 3 3
Savannah, GA 57 38 10 3 3 3 1
St. Petersburg, FL 62 45 11 3 1 2 2
Tampa, FL 243 169 53 14 4 3 13
Washington, D.C. U U U U U U U
Wilmington, DE 15 10 5 — — — 2

E.S. Central 1,140 723 286 71 31 29 91
Birmingham, AL 223 144 51 10 8 10 24
Chattanooga, TN 111 79 25 5 2 — 9
Knoxville, TN 138 84 31 16 2 5 11
Lexington, KY 102 65 27 8 1 1 7
Memphis, TN 188 118 50 14 4 2 10
Mobile, AL 116 71 29 8 7 1 6
Montgomery, AL 82 53 20 1 3 5 8
Nashville, TN 180 109 53 9 4 5 16

W.S. Central 1,725 1,087 439 101 39 59 99
Austin, TX 95 63 18 9 — 5 11
Baton Rouge, LA U U U U U U U
Corpus Christi, TX 91 64 16 4 2 5 8
Dallas, TX 251 141 78 20 6 6 18
El Paso, TX U U U U U U U
Fort Worth, TX 159 108 34 7 1 9 9
Houston, TX 460 272 126 28 17 17 19
Little Rock, AR 98 55 30 5 4 4 —
New Orleans, LA¶ U U U U U U U
San Antonio, TX 320 200 85 19 7 9 25
Shreveport, LA 80 59 16 4 — 1 4
Tulsa, OK 171 125 36 5 2 3 5

Mountain 1,319 857 323 81 31 25 111
Albuquerque, NM 152 103 33 14 2 — 7
Boise, ID 46 30 12 1 3 — 2
Colorado Springs, CO 82 48 23 7 2 2 5
Denver, CO 89 58 17 11 1 2 8
Las Vegas, NV 364 236 102 13 6 7 38
Ogden, UT 34 28 5 1 — — 4
Phoenix, AZ 204 108 58 18 10 8 16
Pueblo, CO 34 27 5 2 — — 5
Salt Lake City, UT 140 102 22 6 4 6 12
Tucson, AZ 174 117 46 8 3 — 14

Pacific 1,668 1,186 349 85 26 22 185
Berkeley, CA 24 13 10 1 — — 3
Fresno, CA U U U U U U U
Glendale, CA 29 23 5 1 — — 9
Honolulu, HI 86 68 12 3 1 2 10
Long Beach, CA 55 33 13 6 1 2 6
Los Angeles, CA 270 180 64 20 5 1 43
Pasadena, CA 35 31 2 1 — 1 5
Portland, OR 189 133 43 11 1 1 14
Sacramento, CA 230 161 47 13 7 2 22
San Diego, CA 188 139 32 8 3 6 20
San Francisco, CA 33 22 5 5 1 — 5
San Jose, CA 195 140 44 6 2 3 24
Santa Cruz, CA 45 33 9 2 1 — 4
Seattle, WA 129 85 33 6 2 3 6
Spokane, WA 48 36 10 1 — 1 6
Tacoma, WA 112 89 20 1 2 — 8

Total 12,912** 8,608 3,000 712 288 299 945
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