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Increase in Coccidioidomycosis — California, 2000–2007
Coccidioidomycosis is an infection resulting from inhalation 

of airborne spores of Coccidioides immitis or Coccidioides 
posadasii, soil-dwelling fungi endemic to California’s San 
Joaquin Valley; southern regions of Arizona, Utah, Nevada, 
and New Mexico; western Texas; and regions of Mexico and 
Central and South America (1). Of an estimated 150,000 new 
infections annually in the United States (2), approximately 
60% are asymptomatic (1). Patients with symptoms usually 
experience a self-limited influenza-like illness (ILI), although 
some develop severe pneumonia. Fewer than 1% of patients 
develop disseminated disease. Infection usually produces 
immunity to reinfection. During 1995–2000, the number of 
reported coccidioidomycosis cases in California averaged 2.5 
per 100,000 population annually. However, from 2000 to 
2006, the incidence rate more than tripled, increasing from 2.4 
to 8.0 per 100,000 population. To characterize this increase, 
the California Department of Public Health (CDPH) analyzed 
case and hospitalization data for the period 2000–2007 and 
preliminary case report data for 2008. The results indicated 
that, during 2000–2006, the number of reported cases and 
hospitalizations for coccidioidomycosis in California increased 
each year, before decreasing in 2007. Annual incidence dur-
ing 2000–2007 was highest in Kern County (150.0 cases per 
100,000 population), and the hospitalization rate was highest 
among non-Hispanic blacks, increasing from 3.0 to 7.5 per 
100,000 population. Health-care providers should maintain 
heightened suspicion for coccidioidomycosis in patients who 
live or have traveled in areas where the disease is endemic 
and who have signs of ILI, pneumonia, or disseminated 
infection.

Coccidioidomycosis is a reportable disease in California, 
although laboratories are not required to report. During 
1991–1995, California experienced a large epidemic of coc-
cidioidomycosis in the San Joaquin Valley; since 1995, cases 
of coccidioidomycosis have been reported consistently to local 

health departments in California using Confidential Morbidity 
Reports (CMRs). For the analysis summarized in this report, 
CDPH reviewed case and hospitalization data for the period 
2000–2007 using CMRs and California Patient Discharge 
Data Set (CPDDS) data. Preliminary CMR case data for 2008 
also were analyzed. CMRs include data on the patient’s county 
of residence, sex, and dates of birth, illness onset, diagnosis, 
and case report. CPDDS data include inpatient discharge 
diagnoses from all California nonfederal hospitals. Cases with 
codes for coccidioidomycosis (114–114.5 and 114.9) from 
the International Classification of Diseases, Ninth Edition were 
selected. Duplicate records were removed so that the CMR 
data set retained only the first report of a case and the CPDDS 
retained only the first report of a patient’s hospitalization. For 
the 3% of reported CMR cases with no date of illness onset 
or diagnosis, year of illness onset was presumed to be year of 
case report. CMR data were used to calculate incidence rates 
of reported cases overall and by age, sex, region, and county. 
Because 34% of reported CMR cases had missing data on 
race, incidence rates by race were not calculated. CPDDS 
data were used to calculate rates of first hospitalization overall 
and by age, sex, race/ethnicity, region, and county. California 
Department of Finance population projections were used for 
denominators (3). Negative binomial regression was used to test 
for statistical significance of change in rates of reported cases 
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and hospitalizations during 2000–2006, the period of annual 
increase in reported cases and hospitalizations. Fatality rates 
among hospitalized patients were calculated by using CPDDS 
data for 2000–2007.

After remaining stable since 1995, reported coccidioidomy-
cosis cases in California increased from 816 in 2000 (incidence 
rate: 2.4 per 100,000 population) to 2,981 in 2006 (8.0 per 
100,000 population) (p<0.001) (Figure 1), before decreasing in 
2007 to 2,791 cases (7.4 per 100,000 population). Preliminary 
2008 CMR data indicated that 1,718 cases were reported in 
California during January 1–December 6, 2008, compared 
with 2,210 and 2,426 cases reported during the same period 
in 2006 and 2007, respectively. 

During 2000–2007, estimated average annual incidence was 
highest among adults aged 40–49 years (3,518 cases [8.0 per 
100,000 population]) versus other age groups (Table). A total 
of 10,909 (65%) cases were reported in male patients, for an 
average annual rate of 7.6 per 100,000 population, compared 
with 5,848 cases in females (4.0 per 100,000 population) 
(Table). The greatest incidence occurred in the San Joaquin 
Valley region, where coccidioidomycosis is endemic. A total of 
12,855 (76%) of California’s 16,970 cases were reported from 
the San Joaquin Valley during 2000–2007. Reported cases from 
this region increased from 490 (14.7 per 100,000 population) 
in 2000 to 2,135 (53.9 per 100,000 population) in 2007. 
Within the region, Kern County reported the highest incidence 
every year. Rates of reported cases in Kern County averaged 
150.0 per 100,000 population during 2000–2007 (Figure 2), 
peaking in 2004 at 195.3 per 100,000 population. 

FIGURE 1. Rates* of reported cases of coccidioidomycosis and 
first hospitalizations among persons with coccidioidomycosis 
diagnosed — California, 1995–2007†

*	Per 100,000 population.
†	Data on reported cases of coccidioidomycosis are from California 

Department of Public Health Confidential Morbidity Reports. Data on 
first hospitalizations of persons with coccidioidomycosis diagnosed are 
from the California Patient Discharge Data Set. Population data are from 
California Department of Finance population projections.
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In California, coccidioidomycosis cases requiring hospitaliza-
tion increased from 611 in 2000 (1.8 per 100,000 population) 
to 1,587 in 2006 (4.3 per 100,000 population) (p<0.001), 
before decreasing to 1,368 (3.6 per 100,000 population) in 
2007 (Figure 1). Hospitalizations for coccidioidomycosis 
were highest among persons aged 60–79 years, averaging 5.8 
per 100,000 population during 2000–2007 (Table). By race/
ethnicity, hospitalizations were highest among non-Hispanic 
blacks, compared with non-Hispanic whites, Hispanics, and 
Asians/Pacific Islanders. From 2000 to 2007, hospitaliza-
tions among non-Hispanic blacks increased from 66 (3.0 per 
100,000 population) to 169 (7.5 per 100,000 population). 
Hospitalizations among non-Hispanic whites increased 
from 297 (1.9 per 100,000 population) in 2000 to 570 (3.5 
per 100,000 population) in 2007; hospitalizations among 
Hispanics increased from 182 (1.6 per 100,000 population) to 
485 (3.6 per 100,000 population), and hospitalizations among 
Asians/Pacific Islanders increased from 36 (0.9 per 100,000 
population) to 86 (1.9 per 100,000 population). 

By geographic region, hospitalizations for coccidioidomy-
cosis in the San Joaquin Valley increased from 230 (6.9 per 
100,000 population) in 2000 to 701 (17.7 per 100,000 

TABLE. Total numbers and average annual rates* of reported 
cases of coccidioidomycosis and first hospitalizations and deaths 
among persons with coccidioidomycosis diagnosed, by selected 
characteristics — California, 1995–1999 and 2000–2007†

Characteristic

1995–1999 2000–2007

No. of 
cases Rate

No. of 
cases Rate

Reported cases
Age group (yrs)

0–9 182 0.7 532 1.3
10–19 393 1.7 1,695 3.9
20–29 677 2.7 2,793 7.0
30–39 921 3.4 3,379 7.7
40–49 761 3.3 3,518 8.0
50–59 528 3.6 2,180 7.5
60–69 350 3.5 1,307 6.7
70–79 220 2.8 755 5.5
>80 95 2.3 365 4.2

Sex
Male 2,572 3.2 10,909 7.6
Female 1,529 1.9 5,848 4.0

Region
California, overall 4,126 2.5 16,970 5.9
San Joaquin Valley§ 2,829 17.9 12,855 44.1
Kern County 2,003 63.1 8,847 150.0

First hospitalizations
Age group (yrs)

0–9 47 0.2 151 0.4
10–19 148 0.6 361 0.8
20–29 348 1.4 853 2.1
30–39 574 2.1 1,409 3.2
40–49 709 3.1 1,851 4.2
50–59 609 4.1 1,690 5.1
60–69 509 5.0 1,130 5.8
70–79 439 5.6 785 5.8
>80 170 4.2 427 5.0

Sex
Male 2,237 2.8 5,960 4.1
Female 1,316 1.6 2,696 1.9

Region
California, overall 3,553 2.2 8,657 3.0
San Joaquin Valley§ 1,418 9.0 4,360 15.0
Kern County 704 22.2 2,206 37.4

Race/Ethnicity¶

Black, non-Hispanic 349 — 1,005 5.3
White, non-Hispanic 1,947 — 3,800 3.0
Hispanic 881 — 2,869 2.9
Asian/Pacific Islander 212 — 552 1.7
American Indian/ 
  Alaska Native

13 — 28 1.4

Multiracial/Other 60 — 192 3.4

Deaths 307 0.19 752 0.26
	 *	Per 100,000 population.
	 †	Data on reported cases are from California Department of Public Health 

Confidential Morbidity Reports. Data on first hospitalizations of persons 
with coccidioidomycosis diagnosed are from the California Patient Dis-
charge Data Set. Denominator data are from California Department of 
Finance population projections. 

	 §	Includes the following California counties: Fresno, Kern, Kings, Madera, 
Merced, San Joaquin, Stanislaus, and Tulare.

	 ¶	Hospitalization rates by racial/ethnic population could not be calculated 
for 1995–1999 because population estimates for this period included 
inconsistent race/ethnicity categories.
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FIGURE 2. Average annual rate* of reported cases of 
coccidioidomycosis, by county — California, 2000–2007†

*	Per 100,000 population. 
†	Data on reported cases are from California Department of Public Health 

Confidential Morbidity Reports. County population data are from California 
Department of Finance population projections.

§	Kern County, located in the San Joaquin Valley region, where coccid-
ioidomycosis is endemic, had the highest rate among counties (150.0 
cases per 100,000 population).
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population) in 2007. Within the region, Kern County reported 
the highest hospitalization rates, increasing from 121 (18.2 
per 100,000 population) in 2000 to 285 (34.9 per 100,000 
population) in 2007, and peaking in 2005 at 353 hospitaliza-
tions (45.8 per 100,000 population). Overall in California, 
during 2000–2007, a total of 752 (8.7%) of the 8,657 persons 
hospitalized for coccidioidomycosis died.
Reported by: DJ Vugia, MD, C Wheeler, MD, KC Cummings, 
MPH, California Dept of Public Health. A Karon, DVM, EIS Officer, 
CDC.
Editorial Note: This report describes increases in reported coc-
cidioidomycosis cases and hospitalizations during 2000–2007 
and the highest incidence rate in California since 1995, the first 
year that CMR data were available consistently. The number 
of reported cases and hospitalizations decreased in 2007, and 
preliminary data indicate those decreases might have continued 
in 2008. However, rates of coccidioidomycosis in California 
remain substantially higher than during 1995–2000. These 
increased rates likely are real, rather than surveillance artifact, 
because no major changes in diagnosis or reporting of coc-
cidioidomycosis in California occurred before or during the 
period studied.

Increases in coccidioidomycosis in California are similar to 
those observed in neighboring Arizona and in the United States 
overall. Arizona, which annually reports approximately 60% 
of all coccidioidomycosis cases in the United States, reported 
a substantial increase in coccidioidomycosis from 1,812 cases 
(37 per 100,000 population) in 1999 to 5,535 cases (91 per 
100,000 population) in 2006 (4). In the United States overall, 
the number of reported coccidioidomycosis cases increased 
from 1,697 (0.64 per 100,000 population) in 1996 to 8,917 
(6.79 per 100,000 population in 2006) (5). Reasons for these 
recent increases in reported coccidioidomycosis are not fully 
understood. Some previous increases have been associated 
with local environmental and climatic variations (6). Other 
hypothesized causes include aerosolization of spores caused 
by soil disturbance during periods of increased construction 
activity (4), growing numbers of persons who are immuno-
compromised or have other risk factors for severe disease (7), 
and immigration of previously unexposed persons from areas 
where coccidioidomycosis is not endemic (2). Recent increases 
in coccidioidomycosis in California are partially attributable 
to several hundred cases reported from two San Joaquin 
Valley prisons (8) with inmates from areas where the disease 
is not endemic. Multiple clusters also have been reported at 
California military bases, where personnel often have intensive 
dust exposure (9). Such exposure is hypothesized to increase 
the risk for infection; local outbreaks of coccidioidomycosis 
have been noted after dust storms (1). 

Coccidioidomycosis hospitalization rates in California were 
highest among persons aged 60–79 years, which is consistent 
with previous reports that older age might be a risk factor for 
severe coccidioidomycosis (7). Hospitalization rates also were 
substantially higher among non-Hispanic blacks, compared 
with non-Hispanic whites, Hispanics, and Asians/Pacific 
Islanders. Black race has been associated previously with 
increased risk for coccidioidomycosis hospitalization (7). In 
addition, blacks and persons of Filipino ancestry have been 
found to have increased risk for disseminated coccidioidomy-
cosis, possibly because of underlying differences in susceptible 
host genetics (1,10). Immunocompromised persons and 
women in their second and third trimesters of pregnancy also 
have increased risk for disseminated disease (1).

The findings in this report are subject to at least three limita-
tions. First, because not all persons with coccidioidomycosis 
seek medical care and not all diagnosed cases are reported to 
local health departments, this report likely underestimates 
the actual rate of coccidioidomycosis in California. Second, 
for cases in which patients were hospitalized, medical chart 
review was not performed to confirm laboratory diagnosis or 
cause of death from coccidioidomycosis, resulting in possible 
overestimation of hospitalizations and deaths in persons with 
coccidioidomycosis diagnosed. Finally, Kern County’s public 
health laboratory performs much of the coccidioidomycosis 
testing for patients in that county and might be more likely to 
report cases routinely than laboratories in most other counties 
in the San Joaquin Valley region where this is not the prac-
tice. In 2009, California plans to make coccidioidomycosis 
a laboratory-reportable disease to improve completeness and 
timeliness of case reporting and delivery of targeted public 
health recommendations during periods of increased disease.

Given the recent increases in coccidioidomycosis in 
California and Arizona, heightened consideration of this dis-
ease is warranted in the differential diagnosis of any patient 
with ILI, pneumonia, or signs of disseminated infection who 
has lived or traveled in areas where coccidioidomycosis is 
endemic. Because intensive dust exposure appears to increase 
the risk for infection, CDC recommends that persons living 
or traveling in regions where coccidioidomycosis is endemic 
who are at risk for severe or disseminated disease (e.g., older 
persons, pregnant women, immunocompromised persons, 
and persons of black race or Filipino ancestry) should avoid 
exposure to outdoor dust as much as possible.* When such 
exposure is unavoidable, measures to reduce inhalation of 
outdoor dust, such as wetting soil and using respiratory pro-
tection when engaging in soil-disturbing activities, might be 

*	Additional information available at http://wwwn.cdc.gov/travel/yellowbookch4-
coccidioidomycosis.aspx.

http://wwwn.cdc.gov/travel/yellowbookch4-coccidioidomycosis.aspx
http://wwwn.cdc.gov/travel/yellowbookch4-coccidioidomycosis.aspx
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effective. However, options for environmental control of coc-
cidioidomycosis are limited, and no safe, effective vaccine for 
the disease exists currently. Developing such a vaccine appears 
to be the best option for preventing disease in those persons 
at risk for coccidioidomycosis (9). 
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Trends in Perinatal Group B 
Streptococcal Disease — United 

States, 2000–2006
Group B Streptococcus (GBS) is a leading infectious cause 

of neonatal morbidity and mortality in the United States (1). 
The bacterium, a common colonizer of the maternal genital 
tract, can infect the fetus during gestation, causing fetal death. 
GBS also can be acquired by the fetus during passage through 
the birth canal or after delivery. Infection commonly mani-
fests as meningitis, pneumonia, or sepsis. In 2002, CDC, the 
American College of Obstetricians and Gynecologists, and 
the American Academy of Pediatrics issued revised guidelines 
for prevention of early-onset GBS disease (i.e., in infants aged 
<7 days) (2). These guidelines recommended universal screen-
ing of all pregnant women for rectovaginal GBS colonization 

at 35–37 weeks’ gestation and administration of intrapartum 
antibiotic prophylaxis (IAP) to carriers. A report published in 
2007 indicated that, during 2003–2005, the overall rate of 
early-onset GBS disease increased, whereas incidence of late-
onset GBS disease (i.e., in infants aged 7–89 days) remained 
stable (3). This report updates the 2007 report by incorporating 
2006 data from the Active Bacterial Core surveillance (ABCs) 
system. The updated analysis revealed an increase in the overall 
rate of early-onset GBS disease from 2003 to 2006, driven 
by an increasing incidence among black term infants. Late-
onset GBS disease incidence among black infants, which had 
increased during 2003–2005, declined in 2006. Continued 
monitoring is needed to follow trends in early-onset GBS 
disease among black infants to determine whether additional 
interventions are warranted. 

ABCs conducts active, population- and laboratory-based 
surveillance for all cases of invasive GBS disease in selected 
counties of 10 states.* GBS cases are identified through regular 
contact with laboratories and are defined as isolation of GBS 
from a normally sterile body site (e.g., blood or cerebrospinal 
fluid) or from the placenta or amniotic fluid in cases of fetal 
death. In 2005, the areas covered by ABCs represented approxi-
mately 450,000 live births (11% of U.S. live births); 70% of 
infants were white, 20% were black, and 10% were of other 
race. Surveillance areas used standardized case-report forms to 
collect demographic, neonatal, and obstetric data from medi-
cal records. Race and ethnicity were determined from medical 
records or birth certificates. Multiple imputation procedures 
were used to address missing data for race and gestational age 
(4). Live-birth data from state vital records and national vital 
statistics reports for each respective year other than 2006 were 
used as denominators for incidence calculations; incidence for 
2006 was calculated using 2005 natality data. The Cochran-
Armitage test was conducted to determine linear trend sig-
nificance. The number of surveillance areas changed slightly 
during 2000–2006 because of the addition of Colorado in 
2001 and New Mexico in 2004; New Mexico cases were not 
included in evaluations of incidence over time. Because the 
most notable incidence differences have been associated with 
race rather than ethnicity (5), the trend analyses described in 
this report focus on race. 

During 2000–2006, a total of 1,199 early-onset disease 
(EOD) and 1,005 late-onset disease (LOD) cases were 
reported. In 2006, 316 cases were reported (179 EOD and 137 
LOD). Of these, 178 (56%) were in white infants, 118 (37%) 

* California, Colorado, Connecticut, Georgia, Maryland, Minnesota, New 
Mexico, New York, Oregon, and Tennessee. Additional information available 
at http://www.cdc.gov/ncidod/dbmd/abcs.

http://www.cdc.gov/ncidod/dbmd/abcs
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were in black infants, 14 (4%) were in infants of other races, 
and six (3%) were in infants of unknown race; 52 (16%) 
were in Hispanic infants, 246 (78%) were in non-Hispanic 
infants, and 18 (6%) were in infants of unknown ethnicity. 
Among cases in 2006 for which outcome information was 
available (n = 313), the case-fatality ratio was 7% for EOD 
(13 of 177) and 5% (seven of 136) for LOD. Among cases for 
which gestational age was available (312 of 316), 28% (49 of 
178) of EOD cases were in infants born preterm (gestational 
age <37 weeks), and 42% (56 of 134) of LOD cases were in 
infants born preterm. 

The overall EOD incidence rate showed an initial down-
ward trend from 2000 to 2003 (0.52 to 0.31 cases per 1,000 
live births), followed by an increase from 2003 to 2006 (0.31 
to 0.40 cases per 1,000 live births; p=0.03). When stratified 
by race, incidence from 2003 to 2006 among black infants 
increased significantly (0.53 to 0.86 cases per 1,000 live births; 
p=0.005), whereas incidence among white infants did not 
change significantly (0.26 to 0.29 cases per 1,000 live births; 
p=0.64) (Figure 1). 

When EOD incidence was stratified by gestational age, the 
average incidence among preterm infants during 2003–2006 
was 2.8 times higher among black infants (1.79 cases per 1,000 
live births) compared with white infants (0.67 cases per 1,000 
live births) (Figure 2). Both preterm black and white infants 
had increases in EOD incidence from 2003 to 2006 that were 
not significant (p=0.61 and 0.21, respectively). EOD incidence 
among term white infants was stable during 2003–2006. Term 
black infants were the only group with a significant increase 
in incidence from 2003 to 2006 (0.33 to 0.70 cases per 1,000 
live births; p=0.002). 

Overall, 93% (549 of 593) of EOD cases from 2003 (the 
first full year after the universal screening recommendations) 
through 2006 had information available on prenatal GBS 
screening. Among these, 387 (70%) mothers were screened 
at least 2 days before the infant’s birth. Among EOD cases in 
infants delivered at term (395 of 549), a similar proportion 
of mothers of black and white infants were screened (83% in 
each group). IAP was administered to 80 (20%) mothers of 
term infants with EOD during 2003–2006 (16% of black 
mothers and 23% of white mothers; p=0.09).

The overall rates of LOD remained stable from 2000 (0.36 
cases per 1,000 live births) to 2006 (0.30 cases per 1,000 live 
births). In addition, no overall incidence trend was observed 
from 2003 to 2006 (p=0.7). When stratified by race, LOD 
incidence among black infants decreased significantly by 42% 
(p=0.003) from 2005 (0.95 cases per 1,000 live births) to 
2006 (0.55 cases per 1,000 live births) (Figure 3). However, 
no significant trend was observed among black or white infants 
from 2003 to 2006.

FIGURE 1. Rate* of early-onset† invasive group B streptococcal 
disease, by race and year — Active Bacterial Core surveillance 
system, United States,§ 2000–2006¶

*	Per 1,000 live births.
†	Occurring in infants aged <7 days.
§	Includes selected counties in California, Colorado, Connecticut, Georgia, 

Maryland, Minnesota, New Mexico, New York, Oregon, and Tennessee. 
Additional information available at http://www.cdc.gov/ncidod/dbmd/abcs.

¶	Rates for 2000–2006 include surveillance areas participating since 2000, 
with the addition of Colorado in 2001. New Mexico, where surveillance 
began in 2004, is not included in comparison of incidence over time.
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FIGURE 2. Rate* of early-onset† invasive group B streptococcal 
disease, by race, prematurity status, and year — Active Bacterial 
Core surveillance system, United States,§ 2000–2006¶

*	Per 1,000 live births.
†	Occurring in infants aged <7 days.
§	Includes selected counties in California, Colorado, Connecticut, Georgia, 

Maryland, Minnesota, New Mexico, New York, Oregon, and Tennessee. 
Additional information available at http://www.cdc.gov/ncidod/dbmd/abcs. 

¶	Rates for 2000–2006 include surveillance areas participating since 2000, 
with the addition of Colorado in 2001. New Mexico, where surveillance 
began in 2004, is not included in comparison of incidence over time.
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Reported by: M Apostol, MPH, Emerging Infections Program, 
California Dept of Public Health. K Gershman, MD, Colorado 
Dept of Public Health. S Petit, MPH, Emerging Infections Program, 
Connecticut Dept of Public Health. K Arnold, MD, Emerging Infections 
Program, Div of Public Health, Georgia Dept of Human Resources. L 
Harrison, MD, Maryland Emerging Infections Program. R Lynfield, 
MD, Minnesota Dept of Health. C Morin, MPH, Minnesota Dept 
of Health. J Baumbach, MD, New Mexico Dept of Health. S Zansky, 
PhD, New York State Dept of Health. A Thomas, MD, Oregon Public 
Health Div. W Schaffner, MD, Vanderbilt Univ School of Medicine. 
SJ Schrag, DPhil, ER Zell, MStat, MM Lewis, MPH, Div of Bacterial 
Diseases, National Center for Immunization and Respiratory Diseases; 
RD Muhammad, MD, EIS Officer, CDC.
Editorial Note: GBS emerged as a major cause of neonatal 
bacterial sepsis in the 1970s. Before the 2002 guidelines recom-
mending universal screening, existing CDC guidelines allowed 
a choice of two strategies to determine candidates for IAP: 
1) monitoring for certain risk factors (risk-based screening) 
during labor (e.g., preterm delivery or prolonged membrane 
rupture), or 2) late antenatal culture-based screening for GBS 
colonization (6). A 2002 population-based study showed 
that culture-based screening was >50% more effective than 
risk-based screening (7), and led to the 2002 recommenda-
tion for universal, culture-based screening. Implementation 
of universal screening was expected to result in a 30% further 
decline in the incidence of EOD, with the most dramatic 
reductions anticipated among term infants, because screening 
is performed during 35–37 weeks of gestation. In addition, the 
transition to a single prevention strategy was expected to reduce 
racial differences in EOD incidence. Universal screening was 
not anticipated to affect LOD incidence or racial differences 

because implementation of IAP had not been associated with 
LOD prevention (8).

The results described in this report indicate an increase in 
EOD from 2003 to 2006,* and this increase has been driven 
by increasing incidence among black term infants. This increase 
was not anticipated and cannot yet be explained fully. The 
increase in EOD since 2003 was not accompanied by a sig-
nificant change in the overall incidence rate for LOD. Because 
EOD incidence trends do not match LOD incidence trends, 
their shared live-birth denominator is not likely to contribute 
error to the worsening EOD rates. Also, racial differences in 
screening do not appear to be a likely cause of the increasing 
incidence trend among black term infants, because a similar 
and high proportion of mothers of both black and white case-
infants delivered at term were screened. Consistent with this, 
a recent evaluation of live births during 2003–2004 in the 
ABCs catchment population found that black race was not 
associated with lack of screening (9). Additionally, IAP was 
administered to a similar proportion of black and white moth-
ers of term infants with EOD. The overall proportion receiving 
IAP (20%) was low, suggesting that missed opportunities for 
prevention might contribute more than prophylaxis failures 
to the remaining EOD burden. However, data on screening 
result often were incomplete, limiting the ability to determine 
whether lack of IAP administration represented poor adherence 
to recommendations. Moreover, in the context of a widely 
implemented prevention strategy, population-based data rather 
than case-only data provide the most useful guide to assessing 
guidelines implementation.

Other factors might influence the effectiveness of prevention 
and thus rates of disease, including higher GBS carriage rates 
among black women (10), the timing of screening, adequacy 
of specimen collection, appropriate laboratory processing, 
and implementation of adequate IAP (2). Evaluation of these 
factors will be important in determining whether the causes 
of increasing racial differences in EOD can be directly linked 
to missed opportunities for prevention.

The findings in this report are subject to at least three 
limitations. First, although surveillance data can help describe 
and monitor racial differences in diseases, often they cannot 
explain why these differences exist. Unidentified risk factors 
for which race is a proxy might explain the differences. For 
example, ABCs includes limited information on cases and does 
not collect variables related to socioeconomic status. Second, 
select counties in 10 states are covered by ABCs. As a result, 
rates might not be representative of the entire United States. 

FIGURE 3. Rate* of late-onset† invasive group B streptococcal 
disease, by race and year — Active Bacterial Core surveillance 
system, United States,§ 2000–2006¶

*	Per 1,000 live births.
†	Occurring in infants aged 7–89 days.
§	Includes selected counties in California, Colorado, Connecticut, Georgia, 

Maryland, Minnesota, New Mexico, New York, Oregon, and Tennessee. 
Additional information available at http://www.cdc.gov/ncidod/dbmd/abcs. 

¶	Rates for 2000–2006 include surveillance areas participating since 2000, 
with the addition of Colorado in 2001. New Mexico, where surveillance 
began in 2004, is not included in comparison of incidence over time.
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*	The analysis in this report differs from the previous one (3) in that values were 
imputed for both race and gestational age to account for missing data, allowing 
all the observed cases to contribute to estimates of stratified rates and improving 
the robustness of the rates reported.
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Finally, these findings represent only 4 years of data since 2002, 
and additional surveillance is needed to confirm whether the 
increasing trend will continue.

Since efforts to prevent GBS disease became widespread in 
the 1990s, the United States has experienced an 80% decline 
in EOD incidence (8). Despite the increases in EOD rates after 
2003, antenatal screening remains the most effective strategy 
available (7). Within the next year, CDC will work with the 
American Academy of Pediatrics, the American College of 
Obstetricians and Gynecologists, and other partners to update 
the perinatal GBS disease prevention guidelines. This update 
will focus on both the laboratory and clinical components of 
the guidelines and will be based on data accumulated since 
2002, including licensure of polymerase chain reaction–based 
rapid tests for GBS and a population-based review of approxi-
mately 8,000 labor and delivery records of births in 2003 and 
2004 in the ABCs population (9).

Information for patients, health-care providers, and public 
health practitioners regarding GBS is available from CDC 
at http://www.cdc.gov/groupbstrep. Brochures are available 
in both English and Spanish by telephone (404-639-2215); 
information regarding bulk orders is available through the 
CDC Foundation by telephone (877-252-1200).
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Cigarette Brand Preference Among 
Middle and High School Students 
Who Are Established Smokers — 
United States, 2004 and 2006

Studies have suggested a link between exposure to tobacco 
advertising and cigarette brand preference (1,2). Knowing 
the brand preferences of young established smokers can pro-
vide insight into what influences young smokers to start and 
continue to smoke. A report of 2005 data indicated that the 
three most heavily advertised brands, Marlboro, Newport, and 
Camel, were preferred by 81% of U.S. youths aged 12–17 years 
(3). To assess the cigarette brand preferences among middle 
school and high school students who were established smok-
ers, CDC analyzed data from the 2004 and 2006 National 
Youth Tobacco Survey (NYTS). This report summarizes the 
results of that analysis, which indicated that among established 
student smokers in middle and high school, Marlboro was 
the preferred brand (43.3% and 52.3%, respectively), fol-
lowed by Newport (26.4% and 21.4%, respectively). The use 
of Newport was significantly higher among blacks in middle 
school (59.7%) and high school (78.6%) compared with other 
racial/ethnic groups. Information on brand preferences and 
tobacco marketing strategies that are attractive to students can 
be used by tobacco control programs and community initia-
tives in the design of tobacco countermarketing campaigns. 
These countermarketing campaigns have been shown to be 
effective as part of a comprehensive tobacco control program 
to decrease the initiation of tobacco use among youths and 
young adults (1). 

NYTS is a cross-sectional nationally representative sample of 
students enrolled in grades 6–12; data are collected approxi-
mately every 2 years. Students complete a self-administered 
survey in a classroom setting. The target population consists 

http://www.cdc.gov/groupbstrep
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of public and private school students in the 50 states and the 
District of Columbia. Black, Hispanic, and Asian students* 
are oversampled to ensure enough participants from those 
racial/ethnic populations to get reliable estimates. Respondents 
who self-identify as non-Hispanic and select two or more 
races are classified as multiracial. In 2004, 267 (93%) of 288 
eligible schools participated, and of 31,774 students who were 
sampled, 27,933 (88%) completed the questionnaire, for an 
overall response rate of 82%. In 2006, 261 (92%) of the 285 
eligible schools participated, and of 30,875 students who were 
sampled, 27,038 (88%) completed the questionnaire, for 
an overall response rate of 81%. Data for these 2 years were 
combined to increase sample size and precision of estimates for 
selected racial/ethnic populations. Data were weighted to pro-
vide national estimates, and statistical software was used for all 
data analyses to account for the complex sample design. T-tests 
were performed to determine differences between populations 
in their brand use. The differences were considered statistically 
significant at p<0.05. 

Respondents were asked how many cigarettes they had 
smoked in their entire life and whether they had smoked in 
the past 30 days. Established student smokers were defined as 
having smoked >25 cigarettes in their entire lives and smoked 
at least one cigarette during the 30 days preceding the survey. 
To determine the brand of cigarettes most often used in the 
past 30 days, respondents were asked “During the past 30 days, 
what brand of cigarette did you usually smoke?” Responses 
were “I did not smoke cigarettes during the past 30 days; I do 
not have a usual brand; American Spirit; Camel; GPC, Basic, 
or Doral; Kool; Lucky Strike; Marlboro; Newport; Parliament; 
Virginia Slims; some other brand.” 

For the study period, the percentage of high school students 
who were current established smokers (14.3%) was more 
than four times greater than the percentage of middle school 
students who were established smokers (3.0%) (Table 1). 
Among middle school students, whites (3.4%) were more 
likely to be established smokers than blacks (1.8%). Among 
high school students, significant differences in the prevalence 
of established smoking occurred among white (17.5%), 
Hispanic (10.8%), Asian (6.0%), and black (4.3%) students. 
No differences between male and female students in prevalence 
of established smoking were observed at either school level. 
Among middle school students, 43.3% of established ciga-
rette smokers identified Marlboro as the brand they usually 
smoked during the preceding 30 days, followed by Newport 
(26.4%), other brands (14.6%), Camel (8.5%), and no usual 
brand (7.2%) (Table 2). Whites were more likely than blacks, 

Hispanics, and students of multiple races to smoke Marlboro. 
Blacks were more likely than whites, Hispanics, and students 
of multiple races to smoke Newport. 

Among high school students, 52.3% of established cigarette 
smokers identified Marlboro as the brand they usually smoked 
during the preceding 30 days, followed by Newport, Camel, 
other brands, and no usual brand (Table 2). Asian, white, 
Hispanic, and multiracial students were more likely than blacks 
to smoke Marlboro. Blacks were more likely than Hispanics, 
multiracial students, Asians, and whites to smoke Newport. 
Whites and multiracial students were more likely than blacks 
to smoke Camel, and Hispanics were more likely than Asians 
to smoke other brands.

Brand preference differed by sex among middle school 
students: 49.6% of female smokers used Marlboro cigarettes, 
compared with 37.6% of male smokers, and 12.4% of male 
smokers used Camel cigarettes, compared with 4.1% of 
female smokers. Brand preference also differed by sex among 
high school students: use of Camel and no usual brand was 
higher for males (15.6% and 4.1%, respectively) than females 

TABLE 1. Number of students who completed survey and 
percentage of established smokers* among middle and high 
school students, by sex and race/ethnicity — National Youth 
Tobacco Survey, United States, 2004 and 2006 combined

Characteristic No.
Weighted 

no.† %† (95% CI§)

Middle school¶

 Total 26,257 713,644 3.0 (2.6–3.5)
 Sex** 
   Female 13,214 336,160 2.8 (2.3–3.5)
   Male 13,043 377,484 3.3 (2.8–3.8)
 Race/Ethnicity†† 
   White 10,444 475,581 3.4 (2.8–4.2)
   Black 4,715 63,946 1.8 (1.4–2.5)
   Hispanic 7,311 100,690 2.9 (2.4–3.4)
   Asian 1,233 5,700 0.9 (0.4–1.7)
   Multiracial (two or 
    more races) 411 42,008 4.2 (3.1–5.8)

High school¶

 Total 28,044 3,990,913 14.3 (13.1–15.6)
 Sex** 
   Female 14,323 1,949,257 13.7 (12.3–15.3)
   Male 13,721 2,041,655 15.0 (13.7–16.3)
 Race/Ethnicity††

   White 12,103 3,120,200 17.5 (16.0–19.2)
   Black 5,229 163,437 4.3 (3.5–5.2)
   Hispanic 7,081 380,485 10.8 (9.6–12.0)
   Asian 1,324 50,901 6.0 (4.7–7.8)
   Multiracial (two or 
    more races) 1,122 164,477 16.1 (13.5–19.2)
	 *	Students who reported smoking at least 25 cigarettes during their life-times 

and who had smoked on at least 1 of the 30 days preceding the survey. 
	 †	Data were weighted to be nationally representative. 
	 §	Confidence interval. 
	 ¶	Unspecified for either middle school or high school by 309 students.
	**	Unspecified by 178 middle school students and 183 high school students.
	††	Unspecified by 2,143 of the middle school students and 1,185 of the high 

school students. White, black, Asian, and multiracial are non-Hispanic. 
Hispanic might be of any race.

*	For this report, white, black, and Asian students are non-Hispanic. Hispanic 
students might be of any race.
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(9.9% and 2.5%, respectively). The use of Marlboro was sig-
nificantly higher for females (54.5%) in high school compared 
with males (50.2%). 
Reported by: M O’Hegarty, PhD, S Thorne, MPH, LL Pederson, 
PhD, K Asman, MSPH, A Malarcher, PhD, Office on Smoking and 
Health, National Center for Chronic Disease Prevention and Health 
Promotion, CDC.
Editorial Note: Knowing the brand preferences of student 
established smokers can provide insights into what influ-
ences student smokers to start and continue to smoke. The 
three most heavily advertised brands, Marlboro, Newport 
and Camel, continue to be the preferred brands of cigarettes 
smoked by established student smokers in middle and high 
school. Among middle school respondents, the preference for 
these three brands was 78.2%, ranging from 67.7% to 80.5% 
across racial/ethnic groups and by sex. Among high school 
respondents, the preference for these three brands was 86.5%, 
ranging from 79.2% to 90.3% across racial/ethnic groups and 
by sex. These findings are similar to those reported in earlier 
surveys. Analyses of the 2002 NYTS indicated that current 

smokers in middle school identified Marlboro as the brand 
they usually smoked, followed by Newport, other brands, no 
usual brand and Camel. Current smokers in high school identi-
fied Marlboro as the brand they usually smoked, followed by 
Newport, other brands, Camel, and no usual brand (4). The 
current study also showed that Marlboro was the preferred 
brand among female (54.5%) and male (50.2%) established 
smokers. Unpublished data confirm that whites comprised a 
greater percentage of female established smokers than male 
established smokers in high school and whites are more likely 
to prefer Marlboro than are other racial/ethnic groups. Most 
black established student smokers used Newport, a mentho-
lated brand. The tobacco industry has strategically targeted 
black communities in its advertisements and promotional 
efforts for menthol cigarettes (5). 

In 2005, the cigarette industry spent $13.1 billion in adver-
tising and promotion, down from $14.1 billion in 2004 (6). 
Since the 1998 Master Settlement Agreement,* which pro-
hibits tobacco advertising that targets persons aged <18 years, 

TABLE 2. Brand* of cigarettes usually smoked by established cigarette smokers,† in middle and high school during the 30 days 
preceding survey, by sex and race/ethnicity — National Youth Tobacco Survey, United States, 2004 and 2006 combined
 

Characteristic

Marlboro Newport Camel Other brand§ No usual brand

%¶ (95% CI**) %¶ (95% CI) %¶ (95% CI) %¶ (95% CI) %¶ (95% CI)

Middle school                    
 Total 43.3 (38.3–48.4) 26.4 (21.9–31.4) 8.5 (6.3–11.4) 14.6 (11.8–17.9) 7.2 (5.1–10.0)
 Sex
   Female 49.6 (42.8–56.3) 26.2 (19.9–33.6) 4.1 (2.2–7.4) 13.6 (10.1–18.2) 6.6 (3.9–11.0)
   Male 37.6 (31.4–44.2) 26.7 (21.2–33.2) 12.4 (8.7–17.5) 15.3 (11.3–20.4) 7.9 (5.2–11.8)
 Race/Ethnicity††

   White 50.0 (43.9–56.1) 22.2 (17.6–27.6) 8.3 (5.7–11.9) 12.9 (9.4–17.3) 6.6 (4.3–10.1)
   Black§§ 11.8 (5.6–23.1) 59.7 (45.9–72.1) 5.1 (1.6–14.9)† 20.0 (11.4–32.5) 3.5 (0.9–12.7)
   Hispanic     33.3 (24.7–43.3) 30.0 (21.9–39.6) 9.3 (5.7–14.7) 18.3 (12.5–26.0) 9.0 (4.9–16.0)
   Asian¶¶ — — — — — — — — — —
   Multiracial (two or  
     more races)§§ 30.1 (18.4–45.0) 26.5 (14.3–43.9) 11.1 (5.0–22.8) 18.0 (8.4–34.4) 14.4 (5.6–32.3)

High school
 Total 52.3 (48.9–55.6) 21.4 (18.0–25.2) 12.8 (10.3–15.7) 10.3 (9.0–11.8) 3.3 ( 2.7–4.1)
 Sex
   Female 54.5 (50.2–58.7) 23.7 (19.0–29.2) 9.9 (7.5–12.9) 9.4 (7.6–11.6) 2.5 (1.8–3.5)
   Male 50.2 (46.5–53.8) 19.0 (16.1–22.4) 15.6 (12.6–19.0) 11.2 (9.4–13.3) 4.1 (3.2–5.3)
 Race/Ethnicity††

   White 56.2 (52.2–60.1) 17.3 (13.8–21.5) 13.9 (11.0–17.3) 9.6 (8.2–11.3) 3.0 (2.3–3.8)
   Black§§ 9.6 (5.6–16.0) 78.6 (69.5–85.6) 1.5 (0.5–4.2) 7.8 (4.5–13.2) 2.5 (1.0–5.8)
   Hispanic 44.9 (39.0–50.9) 28.7 (23.5–34.5) 7.7 (5.4–11.0) 14.2 (10.9–18.3) 4.5 (3.0–6.6)
   Asian¶¶ 62.2 (48.9–73.8) 18.9 (10.0–32.8) 9.2 (3.7–20.9) 4.8 (2.0–10.8) 5.0 (1.4–16.8)
   Multiracial (two or  
     more races)§§ 42.0 (32.8–51.8) 24.0 (16.9–33.0) 13.2 (8.1–20.8) 13.5 (8.4–20.9) 7.3 (3.5–14.4)
	 *	Brand of cigarette smoked was determined based on respondents choice from 11 options, which included “other brand” or not having a “usual brand.”
	 †	Students who reported smoking at least 25 cigarettes during their lifetimes and who had smoked on at least 1 of the 30 days preceding the survey; N = 713 

middle school students and 3,179 high school students. 
	 §	Other brands includes brands of cigarettes that were not a part of the top three used among middle and high school students (i.e., American Spirit, Kool, 

Lucky Strike, Parliament, Virginia Slims, GPC/Basic/Doral, or some other brand).
	 ¶	Data were weighted to be nationally representative. Percentages might not sum to 100 because of rounding.
	**	Confidence interval.
	††	White, black, Asian, and multiracial are non-Hispanic. Hispanic might be of any race.
	§§	Wide variances in CIs reflect small sample sizes.
	¶¶	Data not available because denominators include <50 respondents.

*	Available at http://www.naag.org/backpages/naag/tobacco/msa. 

http://www.naag.org/backpages/naag/tobacco/msa
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cigarette advertising expenditures in magazines with more 
than 15% youth readership have decreased (7).† However, 
alternative promotional strategies likely are being used to 
reach youth, including sample distribution, point-of-sale 
promotion, specialty item distribution, and sponsorship of 
public entertainment (7). NYTS data indicate that although 
self-reported youth exposure to protobacco messages declined 
during 2000–2004 in all media channels except the Internet, 
most youth in the United States remain exposed to protobacco 
messages: in 2004, 81% saw images of smoking on television 
or in movies, 85% saw tobacco advertisements in stores, 50% 
saw tobacco advertisements in newspapers and magazines, 
and 33% saw tobacco advertisements on the Internet (8). 
The National Cancer Institute and the Institute of Medicine 
have recommended that stronger and more comprehensive 
regulations are needed to protect youth from exposure to all 
forms of advertising and promotional activities by tobacco 
companies (1,9).

The findings in this report are subject to at least three 
limitations. First, because the NYTS is limited to youth who 
are attending middle or high school, the findings might not 
be generalizable to youth who have dropped out of school. 
During 2005, nationally, 3% of persons aged 16 years, 4% of 
persons aged 17 years, and 8% of persons aged 18 years had 
dropped out of school (10). The dropout rate also varies by 
race/ethnicity. Second, data were collected by self-report and 
students might underreport or overreport their tobacco use. 
Finally, because established student smokers were the focus of 
this report, sample sizes are small among some racial/ethnic 
groups; estimates for these groups should be interpreted with 
caution. The effect of these limitations on estimates of brand 
use is unknown.

Tobacco advertising and promotional activities are important 
catalysts that can prompt smoking initiation, especially among 
youth (1).§ Knowing the cigarette brand preferences of middle 
and high school students who are established smokers and 
the advertising and marketing used to promote these brands 
provides information that can be incorporated into targeted 
mass media campaigns to counter those messages and reduce 
smoking initiation. Mass media campaigns, combined with 
other interventions, are one component of comprehensive 
tobacco control initiatives that have been effective in reducing 
smoking initiation; other effective components include increas-
ing the unit price of tobacco products, and implementing 

smoke-free indoor air policies and legislation.¶ The Institute 
for Medicine concluded that funding comprehensive tobacco 
control programs at levels recommended by CDC is needed to 
decrease initiation among youth and young adults and increase 
cessation among youth and adults (9). 
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Update: Influenza Activity — 
United States, September 28, 

2008–January 31, 2009
From September 28, 2008, to January 31, 2009, influenza 

activity remained low in the United States but began to 
increase at the end of January. Thus far during the 2008–09 
influenza season, influenza A viruses have predominated and 
are antigenically related to the 2008–09 influenza vaccine 

†	The 15% youth readership criterion was identified in the Master Settlement 
Agreement between California and R.J. Reynolds.

§	Youth exposure to tobacco advertising and promotional activities can have 
a significant effect on the rate of youth initiation of smoking by influencing 
youth’s perceptions of the popularity, image, and social meaning of smoking.

¶	CDC’s Guide to Community Preventive Services reviews the effectiveness of 
interventions to reduce or prevent tobacco use and is available at http://www.
thecommunityguide.org/tobacco/#initiation.
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strains. Oseltamivir resistance has been detected in nearly all 
of the influenza A (H1N1) viruses tested so far during the 
2008–09 season, with high levels of adamantane resistance 
among influenza A (H3N2) viruses. This report summarizes 
U.S. influenza activity* since the last update (1) and reviews 
interim recommendations for the use of influenza antiviral 
medications.

Viral Surveillance 
During September 28, 2008–January 31, 2009, approxi-

mately 150 World Health Organization (WHO) and National 
Respiratory and Enteric Virus Surveillance System collaborat-
ing laboratories in the United States tested 81,842 respiratory 
specimens for influenza viruses; 4,336 (5.3%) were positive 
(Figure 1). Of these, 3,641 (84.0%) were influenza A viruses 
and 695 (16.0%) were influenza B viruses. Among the 3,641 
influenza A viruses, 1,305 (35.8%) were subtyped; 1,135 
(87.0%) were influenza A (H1), and 170 (13.0%) were influ-
enza A (H3) viruses. Influenza virus–positive tests have been 
reported from 46 states and the District of Columbia in all nine 
of the surveillance regions since September 28, 2008.

Antigenic Characterization
WHO collaborating laboratories in the United States 

are requested to submit a subset of their influenza-positive 
respiratory specimens to CDC for further antigenic charac-
terization. CDC has antigenically characterized 255 influenza 
viruses collected by U.S. laboratories during the 2008–09 
season, including 142 influenza A (H1N1), 35 influenza A 
(H3N2), and 78 influenza B viruses. All influenza A (H1N1) 
and A (H3N2) viruses and 23 (29.5%) influenza B viruses 
were antigenically related to the components included in the 
2008–09 influenza vaccine (A/Brisbane/59/2007-like [H1N1], 
A/Brisbane/10/2007-like [H3N2], and B/Florida/04/2006-
like). The other 55 (70.5%) influenza B viruses belonged to 
the B/Victoria/02/87 lineage.

Antiviral Resistance of Influenza Virus 
Isolates

CDC conducts surveillance for resistance of circulating influ-
enza viruses to licensed antiviral medications: adamantanes 

(amantadine and rimantadine) and neuraminidase inhibitors 
(zanamivir and oseltamivir). Since October 1, 2008, 308 
influenza viruses from 26 states have been tested for resistance 
to antiviral medications (Table 1). Of the 190 influenza A 
(H1N1) viruses tested, 185 (97.4%) were resistant to oselta-
mivir and all were susceptible to zanamivir. All 41 influenza A 
(H3N2) and all 77 influenza B viruses tested were susceptible 
to oseltamivir and zanamivir. Two influenza A (H1N1) viruses 
(1.1%) and all 41 influenza A (H3N2) viruses tested were 
resistant to adamantanes. None of the influenza A (H1N1) 
viruses tested were resistant to both oseltamivir and adaman-
tanes. The adamantanes are not effective against influenza B 
viruses. CDC has solicited a representative sample of viruses 
from WHO collaborating laboratories in the United States for 
resistance testing throughout the season, and more specimens 
are expected as influenza activity increases.

Novel Influenza A Viruses 
In addition to the case reported from Texas in the previous 

update (1), one case of human infection with a novel influenza 
A virus was reported from South Dakota during the week 
ending January 31, 2009. A man aged 19 years was infected 
with swine influenza A (H1N1) virus in December 2008. 
The patient recovered fully. Investigation into swine exposure 
is ongoing. 

State-Specific Activity Levels 
For the week ending January 31, 2009, influenza activity† was 

reported as widespread in five states (Colorado, Delaware, New 
York, Texas, and Virginia) and regional in 21 others. Thirteen 
states and the District of Columbia reported local activity, and 
11 states and Puerto Rico reported sporadic activity. 

Outpatient Illness Surveillance
Since September 28, 2008, the weekly percentage of 

outpatient visits for influenza-like illness (ILI)§ reported by 
approximately 1,500 U.S. sentinel providers comprising the 
U.S. Outpatient ILI Surveillance Network (ILINet), has ranged 

†	The five levels of activity are 1) no activity; 2) sporadic: isolated laboratory-
confirmed influenza cases or a laboratory-confirmed outbreak in one institution, 
with no increase in activity; 3) local: increased influenza-like illness (ILI), or at 
least two institutional outbreaks (ILI or laboratory-confirmed influenza) in one 
region with recent laboratory evidence of influenza in that region, and virus activity 
no greater than sporadic in other regions; 4) regional: increased ILI activity or 
institutional outbreaks (ILI or laboratory-confirmed influenza) in at least two 
but less than half of the regions in the state with recent laboratory evidence of 
influenza in those regions; and 5) widespread: increased ILI activity or institutional 
outbreaks (ILI or laboratory-confirmed influenza) in at least half the regions in 
the state with recent laboratory evidence of influenza in the state.

§	Defined as a temperature of >100.0°F (>37.8°C), oral or equivalent, and cough 
and/or sore throat, in the absence of a known cause other than influenza.

*	The CDC influenza surveillance system collects five categories of information 
from 10 data sources: 1) viral surveillance (U.S. World Health Organization 
collaborating laboratories, the National Respiratory and Enteric Virus Surveillance 
System, and novel influenza A virus case reporting), 2) outpatient illness 
surveillance (U.S. Influenza Sentinel Provider Surveillance Network and the U.S. 
Department of Veterans Affairs/U.S. Department of Defense BioSense Outpatient 
Surveillance System), 3) mortality (122 Cities Mortality Reporting System and 
influenza-associated pediatric mortality reports), 4) hospitalizations (Emerging 
Infections Program and New Vaccine Surveillance Network), and 5) summary 
of geographic spread of influenza (state and territorial epidemiologist reports).
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from 0.9% to 2.3%, which was reported during the most recent 
surveillance week (Figure 2). This is below the national baseline 
of 2.4% based on a 3-year average of noninfluenza weeks.¶ Four 
surveillance regions (East North Central, East South Central, 
New England, and West South Central) reported levels at or 
above their respective region-specific baselines. The five other 
surveillance regions reported percentages below their region-
specific baselines.

Pneumonia- and Influenza-Related 
Mortality

For the week ending January 31, 2009, pneumonia or 
influenza was reported as an underlying or contributing cause 
of death for 7.0% of all deaths reported to the 122 Cities 
Mortality Reporting System. This is below the epidemic 
threshold of 7.9% for that week. Since September 28, 2008, 
the weekly percentage of deaths attributed to pneumonia and 
influenza ranged from 6.0% to 7.5%, remaining below the 
epidemic threshold.**

FIGURE 1. Number* and percentage of respiratory virus specimens testing positive for influenza reported to CDC by U.S. World 
Health Organization/National Respiratory and Enteric Virus Surveillance System collaborating laboratories, by surveillance 
week — United States, 2008–09 influenza season

*	N = 4,366 (of 81,842 tested).
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¶	The national and regional baselines are the mean percentage of visits for ILI 
during noninfluenza weeks for the previous three seasons plus two standard 
deviations. A noninfluenza week is a week during which <10% of specimens 
tested positive for influenza. National and regional percentages of patient visits 
for ILI are weighted on the basis of state population. Use of the national baseline 
for regional data is not appropriate.

**	The seasonal baseline proportion of pneumonia and influenza deaths is 
projected using a robust regression procedure in which a periodic regression 
model is applied to the observed percentage of deaths from pneumonia and 
influenza that were reported by the 122 Cities Mortality Reporting System 
during the preceding 5 years. The epidemic threshold is 1.645 standard 
deviations above the seasonal baseline.
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Influenza-Associated Hospitalizations 
Hospitalizations associated with laboratory-confirmed 

influenza infections are monitored by two population-based 
surveillance networks, the Emerging Infections Program 
(EIP) and the New Vaccine Surveillance Network (NVSN). 
No influenza-associated pediatric hospitalizations have been 
reported in the NVSN this season. 

From October 31, 2008, to January 31, 2009, preliminary 
rates of laboratory-confirmed influenza-associated hospitaliza-
tion reported by EIP for children aged 0–4 years and 5–17 
years were 0.8 per 10,000 and 0.04 per 10,000, respectively. 
For adults aged 18–49 years, 50–64 years, and >65 years, the 
rates were 0.07, 0.1, and 0.3 per 10,000, respectively. 

Influenza-Related 
Pediatric Mortality

Three influenza-associated pediat-
ric deaths have been reported for the 
2008–09 season. Two occurred during 
the week ending January 10, 2009 
(reported from Colorado and Texas), and 
one during the week ending January 24, 
2009 (reported from New York City). 
Two of the children had evidence of 

coinfection with Staphylococcus aureus, which was methicil-
lin susceptible in one child and methicillin resistant in the 
other. 
Reported by: WHO Collaborating Center for Surveillance, 
Epidemiology, and Control of Influenza. L Brammer, MPH, S Epperson, 
MPH, L Blanton, MPH, R Dhara, MPH, T Wallis, MS, L Finelli, 
DrPH, A Fiore, MD, L Gubavera, PhD, J Bresee, MD, A Klimov, PhD, 
N Cox, PhD, Influenza Div, National Center for Immunization and 
Respiratory Diseases; C Reed, DSc, EIS Officer, CDC.
Editorial Note: From September 28, 2008, through 
January 31, 2009, the United States experienced low levels of 
influenza activity, but levels appeared to be increasing at the 
end of January. Activity is expected to increase throughout the 
country over the next few weeks. In 11 of the past 20 seasons, 
influenza activity has peaked during February or March (2). 

In response to increased oseltamivir resistance among 
circulating influenza A (H1N1) viruses detected through 
antiviral resistance testing early in the influenza season, on 
December 19, 2008 CDC issued interim guidelines for the 
use of influenza antiviral medications (3). Resistance patterns 
among circulating influenza virus types and subtypes have 
remained unchanged since that date. Providers are encour-
aged to review local or state influenza virus surveillance data 
to determine which types (A or B) and subtypes (H3N2 or 
H1N1) are circulating in their communities and to consider 
using diagnostic tests that can distinguish influenza A from 
influenza B. When influenza A (H1N1) virus infection or 
exposure is suspected, zanamivir or combination therapy with 
oseltamivir and rimantadine are more appropriate options than 
oseltamivir alone.†† Amantadine can be substituted for riman-
tadine in combination therapy. However, clinical experience 
with combination therapy is limited. Enhanced surveillance 
for oseltamivir-resistant viruses is ongoing at CDC, and clini-
cians should remain alert for changes in recommendations that 
might occur as the 2008–09 influenza season progresses.

Vaccination remains the cornerstone of influenza prevention 
efforts. Influenza vaccination can prevent influenza virus infec-
tions from strains that are susceptible or resistant to antiviral 

††	Available at http://www.cdc.gov/flu/professionals/antivirals/index.htm.

TABLE. Number and percentage of influenza viruses tested for resistance to influenza 
antiviral medications, by virus type — United States, October 1, 2008–January 31, 2009

Virus

No. of  
isolates 
tested 

Resistant to 
oseltamivir* 

No. of  
isolates 
tested 

Resistant to 
adamantanes† 

No. (%) No. (%)

Influenza A (H1N1) 190 185 (97.4) 190 2 (1.1)
Influenza A (H3N2) 41 — (0) 41 41 (100)
Influenza B 77 — (0) —† —† —†

*	None of the tested isolates were resistant to zanamivir.
†	Adamantanes (amantadine and rimantadine) are not effective against influenza B viruses.

FIGURE 2. Percentage of visits for influenza-like illness (ILI) 
reported by U.S. Outpatient Influenza-like Illness Surveillance 
Network (ILINet), by surveillance week — United States, 
September 28, 2008–January 31, 2009, and 2006–07 and 
2007–08 influenza seasons
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*	Unlike the 2008–09 season, the 2006–07 and 2007–08 seasons did not 
have a surveillance week 53; therefore, the week 53 data point for those 
seasons is an average of weeks 52 and 1.

†	The national baseline of 2.4% is the mean percentage of visits for ILI dur-
ing noninfluenza weeks for the previous three seasons plus two standard 
deviations. A noninfluenza week is a week during which <10% of specimens 
tested positive for influenza. National percentages of patient visits for ILI are 
weighted on the basis of state population.

http://www.cdc.gov/flu/professionals/antivirals/index.htm
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medications. Thus far in the season, all influenza A (H1N1) 
viruses found to be oseltamivir resistant are antigenically similar 
to the components included in the 2008–09 vaccine. Vaccine 
is still available, and vaccination efforts should continue 
throughout the influenza season (which can persist as late as 
April or May) to protect as many persons from influenza and 
its complications as possible. 

Although influenza activity remains low nationwide, the first 
pediatric influenza-associated deaths of the 2008–09 season 
have been reported. Health-care providers should contact 
their local or state health department as soon as possible when 
deaths among children associated with laboratory-confirmed 
influenza are identified. Two deaths in children reported so far 
this season were associated with evidence of S. aureus coinfec-
tion. The proportion of pediatric deaths with evidence of S. 
aureus pneumonia or bacteremia increased substantially during 
the 2006–07 influenza season (4) and remained similarly high 
last season (CDC, unpublished data, 2008); and coinfection 
is known to occur in both children and adults. Health-care 
providers are encouraged to test persons hospitalized with 
respiratory illness for influenza, including those with sus-
pected community-acquired pneumonia, so that appropriate 
antiviral treatment can be offered. In addition, providers 
should be alerted to the possibility of bacterial coinfection 
among persons with influenza, including both methicillin-
susceptible and methicillin-resistant S. aureus coinfection, 
when choosing empiric antibiotic therapy for patients with 
suspected bacterial coinfection. Consensus guidelines for the 
management of community acquired pneumonia in adults, 
including influenza-associated pneumonia, were issued by 
The Infectious Disease Society of America and the American 
Thoracic Society in 2007 (5).

Two cases of human infection with swine influenza have been 
reported so far this season. Although human infection with 
swine influenza is uncommon, sporadic cases have occurred 
in past years, usually among persons in direct contact with ill 
pigs or who have been in places where pigs might have been 
present (e.g., agricultural fairs and farms). Sporadic cases of 

human infections with swine influenza viruses identified in 
recent years have not resulted in sustained human-to-human 
transmission or community outbreaks. Nonetheless, when 
cases are identified, CDC recommends thorough investigations 
to evaluate the extent of the outbreak and possible human-to-
human transmission, because transmission patterns can change 
with changes in swine influenza viruses.

CDC continues to conduct surveillance to provide up-to-
date recommendations regarding prevention and treatment 
of influenza. Influenza surveillance reports for the United 
States are posted online weekly during October–May and are 
available at http://www.cdc.gov/flu/weekly/fluactivity.htm. 
Additional information regarding influenza viruses, influenza 
surveillance, influenza vaccine, and avian influenza is available 
at http://www.cdc.gov/flu.
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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 February 7, 2009 (5th week)*

Disease
Current 

week
Cum 
2009

5-year 
weekly 

average†

Total cases reported 
for previous years States reporting cases

during current week (No.)2008 2007 2006 2005 2004

Anthrax — — — — 1 1 — —
Botulism:
	 foodborne 3 3 0 14 32 20 19 16 WA (3)
	 infant — 2 2 99 85 97 85 87
	 other (wound and unspecified) — 2 0 21 27 48 31 30
Brucellosis — 2 1 81 131 121 120 114
Chancroid — 3 0 29 23 33 17 30
Cholera — — 0 3 7 9 8 6
Cyclosporiasis§ 3 9 2 131 93 137 543 160 NY (1), FL (2)
Diphtheria — — — — — — — —
Domestic arboviral diseases§,¶:
	 California serogroup — — — 41 55 67 80 112
	 eastern equine — — — 3 4 8 21 6
	 Powassan — — — 1 7 1 1 1
	 St. Louis — — 0 10 9 10 13 12
	 western equine — — — — — — — —
Ehrlichiosis/Anaplasmosis§,**:
	 Ehrlichia chaffeensis — 9 2 880 828 578 506 338
	 Ehrlichia ewingii — — — 9 — — — —
	 Anaplasma phagocytophilum 1 1 1 578 834 646 786 537 NC (1)
	 undetermined — — 0 72 337 231 112 59
Haemophilus influenzae,†† 

invasive disease (age <5 yrs):
	 serotype b — 2 1 29 22 29 9 19
	 nonserotype b 1 13 4 177 199 175 135 135 FL (1)
	 unknown serotype 2 22 5 188 180 179 217 177 PA (1), AZ (1)
Hansen disease§ 3 4 1 72 101 66 87 105 PA (1), CA (2)
Hantavirus pulmonary syndrome§ — — 0 16 32 40 26 24
Hemolytic uremic syndrome, postdiarrheal§ — 4 1 245 292 288 221 200
Hepatitis C viral, acute 4 47 15 855 845 766 652 720 NY (1), MO (1), WV (1), GA (1)
HIV infection, pediatric (age <13 years)§§ — — 3 — — — 380 436
Influenza-associated pediatric mortality§,¶¶ 1 4 2 88 77 43 45 — TN (1)
Listeriosis 7 40 9 699 808 884 896 753 NY (3), MN (1), WA (1), CA (2)
Measles*** — 1 1 132 43 55 66 37
Meningococcal disease, invasive†††:
	 A, C, Y, and W-135 2 8 7 313 325 318 297 — IN (1), CO (1)
	 serogroup B — 5 3 168 167 193 156 —
	 other serogroup 2 2 1 30 35 32 27 — AZ (2)
	 unknown serogroup 4 34 16 591 550 651 765 — OH (1), KS (1), OR (1), CA (1)
Mumps 4 28 10 406 800 6,584 314 258 MD (3), WA (1)
Novel influenza A virus infections — — — 2 4 N N N
Plague — — — 1 7 17 8 3
Poliomyelitis, paralytic — — — — — — 1 —
Polio virus infection, nonparalytic§ — — — — — N N N
Psittacosis§ — — 0 10 12 21 16 12
Q fever total §,§§§: — 3 2 99 171 169 136 70
	 acute — 2 1 87 — — — —
	 chronic — 1 — 12 — — — —
Rabies, human — — 0 1 1 3 2 7
Rubella¶¶¶ — — 0 16 12 11 11 10
Rubella, congenital syndrome — — — — — 1 1 —
SARS-CoV§,**** — — — — — — — —
Smallpox§ — — — — — — — —
Streptococcal toxic-shock syndrome§ — 4 3 135 132 125 129 132
Syphilis, congenital (age <1 yr) — — 7 246 430 349 329 353
Tetanus 1 1 0 16 28 41 27 34 TX (1)
Toxic-shock syndrome (staphylococcal)§ — 5 2 72 92 101 90 95
Trichinellosis 2 4 0 37 5 15 16 5 CA (2)
Tularemia — 1 0 110 137 95 154 134
Typhoid fever 8 23 6 407 434 353 324 322 CT (1), MD (1), FL (1), MS (1), CA (4)
Vancomycin-intermediate Staphylococcus aureus§ — 3 0 42 37 6 2 —
Vancomycin-resistant Staphylococcus aureus§ — — — — 2 1 3 1
Vibriosis (noncholera Vibrio species infections)§ 1 12 1 452 549 N N N MD (1)
Yellow fever — — — — — — — —

See Table I footnotes on next page.
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TABLE I. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — 
United States, week ending February 7, 2009 (5th week)*
—: No reported cases.     N: Not notifiable.     Cum: Cumulative year-to-date counts. 
	 *	Incidence data for reporting year 2008 and 2009 are provisional, whereas data for 2004, 2005, 2006, and 2007 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 starting 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.
	 ¶	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.
	 **	The names of the reporting categories changed in 2008 as a result of revisions to the case definitions. Cases reported prior to 2008 were reported in the categories: Ehrlichiosis, 

human monocytic (analogous to E. chaffeensis); Ehrlichiosis, human granulocytic (analogous to Anaplasma phagocytophilum), and Ehrlichiosis, unspecified, or other agent 
(which included cases unable to be clearly placed in other categories, as well as possible cases of E. ewingii). 

	 ††	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. Four influenza-associated pediatric deaths occurring 
during the 2008-09 influenza season have been reported.

	 ***	No measles cases were reported for the current week.
	 †††	Data for meningococcal disease (all serogroups) are available in Table II.
	 §§§	 In 2008, Q fever acute and chronic reporting categories were recognized as a result of revisions to the Q fever case definition. Prior to that time, case counts were not 

differentiated with respect to acute and chronic Q fever cases.
	 ¶¶¶	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. 

*	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 February 7, 2009, with historical data

Notifiable Disease Data Team and 122 Cities Mortality Data Team
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Chlamydia† Coccidiodomycosis Cryptosporidiosis

Current 
week

Previous  
52 weeks Cum  

2009
Cum  
2008

Current 
week

Previous  
52 weeks Cum  

2009
Cum  
2008

Current 
week

Previous  
52 week Cum  

2009
Cum  
2008Med Max Med Max Med Max

United States 11,322 21,435 41,540 81,406 96,775 197 123 318 696 774 45 104 459 241 337
New England 1,528 707 1,485 3,653 2,906 — 0 0 — 1 — 5 20 6 55

Connecticut 400 210 1,132 681 307 N 0 0 N N — 0 3 3 38
Maine§ 49 51 72 291 246 N 0 0 N N — 0 6 1 —
Massachusetts 1,028 324 623 2,213 1,853 N 0 0 N N — 1 9 — 7
New Hampshire — 40 64 125 223 — 0 0 — 1 — 1 4 2 4
Rhode Island§ 49 54 208 267 262 — 0 0 — — — 0 3 — —
Vermont§ 2 17 52 76 15 N 0 0 N N — 1 7 — 6

Mid. Atlantic 2,348 2,808 5,085 13,067 11,191 — 0 0 — — 7 12 34 33 48
New Jersey — 414 662 1,148 2,240 N 0 0 N N — 0 2 — 2
New York (Upstate) 572 542 2,375 2,092 1,332 N 0 0 N N 5 4 17 16 6
New York City 1,222 1,084 3,410 6,230 3,676 N 0 0 N N — 1 6 3 14
Pennsylvania 554 794 1,074 3,597 3,943 N 0 0 N N 2 5 15 14 26

E.N. Central 1,145 3,078 24,584 10,013 15,975 — 1 3 1 4 6 25 125 44 74
Illinois 135 631 22,152 2,519 3,258 N 0 0 N N — 2 13 2 10
Indiana 309 377 713 1,624 2,084 N 0 0 N N — 3 13 1 6
Michigan 505 843 1,226 3,829 4,160 — 0 3 — 3 — 4 13 11 19
Ohio 65 820 1,350 1,223 4,169 — 0 2 1 1 6 6 59 24 21
Wisconsin 131 296 488 818 2,304 N 0 0 N N — 9 46 6 18

W.N. Central 754 1,272 1,696 5,284 5,745 — 0 2 — — 8 16 68 26 34
Iowa 183 175 239 910 821 N 0 0 N N — 4 30 — 14
Kansas 162 184 529 758 243 N 0 0 N N 1 1 8 3 3
Minnesota — 261 311 743 1,541 — 0 0 — — 3 4 15 8 6
Missouri 350 488 566 2,245 2,258 — 0 2 — — 2 3 13 7 2
Nebraska§ — 82 244 310 408 N 0 0 N N 2 2 8 4 5
North Dakota — 34 58 3 201 N 0 0 N N — 0 2 — 1
South Dakota 59 55 85 315 273 N 0 0 N N — 1 9 4 3

S. Atlantic 964 3,592 6,326 11,566 17,088 — 0 1 1 — 17 18 47 88 56
Delaware 127 70 150 517 305 — 0 1 — — — 0 1 — 3
District of Columbia 170 127 201 652 645 — 0 0 — — — 0 2 — 1
Florida — 1,368 1,571 3,542 5,659 N 0 0 N N 8 8 35 32 26
Georgia 7 542 1,307 789 2,512 N 0 0 N N 9 5 13 36 14
Maryland§ — 442 693 1,446 1,642 — 0 1 1 — — 1 4 3 —
North Carolina — 0 478 — 1,539 N 0 0 N N — 0 16 14 2
South Carolina§ 623 475 3,040 2,423 2,609 N 0 0 N N — 1 4 1 5
Virginia§ — 619 1,059 1,897 1,848 N 0 0 N N — 1 4 1 1
West Virginia 37 60 102 300 329 N 0 0 N N — 0 3 1 4

E.S. Central 1,053 1,579 2,024 7,630 7,692 — 0 0 — — 1 2 9 6 12
Alabama§ 46 435 535 1,428 2,432 N 0 0 N N — 1 6 2 7
Kentucky 88 245 373 1,172 1,024 N 0 0 N N 1 0 4 1 2
Mississippi 260 413 704 2,149 1,835 N 0 0 N N — 0 2 1 1
Tennessee§ 659 537 790 2,881 2,401 N 0 0 N N — 1 6 2 2

W.S. Central 695 2,822 3,525 10,530 12,745 — 0 1 — — 1 6 164 2 9
Arkansas§ 260 276 455 1,449 1,266 N 0 0 N N — 0 7 — 1
Louisiana 366 417 775 1,593 1,426 — 0 1 — — — 1 5 — 2
Oklahoma 69 194 392 381 1,088 N 0 0 N N 1 1 16 2 3
Texas§ — 1,924 2,338 7,107 8,965 N 0 0 N N — 3 149 — 3

Mountain 534 1,300 1,948 3,858 6,547 137 86 181 497 462 3 8 37 14 23
Arizona 320 470 650 1,707 1,874 136 85 179 490 447 — 1 9 2 7
Colorado — 275 588 756 1,732 N 0 0 N N 3 1 12 3 5
Idaho§ — 61 314 34 380 N 0 0 N N — 1 5 2 6
Montana§ 49 55 87 159 321 N 0 0 N N — 1 3 2 2
Nevada§ 94 176 415 683 1,019 1 0 6 4 5 — 0 1 — —
New Mexico§ — 130 455 194 593 — 0 3 1 5 — 2 23 3 3
Utah 44 110 253 155 564 — 0 2 2 5 — 0 6 — —
Wyoming§ 27 31 58 170 64 — 0 1 — — — 0 4 2 —

Pacific 2,301 3,694 4,463 15,805 16,886 60 34 159 197 307 2 8 25 22 26
Alaska 117 82 184 424 358 N 0 0 N N — 0 1 1 —
California 1,644 2,881 3,306 12,547 12,819 60 34 159 197 307 1 5 14 13 20
Hawaii 10 101 165 345 524 N 0 0 N N — 0 1 — —
Oregon§ 186 185 631 858 991 N 0 0 N N 1 1 4 6 5
Washington 344 404 527 1,631 2,194 N 0 0 N N — 1 15 2 1

American Samoa — 0 14 — 20 N 0 0 N N N 0 0 N N
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 4 24 — 7 — 0 0 — — — 0 0 — —
Puerto Rico 100 119 333 658 300 N 0 0 N N N 0 0 N N
U.S. Virgin Islands — 13 23 — 49 — 0 0 — — — 0 0 — —

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 year 2008 and 2009 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Giardiasis Gonorrhea
Haemophilus influenzae, invasive 

All ages, all serotypes†

Current 
week

Previous  
52 weeks Cum  

2009
Cum  
2008

Current 
week

Previous  
52 weeks Cum  

2009
Cum  
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 160 306 591 907 1,224 2,558 5,771 14,991 19,994 28,413 36 47 81 208 323
New England 2 23 49 45 126 221 98 277 479 404 — 2 8 4 21

Connecticut — 5 14 15 33 84 50 250 159 61 — 0 7 — —
Maine§ 1 3 12 14 9 1 2 6 9 5 — 0 2 2 2
Massachusetts — 7 17 — 44 126 38 67 273 292 — 0 4 — 16
New Hampshire — 2 11 4 14 — 2 6 8 7 — 0 1 1 1
Rhode Island§ — 1 8 2 12 10 5 13 28 39 — 0 7 1 —
Vermont§ 1 3 13 10 14 — 1 3 2 — — 0 3 — 2

Mid. Atlantic 22 60 108 164 225 476 612 989 2,708 2,569 10 10 17 43 57
New Jersey — 6 14 — 43 — 93 167 207 619 — 1 5 — 16
New York (Upstate) 15 22 61 75 49 94 117 454 437 379 8 3 13 19 13
New York City 3 16 30 47 66 242 204 633 1,178 547 — 1 6 2 8
Pennsylvania 4 16 46 42 67 140 213 268 886 1,024 2 4 10 22 20

E.N. Central 17 48 88 129 216 531 1,047 10,422 3,562 5,891 1 7 18 28 53
Illinois — 11 32 11 63 46 188 9,613 884 1,053 — 2 7 2 20
Indiana N 0 7 N N 134 147 254 610 929 — 1 13 8 4
Michigan 6 12 22 36 39 289 309 657 1,454 1,571 — 0 2 2 4
Ohio 11 17 31 72 75 21 294 531 343 1,674 1 2 6 16 20
Wisconsin — 8 20 10 39 41 78 141 271 664 — 0 2 — 5

W.N. Central 17 28 143 84 90 190 316 425 1,291 1,524 4 3 15 17 20
Iowa — 6 18 — 26 30 29 50 112 168 — 0 1 — 1
Kansas 2 3 11 13 9 74 41 130 236 65 1 0 3 1 1
Minnesota — 0 106 — 2 — 53 92 140 360 1 0 10 4 —
Missouri 12 8 22 46 29 79 149 193 670 776 — 1 6 7 12
Nebraska§ 3 4 10 18 15 — 25 49 80 121 2 0 2 5 5
North Dakota — 0 3 — 4 — 2 6 — 18 — 0 3 — 1
South Dakota — 2 10 7 5 7 8 20 53 16 — 0 0 — —

S. Atlantic 55 54 88 233 205 275 1,262 2,008 3,358 5,942 14 12 25 68 86
Delaware — 1 3 3 3 35 19 44 100 117 — 0 2 — 1
District of Columbia — 1 5 — 1 48 53 101 290 209 — 0 2 — 1
Florida 47 24 57 176 91 — 441 522 1,095 2,151 8 3 9 27 20
Georgia 2 9 27 9 47 4 196 481 263 985 2 2 9 16 28
Maryland§ 4 5 12 19 22 — 117 212 349 582 3 1 6 10 20
North Carolina N 0 0 N N — 0 831 — 188 — 1 9 9 2
South Carolina§ 1 2 6 6 10 181 180 829 725 997 — 1 7 1 4
Virginia§ — 7 19 18 23 — 182 486 467 634 — 1 7 — 6
West Virginia 1 1 5 2 8 7 14 26 69 79 1 0 3 5 4

E.S. Central 2 8 22 8 37 275 544 764 2,463 2,967 3 3 8 13 19
Alabama§ — 4 12 2 24 11 164 217 505 1,032 — 0 2 1 4
Kentucky N 0 0 N N 26 89 153 372 442 — 0 1 1 —
Mississippi N 0 0 N N 75 140 285 694 694 — 0 2 — 2
Tennessee§ 2 3 13 6 13 163 164 297 892 799 3 2 6 11 13

W.S. Central — 7 20 14 16 216 952 1,297 3,191 4,763 — 2 8 6 7
Arkansas§ — 2 8 1 6 79 85 167 417 437 — 0 2 — —
Louisiana — 2 10 6 5 113 166 317 583 799 — 0 1 1 1
Oklahoma — 3 9 7 5 24 72 141 126 492 — 1 7 5 6
Texas§ N 0 0 N N — 606 729 2,065 3,035 — 0 2 — —

Mountain 9 27 62 85 110 48 202 337 443 1,114 4 5 12 24 46
Arizona 1 3 8 15 11 30 63 93 201 314 1 2 6 15 24
Colorado 6 10 27 21 40 — 56 101 104 288 1 1 5 3 7
Idaho§ — 3 14 8 9 — 3 13 — 17 — 0 4 1 —
Montana§ — 1 9 13 5 1 2 6 4 12 — 0 1 — 1
Nevada§ 1 1 8 2 11 15 35 129 106 280 1 0 2 1 2
New Mexico§ — 1 7 2 10 — 22 47 19 154 — 1 4 2 5
Utah 1 6 18 18 20 2 8 19 5 44 1 0 5 2 7
Wyoming§ — 0 3 6 4 — 2 9 4 5 — 0 2 — —

Pacific 36 52 129 145 199 326 597 716 2,499 3,239 — 2 6 5 14
Alaska 1 2 10 6 6 16 11 19 70 43 — 0 2 2 —
California 29 34 56 105 150 231 493 591 2,079 2,688 — 0 3 — 6
Hawaii — 1 4 1 2 6 11 22 40 60 — 0 2 2 1
Oregon§ — 8 18 17 37 26 22 48 115 138 — 1 4 1 7
Washington 6 8 86 16 4 47 55 90 195 310 — 0 2 — —

American Samoa — 0 0 — — — 0 1 — 1 — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 1 15 — 3 — 0 0 — —
Puerto Rico 1 2 13 4 9 1 5 25 17 23 — 0 0 — —
U.S. Virgin Islands — 0 0 — — — 2 6 — 9 N 0 0 N N

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 year 2008 and 2009 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Hepatitis (viral, acute), by type†

LegionellosisA B

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 21 44 76 123 242 26 68 92 204 302 13 45 145 147 180
New England 1 1 5 1 16 — 1 7 1 5 1 2 16 4 4

Connecticut 1 0 4 1 3 — 0 7 1 — 1 0 5 3 1
Maine§ — 0 2 — 2 — 0 2 — 1 — 0 2 — —
Massachusetts — 0 4 — 9 — 0 1 — 3 — 0 2 — —
New Hampshire — 0 2 — — — 0 2 — 1 — 0 5 — —
Rhode Island§ — 0 2 — 2 — 0 1 — — — 0 14 1 1
Vermont§ — 0 1 — — — 0 1 — — — 0 1 — 2

Mid. Atlantic 2 5 12 13 40 1 8 14 14 49 2 14 59 36 45
New Jersey — 1 4 2 10 — 1 7 — 22 — 1 8 2 8
New York (Upstate) 2 1 4 6 6 1 1 8 10 2 — 5 19 13 5
New York City — 2 6 1 11 — 1 6 — 5 — 2 12 1 7
Pennsylvania — 1 4 4 13 — 2 8 4 20 2 6 33 20 25

E.N. Central 2 6 16 16 39 5 9 16 35 37 4 10 40 32 53
Illinois — 1 10 2 15 — 2 7 — 10 — 1 10 — 10
Indiana — 0 4 — 2 4 0 7 4 1 1 1 6 2 —
Michigan — 2 7 6 16 — 3 7 7 10 — 2 16 5 18
Ohio 2 1 4 7 3 1 2 13 24 13 3 3 18 23 23
Wisconsin — 0 2 1 3 — 0 1 — 3 — 0 3 2 2

W.N. Central — 4 16 6 28 — 2 7 12 6 — 2 9 1 8
Iowa — 1 7 — 13 — 0 2 — — — 0 2 — 3
Kansas — 0 3 — 3 — 0 3 — 1 — 0 1 1 —
Minnesota — 0 8 1 2 — 0 7 1 — — 0 4 — —
Missouri — 1 3 5 2 — 1 5 9 5 — 1 7 — —
Nebraska§ — 0 5 — 7 — 0 2 2 — — 0 4 — 4
North Dakota — 0 0 — — — 0 1 — — — 0 0 — —
South Dakota — 0 1 — 1 — 0 0 — — — 0 1 — 1

S. Atlantic 8 7 15 39 32 11 17 34 74 92 4 8 22 42 35
Delaware — 0 1 — — — 0 1 — 4 — 0 2 — —
District of Columbia U 0 0 U U U 0 0 U U — 0 2 — 1
Florida 4 2 8 22 14 6 6 12 30 26 2 3 7 15 17
Georgia 1 1 4 6 6 — 3 8 13 13 2 0 5 9 3
Maryland§ 1 1 4 7 6 2 2 4 7 9 — 2 10 7 7
North Carolina 2 0 9 4 — 3 0 17 19 17 — 0 7 11 3
South Carolina§ — 0 3 — — — 1 4 — 12 — 0 2 — 1
Virginia§ — 1 5 — 4 — 2 7 3 5 — 1 4 — 2
West Virginia — 0 1 — 2 — 1 4 2 6 — 0 3 — 1

E.S. Central — 1 9 4 4 4 7 13 20 31 — 2 10 8 8
Alabama§ — 0 2 1 1 — 2 6 2 9 — 0 2 — —
Kentucky — 0 3 — 3 — 2 5 6 12 — 1 4 2 5
Mississippi — 0 2 2 — 1 1 3 3 2 — 0 1 — —
Tennessee§ — 0 6 1 — 3 3 8 9 8 — 1 5 6 3

W.S. Central 1 5 12 4 8 — 13 23 17 29 — 1 9 1 3
Arkansas§ — 0 1 — — — 0 4 — 1 — 0 2 — —
Louisiana — 0 2 — 1 — 1 4 1 5 — 0 2 1 —
Oklahoma 1 0 3 1 — — 2 8 4 — — 0 6 — —
Texas§ — 4 11 3 7 — 8 19 12 23 — 1 5 — 3

Mountain — 4 12 8 16 2 3 12 4 19 — 2 8 12 8
Arizona — 2 11 7 8 — 1 5 1 12 — 0 3 8 2
Colorado — 0 3 1 3 1 0 3 1 2 — 0 2 — 2
Idaho§ — 0 3 — 2 — 0 2 — — — 0 1 — 1
Montana§ — 0 1 — — — 0 1 — — — 0 1 — —
Nevada§ — 0 3 — — 1 0 3 1 2 — 0 2 3 1
New Mexico§ — 0 3 — 2 — 0 2 1 2 — 0 1 — —
Utah — 0 2 — 1 — 0 3 — 1 — 0 2 1 2
Wyoming§ — 0 1 — — — 0 1 — — — 0 0 — —

Pacific 7 9 24 32 59 3 6 38 27 34 2 4 10 11 16
Alaska — 0 1 — — — 0 2 1 — — 0 1 1 —
California 5 7 24 28 50 1 5 24 23 27 — 3 8 8 14
Hawaii — 0 2 1 1 — 0 1 — 1 — 0 1 — —
Oregon§ — 0 2 1 7 — 0 3 1 6 1 0 2 1 2
Washington 2 1 5 2 1 2 1 14 2 — 1 0 3 1 —

American Samoa — 0 0 — — — 0 0 — — N 0 0 N N
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 0 — — — 0 0 — —
Puerto Rico — 0 2 1 — — 0 5 — 5 — 0 1 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

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 year 2008 and 2009 are provisional. 
†	Data for acute hepatitis C, viral are available in Table I.
§	Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Lyme disease Malaria
Meningococcal disease, invasive† 

All serotypes

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 70 448 1,455 389 645 15 20 44 59 83 8 17 48 49 90
New England 7 45 260 29 104 — 0 6 1 4 — 0 3 — 4

Connecticut — 0 0 — — — 0 3 — — — 0 1 — —
Maine§ 4 6 73 4 — — 0 0 — 1 — 0 1 — —
Massachusetts — 9 114 — 72 — 0 2 — 3 — 0 3 — 4
New Hampshire 1 13 141 11 29 — 0 2 — — — 0 0 — —
Rhode Island§ — 0 0 — — — 0 1 — — — 0 1 — —
Vermont§ 2 4 40 14 3 — 0 1 1 — — 0 0 — —

Mid. Atlantic 17 250 1,005 163 358 1 4 14 7 16 — 2 6 3 10
New Jersey — 29 211 21 115 — 0 0 — — — 0 2 — 3
New York (Upstate) 14 99 929 36 16 1 0 8 5 2 — 0 3 — 2
New York City — 0 5 — 8 — 3 10 — 11 — 0 2 1 2
Pennsylvania 3 94 533 106 219 — 1 3 2 3 — 1 5 2 3

E.N. Central 1 12 146 19 33 — 2 7 3 22 2 3 9 9 20
Illinois — 1 12 — 2 — 1 5 — 12 — 1 5 — 9
Indiana — 0 8 — — — 0 2 — — 1 0 4 1 1
Michigan — 1 10 1 2 — 0 2 — 3 — 0 3 1 5
Ohio — 1 5 1 1 — 0 2 3 7 1 1 4 7 4
Wisconsin 1 9 129 17 28 — 0 3 — — — 0 2 — 1

W.N. Central — 8 171 — 3 — 1 10 2 1 1 2 8 6 8
Iowa — 1 8 — 3 — 0 3 — — — 0 3 — 3
Kansas — 0 1 — — — 0 2 1 — 1 0 2 1 1
Minnesota — 4 171 — — — 0 8 1 — — 0 7 2 —
Missouri — 0 1 — — — 0 3 — — — 0 3 3 2
Nebraska§ — 0 2 — — — 0 2 — 1 — 0 1 — 1
North Dakota — 0 1 — — — 0 0 — — — 0 1 — —
South Dakota — 0 1 — — — 0 0 — — — 0 1 — 1

S. Atlantic 40 64 219 151 127 14 4 15 32 21 — 3 10 10 12
Delaware 2 12 37 24 34 — 0 1 1 — — 0 1 — —
District of Columbia — 2 11 — 5 — 0 2 — — — 0 0 — —
Florida 2 2 10 13 2 4 1 7 9 7 — 1 3 4 6
Georgia — 0 3 1 — — 1 5 3 6 — 0 2 1 1
Maryland§ 33 30 158 100 74 5 1 7 8 7 — 0 4 — 1
North Carolina 3 0 7 5 — 5 0 7 8 — — 0 3 3 —
South Carolina§ — 0 2 2 1 — 0 1 1 — — 0 3 1 3
Virginia§ — 13 53 6 9 — 1 3 2 1 — 0 2 1 1
West Virginia — 1 11 — 2 — 0 0 — — — 0 1 — —

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

W.S. Central — 2 8 — — — 1 11 — 2 — 2 7 3 6
Arkansas§ — 0 0 — — — 0 0 — — — 0 2 1 —
Louisiana — 0 1 — — — 0 1 — — — 0 3 1 5
Oklahoma — 0 0 — — — 0 2 — 1 — 0 3 — 1
Texas§ — 2 8 — — — 1 11 — 1 — 1 5 1 —

Mountain — 0 16 2 2 — 0 3 — 3 3 1 4 5 7
Arizona — 0 2 — 1 — 0 2 — 2 2 0 2 2 —
Colorado — 0 1 1 — — 0 1 — 1 1 0 1 1 1
Idaho§ — 0 1 — 1 — 0 1 — — — 0 1 1 1
Montana§ — 0 16 1 — — 0 0 — — — 0 1 — —
Nevada§ — 0 2 — — — 0 3 — — — 0 1 1 1
New Mexico§ — 0 2 — — — 0 1 — — — 0 1 — 1
Utah — 0 1 — — — 0 1 — — — 0 1 — 3
Wyoming§ — 0 1 — — — 0 0 — — — 0 1 — —

Pacific 4 4 18 23 17 — 3 10 11 12 2 5 19 13 16
Alaska — 0 2 — — — 0 2 — — — 0 2 1 —
California 4 3 9 21 16 — 2 8 9 8 1 3 19 5 13
Hawaii N 0 0 N N — 0 1 — 1 — 0 1 1 —
Oregon§ — 1 3 2 1 — 0 1 1 3 1 1 3 3 3
Washington — 0 11 — — — 0 7 1 — — 0 5 3 —

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 N 0 0 N N — 0 0 — — — 0 0 — —

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 year 2008 and 2009 are provisional. 
†	Data for meningococcal disease, invasive caused by serogroups A, C, Y, and 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Pertussis Rabies, animal Rocky Mountain spotted fever

Current 
week

Previous  
52 weeks

Cum 
2009

Cum 
2008

Current 
week

Previous  
52 weeks

Cum 
2009

Cum 
2008

Current 
week

Previous  
52 weeks

Cum 
2009

Cum 
2008Med Max Med Max Med Max

United States 87 182 540 730 810 37 103 169 198 416 13 33 146 56 18
New England — 9 26 19 139 3 6 20 14 17 — 0 2 — 1

Connecticut — 0 4 — 10 1 3 17 8 9 — 0 0 — —
Maine† — 1 5 11 6 1 1 5 3 2 N 0 0 N N
Massachusetts — 7 17 — 115 N 0 0 N N — 0 0 — 1
New Hampshire — 1 4 5 3 — 0 3 — 3 — 0 1 — —
Rhode Island† — 1 8 1 4 N 0 0 N N — 0 2 — —
Vermont† — 0 2 2 1 1 1 6 3 3 — 0 0 — —

Mid. Atlantic 11 18 51 65 81 10 33 67 45 81 — 1 17 — 3
New Jersey — 1 6 — 8 — 0 0 — — — 0 2 — 2
New York (Upstate) 2 7 40 12 17 6 9 20 25 24 — 0 16 — —
New York City — 0 4 — 15 — 0 2 — 3 — 0 2 — 1
Pennsylvania 9 9 35 53 41 4 21 52 20 54 — 0 2 — —

E.N. Central 28 35 169 221 290 — 3 29 3 1 — 1 15 — 1
Illinois — 9 44 45 16 — 1 21 1 1 — 1 11 — 1
Indiana 2 1 96 11 2 — 0 2 — — — 0 3 — —
Michigan 6 6 16 53 17 — 1 9 2 — — 0 1 — —
Ohio 20 10 57 110 244 — 1 7 — — — 0 4 — —
Wisconsin — 2 7 2 11 N 0 0 N N — 0 1 — —

W.N. Central 12 20 118 178 79 — 3 13 1 8 — 4 32 1 1
Iowa — 3 21 — 12 — 0 5 — 1 — 0 2 — —
Kansas — 1 13 6 2 — 0 0 — — — 0 0 — —
Minnesota — 2 71 — — — 0 10 — 3 — 0 0 — —
Missouri 7 6 50 145 57 — 1 8 — — — 4 31 1 1
Nebraska† 5 2 33 25 6 — 0 0 — — — 0 4 — —
North Dakota — 0 1 — — — 0 7 — 2 — 0 0 — —
South Dakota — 0 7 2 2 — 0 2 1 2 — 0 1 — —

S. Atlantic 8 18 44 105 55 23 34 88 106 286 13 14 71 51 8
Delaware — 0 3 4 — — 0 0 — — — 0 5 — —
District of Columbia — 0 1 — 2 — 0 0 — — — 0 2 — —
Florida 6 6 20 41 8 3 0 3 8 139 — 0 3 — —
Georgia — 1 8 1 3 14 6 47 61 23 — 1 8 1 2
Maryland† 1 2 8 8 12 — 7 17 6 42 — 1 7 4 4
North Carolina — 0 16 35 18 6 9 16 18 33 13 5 55 43 1
South Carolina† 1 2 11 10 3 — 0 0 — — — 1 9 1 —
Virginia† — 3 22 6 9 — 10 24 9 49 — 2 15 2 —
West Virginia — 0 2 — — — 1 9 4 — — 0 1 — 1

E.S. Central 3 8 29 56 33 1 3 7 8 9 — 3 23 2 2
Alabama† — 1 5 3 8 — 0 0 — — — 1 8 1 1
Kentucky 2 3 12 39 4 1 0 4 8 3 — 0 1 — —
Mississippi — 2 5 7 16 — 0 1 — 1 — 0 3 — —
Tennessee† 1 2 14 7 5 — 2 6 — 5 — 2 19 1 1

W.S. Central 8 31 161 32 15 — 1 11 3 4 — 2 41 1 1
Arkansas† — 1 20 — 7 — 0 6 2 4 — 0 14 1 —
Louisiana — 1 7 2 — — 0 0 — — — 0 1 — 1
Oklahoma 1 0 21 4 — — 0 10 1 — — 0 26 — —
Texas† 7 26 154 26 8 — 0 1 — — — 1 6 — —

Mountain 13 15 34 36 73 — 1 8 9 3 — 1 3 1 1
Arizona — 3 10 6 18 N 0 0 N N — 0 2 — —
Colorado 13 3 7 23 29 — 0 0 — — — 0 1 — —
Idaho† — 1 5 4 1 — 0 0 — — — 0 1 — —
Montana† — 0 11 — 4 — 0 2 1 — — 0 1 — —
Nevada† — 0 7 2 1 — 0 4 — — — 0 2 — —
New Mexico† — 1 8 — — — 0 3 2 2 — 0 1 — 1
Utah — 4 17 1 17 — 0 6 — — — 0 1 1 —
Wyoming† — 0 2 — 3 — 0 4 6 1 — 0 2 — —

Pacific 4 25 80 18 45 — 4 13 9 7 — 0 1 — —
Alaska — 3 21 8 12 — 0 4 2 4 N 0 0 N N
California — 8 23 — 13 — 3 12 7 3 — 0 1 — —
Hawaii — 0 2 1 2 — 0 0 — — N 0 0 N N
Oregon† — 3 10 3 12 — 0 2 — — — 0 1 — —
Washington 4 6 74 6 6 — 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 0 — — — 1 5 1 4 N 0 0 N N
U.S. Virgin Islands — 0 0 — — N 0 0 N N N 0 0 N N

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 year 2008 and 2009 are provisional. 
†	Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

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

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 309 907 1,486 2,274 3,011 35 83 251 154 229 160 430 611 1,129 1,286
New England 2 17 63 67 606 — 3 14 4 58 — 2 7 3 50

Connecticut — 0 31 31 484 — 0 3 3 44 — 0 2 2 38
Maine§ — 3 8 10 14 — 0 3 — 2 — 0 6 — —
Massachusetts — 11 52 — 82 — 0 11 — 8 — 1 5 — 8
New Hampshire — 2 10 11 11 — 1 3 1 2 — 0 1 1 1
Rhode Island§ — 2 9 10 10 — 0 3 — — — 0 1 — 2
Vermont§ 2 1 7 5 5 — 0 3 — 2 — 0 2 — 1

Mid. Atlantic 30 90 177 216 325 2 6 192 10 18 16 45 96 117 106
New Jersey — 11 30 2 79 — 0 3 1 4 — 12 38 29 37
New York (Upstate) 21 26 60 67 52 2 3 188 7 4 1 11 35 7 12
New York City — 20 53 52 93 — 1 5 1 7 — 13 35 27 42
Pennsylvania 9 28 78 95 101 — 1 8 1 3 15 4 23 54 15

E.N. Central 24 93 194 254 329 5 11 75 15 25 37 80 123 287 321
Illinois — 25 72 24 108 — 1 10 — 2 — 18 35 20 115
Indiana — 9 53 5 19 — 1 14 — 2 — 10 39 1 94
Michigan 3 17 38 56 75 1 2 43 5 7 2 3 22 22 7
Ohio 20 27 65 149 81 4 3 17 9 4 35 42 80 220 69
Wisconsin 1 14 50 20 46 — 4 20 1 10 — 7 33 24 36

W.N. Central 20 49 151 130 149 3 12 60 17 20 9 17 40 26 67
Iowa — 8 16 — 32 — 2 21 — 5 — 3 12 — 5
Kansas 1 7 31 16 16 — 1 7 1 2 5 1 5 11 1
Minnesota 11 13 70 39 29 2 3 21 6 5 2 5 25 7 4
Missouri 7 14 48 50 46 — 2 11 6 6 1 3 14 5 34
Nebraska§ 1 4 13 14 18 1 2 30 4 2 1 0 3 2 —
North Dakota — 0 7 — — — 0 1 — — — 0 5 — 4
South Dakota — 2 9 11 8 — 1 4 — — — 0 9 1 19

S. Atlantic 107 244 457 783 757 7 13 49 51 41 29 58 100 198 271
Delaware — 2 9 1 5 — 0 2 1 1 — 0 1 2 —
District of Columbia — 1 4 — 7 — 0 1 — 1 — 0 3 — 2
Florida 62 97 174 357 406 6 2 11 19 14 8 14 34 63 109
Georgia 23 43 86 134 74 — 1 7 6 1 14 19 48 53 105
Maryland§ 12 13 36 53 54 — 2 9 9 6 6 2 8 22 5
North Carolina 5 23 106 158 78 1 1 19 14 6 — 3 27 35 —
South Carolina§ 3 18 55 49 61 — 1 4 1 4 — 8 32 8 41
Virginia§ — 19 59 25 44 — 3 25 1 2 — 4 44 14 9
West Virginia 2 3 6 6 28 — 0 3 — 6 1 0 3 1 —

E.S. Central 10 58 138 122 196 2 5 21 8 17 4 34 67 55 203
Alabama§ — 15 46 27 70 — 1 17 1 4 — 6 18 8 52
Kentucky 3 10 18 36 35 — 1 7 2 4 1 3 24 7 27
Mississippi 2 14 57 14 40 — 0 2 — 1 — 4 18 — 75
Tennessee§ 5 14 60 45 51 2 2 7 5 8 3 19 47 40 49

W.S. Central 11 135 270 115 136 1 7 27 1 14 30 98 216 264 111
Arkansas§ — 11 40 20 22 — 1 3 — 1 — 11 27 5 6
Louisiana — 17 50 18 41 — 0 1 — — — 11 25 13 28
Oklahoma 7 14 36 19 16 1 1 19 1 — 5 3 11 16 10
Texas§ 4 93 229 58 57 — 5 12 — 13 25 65 189 230 67

Mountain 25 59 110 166 192 11 10 39 21 30 14 22 53 95 66
Arizona 5 20 45 61 58 — 1 5 5 3 10 12 34 61 30
Colorado 12 12 43 32 43 10 3 18 11 6 2 2 11 11 16
Idaho§ — 3 14 13 9 — 2 15 1 11 — 0 2 — —
Montana§ 1 2 8 8 3 — 0 3 — 4 — 0 1 — —
Nevada§ 4 3 9 17 24 1 0 2 1 2 1 4 13 14 13
New Mexico§ — 6 33 4 32 — 1 6 — 3 1 2 11 8 4
Utah 3 7 19 29 13 — 1 9 2 1 — 1 3 1 1
Wyoming§ — 1 4 2 10 — 0 1 1 — — 0 1 — 2

Pacific 80 112 521 421 321 4 9 56 27 6 21 28 82 84 91
Alaska — 1 4 6 4 — 0 1 — — — 0 1 1 —
California 64 81 507 335 259 3 6 39 23 5 21 26 74 77 81
Hawaii — 5 15 29 23 — 0 2 1 1 — 1 3 1 4
Oregon§ 1 7 20 20 30 — 1 8 — — — 1 10 4 6
Washington 15 12 145 31 5 1 2 40 3 — — 1 25 1 —

American Samoa — 0 1 — 1 — 0 0 — — — 0 1 1 1
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 2 — 1 — 0 0 — — — 0 3 — 1
Puerto Rico — 9 29 13 51 — 0 1 — — — 0 4 — 2
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

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 year 2008 and 2009 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Streptococcal diseases, invasive, group A
Streptococcus pneumoniae, invasive disease, nondrug resistant† 

Age <5 years

Current  
week

Previous  
52 weeks Cum 

 2009
Cum  
2008

Current 
 week

Previous  
52 weeks Cum  

2009
Cum  
2008Med Max Med Max

United States 86 88 182 417 524 28 33 55 120 208
New England 1 4 31 6 26 1 1 11 2 14

Connecticut — 0 26 — — — 0 11 — —
Maine§ — 0 3 1 2 — 0 1 — —
Massachusetts — 1 8 — 22 — 0 4 — 11
New Hampshire — 0 2 2 2 1 0 1 1 3
Rhode Island§ — 0 8 1 — — 0 2 — —
Vermont§  1 0 3 2 — — 0 1 1 —

Mid. Atlantic 16 16 43 66 117 1 3 18 8 37
New Jersey — 2 11 — 27 — 1 4 2 9
New York (Upstate) 9 6 21 28 31 1 2 18 6 11
New York City — 3 10 4 24 — 0 5 — 17
Pennsylvania 7 7 16 34 35 N 0 2 N N

E.N. Central 10 16 42 84 100 4 6 11 21 45
Illinois — 5 16 19 27 — 1 5 — 15
Indiana 2 2 19 9 10 — 0 5 2 2
Michigan — 3 9 11 27 — 1 5 4 11
Ohio 8 5 14 37 29 3 1 4 13 11
Wisconsin — 1 10 8 7 1 0 4 2 6

W.N. Central 8 5 39 23 23 4 2 11 11 11
Iowa — 0 0 — — — 0 0 — —
Kansas 3 0 5 5 6 — 0 3 2 2
Minnesota — 0 35 — — 1 0 9 3 —
Missouri 2 2 10 8 12 2 1 2 5 7
Nebraska§ 3 1 3 8 3 — 0 1 — 2
North Dakota — 0 3 — — — 0 2 — —
South Dakota — 0 2 2 2 1 0 1 1 —

S. Atlantic 23 21 37 120 118 9 6 16 39 39
Delaware — 0 2 3 — — 0 0 — —
District of Columbia — 0 4 — 2 — 0 1 — —
Florida 7 5 10 29 34 3 1 4 9 4
Georgia 6 5 14 36 31 3 1 6 14 9
Maryland§ 8 3 8 20 24 2 1 4 7 12
North Carolina 2 3 10 11 2 N 0 0 N N
South Carolina§ — 1 5 11 8 1 1 6 7 8
Virginia§ — 2 9 7 14 — 0 6 — 6
West Virginia — 0 3 3 3 — 0 2 2 —

E.S. Central 3 3 9 21 12 — 2 6 1 5
Alabama§ N 0 0 N N N 0 0 N N
Kentucky — 1 3 5 3 N 0 0 N N
Mississippi N 0 0 N N — 0 3 — 3
Tennessee§ 3 3 6 16 9 — 1 5 1 2

W.S. Central 17 9 40 42 30 5 5 21 15 17
Arkansas§ — 0 2 — — — 0 2 1 2
Louisiana — 0 1 — 4 — 0 3 4 1
Oklahoma 7 2 8 22 7 2 1 3 3 5
Texas§ 10 6 37 20 19 3 3 18 7 9

Mountain 6 9 20 43 83 4 4 11 22 35
Arizona 1 3 8 14 27 1 2 7 14 22
Colorado 5 2 10 18 23 3 1 4 5 6
Idaho§ — 0 2 — 2 — 0 1 — 1
Montana§ N 0 0 N N — 0 1 — —
Nevada§ — 0 1 — 2 N 0 0 N N
New Mexico§ — 1 8 9 20 — 0 3 2 2
Utah — 1 4 1 9 — 0 4 1 4
Wyoming§ — 0 2 1 — — 0 1 — —

Pacific 2 3 8 12 15 — 0 2 1 5
Alaska — 1 4 2 3 N 0 0 N N
California — 0 0 — — N 0 0 N N
Hawaii 2 2 8 10 12 — 0 2 1 5
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 12 — — N 0 0 N N
C.N.M.I. — — — — — — — — — —
Guam — 0 0 — — — 0 0 — —
Puerto Rico N 0 0 N N N 0 0 N N
U.S. Virgin Islands — 0 0 — — N 0 0 N N

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 year 2008 and 2009 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

Reporting area

Streptococcus pneumoniae, invasive disease, drug resistant†

Syphilis, primary and secondaryAll ages Aged <5 years

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 60 52 105 293 404 7 8 23 29 41 94 240 433 834 1,059
New England — 1 48 3 7 — 0 5 — — 3 5 14 29 22

Connecticut — 0 48 — — — 0 5 — — 2 0 3 4 —
Maine§ — 0 2 — 2 — 0 1 — — — 0 2 — —
Massachusetts — 0 0 — — — 0 0 — — 1 4 11 21 19
New Hampshire — 0 0 — — — 0 0 — — — 0 2 4 1
Rhode Island§ — 0 2 — 3 — 0 1 — — — 0 5 — 2
Vermont§ — 0 2 3 2 — 0 1 — — — 0 2 — —

Mid. Atlantic 3 4 13 11 31 — 0 2 1 1 32 32 52 156 165
New Jersey — 0 0 — — — 0 0 — — — 3 9 10 25
New York (Upstate) 1 1 6 3 4 — 0 1 1 — 1 2 7 4 6
New York City — 1 6 — 9 — 0 0 — — 29 20 36 124 102
Pennsylvania 2 1 9 8 18 — 0 2 — 1 2 5 12 18 32

E.N. Central 5 11 41 49 108 1 2 7 5 16 20 16 239 93 78
Illinois — 0 7 — 37 — 0 2 — 7 — 2 230 18 16
Indiana — 2 31 — 16 — 0 5 — 1 3 3 10 11 9
Michigan 1 0 3 3 4 — 0 1 — 1 7 3 18 25 13
Ohio 4 7 18 46 51 1 1 4 5 7 9 6 15 34 35
Wisconsin — 0 0 — — — 0 0 — — 1 1 3 5 5

W.N. Central 1 2 9 9 31 1 0 2 3 1 1 8 14 22 45
Iowa — 0 0 — — — 0 0 — — — 0 2 — —
Kansas 1 1 5 2 12 1 0 1 2 1 1 0 5 1 —
Minnesota — 0 0 — — — 0 0 — — — 2 6 5 10
Missouri — 1 5 7 19 — 0 1 1 — — 4 10 14 34
Nebraska§ — 0 0 — — — 0 0 — — — 0 2 2 1
North Dakota — 0 0 — — — 0 0 — — — 0 0 — —
South Dakota — 0 1 — — — 0 1 — — — 0 1 — —

S. Atlantic 45 22 53 180 158 4 4 13 14 15 11 55 107 158 169
Delaware — 0 1 1 — — 0 0 — — 1 0 4 6 —
District of Columbia — 0 3 — 4 — 0 1 — — 1 2 9 24 13
Florida 26 14 30 109 100 — 2 12 7 12 — 19 37 55 78
Georgia 17 7 23 58 46 4 1 5 7 2 — 13 65 — 6
Maryland§ — 0 2 1 2 — 0 0 — 1 — 7 14 10 20
North Carolina N 0 0 N N N 0 0 N N 9 5 19 50 24
South Carolina§ — 0 0 — — — 0 0 — — — 2 6 3 12
Virginia§ N 0 0 N N N 0 0 N N — 5 16 10 16
West Virginia 2 1 9 11 6 — 0 2 — — — 0 1 — —

E.S. Central 6 5 20 28 45 1 1 4 4 3 17 21 37 100 91
Alabama§ N 0 0 N N N 0 0 N N 2 8 17 31 45
Kentucky 3 1 6 12 9 1 0 2 3 1 1 1 10 7 7
Mississippi — 0 2 — — — 0 1 — — 9 3 18 15 7
Tennessee§ 3 3 18 16 36 — 0 3 1 2 5 8 19 47 32

W.S. Central — 2 7 7 15 — 0 2 1 3 3 42 65 146 186
Arkansas§ — 0 4 5 1 — 0 1 1 — 1 3 19 30 8
Louisiana — 1 6 2 14 — 0 1 — 3 2 10 31 9 34
Oklahoma N 0 0 N N N 0 0 N N — 1 7 4 16
Texas§ — 0 0 — — — 0 0 — — — 26 46 103 128

Mountain — 1 11 4 8 — 0 4 1 1 — 9 25 13 51
Arizona — 0 0 — — — 0 0 — — — 4 13 2 29
Colorado — 0 0 — — — 0 0 — — — 1 7 2 8
Idaho§ N 0 1 N N N 0 1 N N — 0 2 — —
Montana§ — 0 1 — — — 0 0 — — — 0 7 — —
Nevada§ N 0 1 N N N 0 0 N N — 1 6 7 9
New Mexico§ — 0 1 — — — 0 0 — — — 1 4 2 5
Utah — 1 10 1 8 — 0 4 1 1 — 0 18 — —
Wyoming§ — 0 2 3 — — 0 0 — — — 0 1 — —

Pacific — 0 1 2 1 — 0 1 — 1 7 44 71 117 252
Alaska N 0 0 N N N 0 0 N N — 0 1 — —
California N 0 0 N N N 0 0 N N 7 39 65 104 222
Hawaii — 0 1 2 1 — 0 1 — 1 — 0 3 4 4
Oregon§ N 0 0 N N N 0 0 N N — 0 3 3 2
Washington N 0 0 N N N 0 0 N N — 3 9 6 24

American Samoa N 0 0 N N N 0 0 N N — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 0 — — — 0 0 — —
Puerto Rico — 0 0 — — — 0 0 — — — 3 11 12 5
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

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 year 2008 and 2009 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). 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 7, 2009, and February 2, 2008 
(5th week)*

West Nile virus disease†

Reporting area

Varicella (chickenpox) Neuroinvasive Nonneuroinvasive§

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum  
2008

Current 
week

Previous  
52 weeks Cum 

2009
Cum 
2008Med Max Med Max Med Max

United States 330 493 1,011 1,730 2,584 — 1 75 — 1 — 1 74 — 1
New England 6 10 22 36 77 — 0 2 — — — 0 1 — —

Connecticut — 0 0 — — — 0 2 — — — 0 1 — —
Maine¶ — 0 0 — — — 0 0 — — — 0 0 — —
Massachusetts — 0 1 — — — 0 0 — — — 0 0 — —
New Hampshire 2 4 10 21 45 — 0 0 — — — 0 0 — —
Rhode Island¶ — 0 0 — — — 0 1 — — — 0 0 — —
Vermont¶ 4 4 17 15 32 — 0 0 — — — 0 0 — —

Mid. Atlantic 39 41 81 185 282 — 0 8 — — — 0 4 — —
New Jersey N 0 0 N N — 0 1 — — — 0 1 — —
New York (Upstate) N 0 0 N N — 0 5 — — — 0 2 — —
New York City N 0 0 N N — 0 2 — — — 0 2 — —
Pennsylvania 39 41 81 185 282 — 0 2 — — — 0 1 — —

E.N. Central 108 143 312 698 788 — 0 8 — — — 0 3 — —
Illinois 15 32 67 164 17 — 0 4 — — — 0 2 — —
Indiana — 0 0 — — — 0 1 — — — 0 1 — —
Michigan 33 57 116 209 394 — 0 4 — — — 0 2 — —
Ohio 59 46 106 308 374 — 0 3 — — — 0 1 — —
Wisconsin 1 5 50 17 3 — 0 2 — — — 0 1 — —

W.N. Central 9 21 71 99 147 — 0 6 — 1 — 0 21 — —
Iowa N 0 0 N N — 0 2 — — — 0 1 — —
Kansas 1 6 40 5 58 — 0 2 — 1 — 0 3 — —
Minnesota — 0 0 — — — 0 2 — — — 0 4 — —
Missouri 8 9 51 94 85 — 0 3 — — — 0 1 — —
Nebraska¶ N 0 0 N N — 0 1 — — — 0 8 — —
North Dakota — 0 39 — 1 — 0 2 — — — 0 11 — —
South Dakota — 0 5 — 3 — 0 5 — — — 0 6 — —

S. Atlantic 42 82 173 170 505 — 0 3 — — — 0 3 — —
Delaware — 1 5 — 1 — 0 0 — — — 0 1 — —
District of Columbia — 0 3 — 4 — 0 0 — — — 0 0 — —
Florida 35 29 87 136 103 — 0 2 — — — 0 0 — —
Georgia N 0 0 N N — 0 1 — — — 0 1 — —
Maryland¶ N 0 0 N N — 0 2 — — — 0 2 — —
North Carolina N 0 0 N N — 0 0 — — — 0 0 — —
South Carolina¶ — 12 67 1 74 — 0 0 — — — 0 1 — —
Virginia¶ — 19 60 — 225 — 0 0 — — — 0 1 — —
West Virginia 7 11 33 33 98 — 0 1 — — — 0 0 — —

E.S. Central — 16 101 16 97 — 0 7 — — — 0 8 — 1
Alabama¶ — 16 101 16 97 — 0 3 — — — 0 3 — —
Kentucky N 0 0 N N — 0 1 — — — 0 0 — —
Mississippi — 0 2 — — — 0 4 — — — 0 7 — —
Tennessee¶ N 0 0 N N — 0 2 — — — 0 3 — 1

W.S. Central 95 106 435 351 450 — 0 8 — — — 0 7 — —
Arkansas¶ — 7 55 — 41 — 0 1 — — — 0 1 — —
Louisiana — 1 10 4 8 — 0 3 — — — 0 5 — —
Oklahoma N 0 0 N N — 0 1 — — — 0 1 — —
Texas¶ 95 99 422 347 401 — 0 6 — — — 0 4 — —

Mountain 27 38 90 154 228 — 0 12 — — — 0 22 — —
Arizona — 0 0 — — — 0 10 — — — 0 8 — —
Colorado 10 14 44 44 107 — 0 4 — — — 0 10 — —
Idaho¶ N 0 0 N N — 0 1 — — — 0 6 — —
Montana¶ 12 5 27 52 30 — 0 0 — — — 0 2 — —
Nevada¶ N 0 0 N N — 0 2 — — — 0 3 — —
New Mexico¶ — 3 18 18 30 — 0 1 — — — 0 1 — —
Utah 5 11 55 40 59 — 0 2 — — — 0 5 — —
Wyoming¶ — 0 4 — 2 — 0 0 — — — 0 2 — —

Pacific 4 3 8 21 10 — 0 38 — — — 0 23 — —
Alaska 3 1 6 18 1 — 0 0 — — — 0 0 — —
California — 0 0 — — — 0 37 — — — 0 20 — —
Hawaii 1 1 5 3 9 — 0 0 — — — 0 0 — —
Oregon¶ N 0 0 N N — 0 2 — — — 0 4 — —
Washington N 0 0 N N — 0 1 — — — 0 1 — —

American Samoa N 0 0 N N — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 2 17 — 4 — 0 0 — — — 0 0 — —
Puerto Rico 1 6 20 9 52 — 0 0 — — — 0 0 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

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 year 2008 and 2009 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 starting 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). 

http://www.cdc.gov/epo/dphsi/phs/infdis.htm
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TABLE III. Deaths in 122 U.S. cities,* week ending February 7, 2009 (5th week)

Reporting area

All causes, by age (years)

P&I† 
Total Reporting area

All causes, by age (years)

P&I† 
Total

All 
Ages >65 45–64 25–44 1–24 <1

All 
Ages >65 45–64 25–44 1–24 <1

New England 532 377 111 24 9 11 61 S. Atlantic 1,280 832 303 84 32 29 86
Boston, MA 143 92 29 14 5 3 16 Atlanta, GA 103 49 39 8 1 6 7
Bridgeport, CT 52 39 12 — — 1 10 Baltimore, MD 187 106 55 15 6 5 16
Cambridge, MA 12 9 3 — — — 1 Charlotte, NC 121 86 24 6 4 1 6
Fall River, MA 22 17 3 2 — — 2 Jacksonville, FL 196 129 43 17 4 3 19
Hartford, CT 45 30 12 2 1 — 8 Miami, FL 82 56 15 6 5 — 7
Lowell, MA 24 18 6 — — — 2 Norfolk, VA 68 42 18 5 1 2 2
Lynn, MA 11 9 1 1 — — 1 Richmond, VA 77 50 20 3 3 1 1
New Bedford, MA 29 23 5 1 — — 1 Savannah, GA 75 47 17 8 2 1 6
New Haven, CT U U U U U U U St. Petersburg, FL 73 53 14 4 1 1 7
Providence, RI 69 49 14 — 1 5 6 Tampa, FL 199 147 37 7 1 7 12
Somerville, MA 1 1 — — — — — Washington, D.C. 80 55 16 4 3 2 3
Springfield, MA 43 28 10 2 1 2 1 Wilmington, DE 19 12 5 1 1 — —
Waterbury, CT 29 22 5 1 1 — 6 E.S. Central 955 624 225 65 17 24 80
Worcester, MA 52 40 11 1 — — 7 Birmingham, AL 195 116 53 15 4 7 18

Mid. Atlantic 2,039 1,458 421 103 33 23 121 Chattanooga, TN 95 70 19 5 1 — 9
Albany, NY 65 43 18 3 — 1 5 Knoxville, TN 96 70 20 5 — 1 6
Allentown, PA 26 23 3 — — — 2 Lexington, KY 75 53 15 5 1 1 4
Buffalo, NY 88 57 21 7 1 2 7 Memphis, TN 153 95 46 8 2 2 15
Camden, NJ 23 13 7 1 1 1 1 Mobile, AL 130 84 28 14 2 2 13
Elizabeth, NJ 17 13 3 — 1 — 1 Montgomery, AL 47 31 8 2 4 2 4
Erie, PA 56 43 7 3 2 1 2 Nashville, TN 164 105 36 11 3 9 11
Jersey City, NJ 32 20 10 1 — 1 4 W.S. Central 1,602 1,004 403 114 43 36 107
New York City, NY 1,111 802 228 56 15 10 54 Austin, TX 98 58 23 6 5 6 9
Newark, NJ 32 14 8 7 1 2 1 Baton Rouge, LA 98 61 15 18 4 — —
Paterson, NJ 14 7 5 1 — — 2 Corpus Christi, TX 49 33 9 6 1 — 5
Philadelphia, PA 156 106 36 5 6 3 9 Dallas, TX 269 151 77 24 7 10 16
Pittsburgh, PA§ 40 28 10 1 1 — 5 El Paso, TX 66 48 14 3 1 — —
Reading, PA 77 50 20 3 3 1 1 Fort Worth, TX U U U U U U U
Rochester, NY 130 103 19 8 — — 14 Houston, TX 434 261 125 29 7 10 36
Schenectady, NY 27 20 4 2 1 — 2 Little Rock, AR 92 57 23 3 6 3 7
Scranton, PA 27 21 5 1 — — — New Orleans, LA U U U U U U U
Syracuse, NY 59 48 7 3 — 1 7 San Antonio, TX 217 148 49 10 7 3 13
Trenton, NJ 19 13 6 — — — 1 Shreveport, LA 100 64 25 6 3 2 12
Utica, NY 14 14 — — — — — Tulsa, OK 179 123 43 9 2 2 9
Yonkers, NY 26 20 4 1 1 — 3 Mountain 1,035 717 208 67 16 27 70

E.N. Central 2,398 1,535 607 147 52 56 121 Albuquerque, NM U U U U U U U
Akron, OH 64 40 14 6 1 3 1 Boise, ID 41 30 7 — 1 3 2
Canton, OH 47 33 13 1 — — 7 Colorado Springs, CO 93 66 20 5 1 1 3
Chicago, IL 320 188 91 29 5 6 22 Denver, CO 107 68 26 9 2 2 13
Cincinnati, OH 105 62 29 2 6 6 7 Las Vegas, NV 245 164 62 14 1 4 14
Cleveland, OH 267 180 65 15 5 2 8 Ogden, UT 26 18 4 4 — — 1
Columbus, OH 265 170 62 11 7 15 18 Phoenix, AZ 203 139 40 11 4 9 11
Dayton, OH 169 111 42 9 4 3 11 Pueblo, CO 29 23 4 1 1 — 6
Detroit, MI 177 88 60 21 5 3 10 Salt Lake City, UT 145 95 23 16 4 7 8
Evansville, IN 68 46 17 4 — 1 1 Tucson, AZ 146 114 22 7 2 1 12
Fort Wayne, IN 54 39 10 3 — 2 5 Pacific 1,790 1,285 338 102 32 32 185
Gary, IN 22 9 5 4 3 1 — Berkeley, CA 17 10 6 1 — — 2
Grand Rapids, MI 48 35 12 1 — — 1 Fresno, CA U U U U U U U
Indianapolis, IN 310 190 85 20 10 5 6 Glendale, CA 56 48 6 2 — — 9
Lansing, MI 39 29 7 2 1 — 1 Honolulu, HI 88 64 17 4 — 3 10
Milwaukee, WI 103 67 29 4 — 3 4 Long Beach, CA 80 61 16 2 — 1 13
Peoria, IL 47 32 6 6 2 1 5 Los Angeles, CA 279 183 66 15 7 8 40
Rockford, IL 62 40 15 3 2 2 5 Pasadena, CA 28 22 3 2 1 — 2
South Bend, IN 65 47 16 2 — — 4 Portland, OR 133 91 27 8 4 3 15
Toledo, OH 100 72 22 2 1 3 2 Sacramento, CA 217 160 33 15 7 2 20
Youngstown, OH 66 57 7 2 — — 3 San Diego, CA 170 123 29 10 2 5 11

W.N. Central 649 434 153 30 11 20 50 San Francisco, CA 135 93 30 7 — 5 18
Des Moines, IA 60 46 9 5 — — 4 San Jose, CA 257 200 41 13 2 1 25
Duluth, MN 38 31 5 1 — 1 4 Santa Cruz, CA 33 22 8 2 1 — —
Kansas City, KS 23 15 7 1 — — 1 Seattle, WA 114 78 24 5 4 3 8
Kansas City, MO 86 57 21 2 2 4 12 Spokane, WA 62 47 8 6 — 1 7
Lincoln, NE 24 20 3 — 1 — — Tacoma, WA 121 83 24 10 4 — 5
Minneapolis, MN 70 37 19 5 5 4 3 Total¶ 12,280 8,266 2,769 736 245 258 881
Omaha, NE 109 72 28 4 1 4 8
St. Louis, MO 104 64 31 3 1 4 12
St. Paul, MN 49 37 10 2 — — 2
Wichita, KS 86 55 20 7 1 3 4

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.
¶	Total includes unknown ages.
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