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CONTRA COSTA
HEALTH SERVICES

Contra Costa Health Plan
COMMUNITY PROVIDER NETWORK MEETING

Doctors Medical Center - San Pablo

Tuesday, January 19,2010 7:30 AM to 9:00AM

Administration Conference Room (ACR 1st Floor)
Continental Breakfast will be served

1. Cali to order J. Tysell, MD
IL. Approval of Minutes J. Tysell, MD
III.  Children with Special Needs G. Hamilton, MD
s CCS Y. Baybayan, PHN
o Regional Center East Bay/changes Beverly Jacobs, ENP
Iv. Medical Director’s Report J. Tysell, MD
¢ HEDIS
e Provider Bulletin
V. Flu Update Beverly Jacobs, FNP
VI.  Provider Concerns J. Tysell, MD
VII. Adjourn ' J. Tysell, MD

Next Meeting — April 20, 2010

Administration Conference Room (ACR) is located on the 1st floor near the main entrance.
Doctors San Pablo staff have asked that we park in guest and patient parking only. All other

areas are permit parking only. Thank you.

Please RSVP:  (925) 313-9500



CONTRA COSTA HEALTH PLAN
Community Provider Network — West County
Meeting Minutes — January 19, 2010

Attending:

Beverly Jacobs, FNP; Tracy Ann Ealy; Olga Eaglin PA; Regina Harrison RN NP; Esther Ruiz NP;
Thomas Smith MD; Andrew Wallach MD; Pamela Washington FNP

Discussion

Aection | Accountable

I. Meeting called to order at 7:45 am. B. Jacobs, FNP

1. Approval of Minutes: Minutes approved as submitted. B. Jacobs, FNP

IIL Children with Special Needs:
CCS
A. (G. Hamilton, MD
*Overview of agency and responsibilities
‘Brief history of program
*Financial responsibilities
*Physicians and institutions
*Sanctioned by CCS
Scope of services
B. Y. Baybayan, PHN
*Referral process/procedure
‘Financial eligibility
*Eligibility conditions
Regional Center East Bay/changes B. Jacabs, FNP
*Modifications in methods of application due to state budgetary
issues
*Application from CCHP, provider or through school district
*Scope of services and eligibility
‘Parent may self refer as well

IV. Flu Update: B. Jacobs, FNP
*More HIN1 available if provider needs additional supply. Apply '
through Internet or contact B. Jacobs

*Some vaccine supplied to providers this week using list from
weekly survey of vaccine availability from CCHP providers

V. Provider Bulietin: T. Ealy
Contents reviewed and importance of several issues discussed

particularly pending changes in recording BMI, notation of exercise,
and where to note this information on PM160. This is a new HEDIS

requirement.

YL Provider Concerns: B. Jacobs, FNP
None

VIL Adjourn: B. Jacobs, FNP

Meeting adjourned at 9:10 am

Next meeting — April 20, 2010
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CONTRA COSTA
HEALTH SERVICES

Las personas son atendidas por orden de llegada. Por favor liegue o mas
temprano posibie porque no se aceptan clientes cuando la clinica esté liena. La
época del afio cuando estamos mas ocupados es de Agosto a Septiembre. Las
vacunas no se dan durante el embarazo en ninguna clinica (excepto /a vacuna de
la gripe). Las clinicas de vacunas estan cerradas durante fos dias festivos. Solo
dinero efectivo o chegues - no se acepta credito o tarjfetas de ATM.

1-800-246-2494
No necesita cita en estas clinicas

Richmond Departamento de Salud Pidblica

Esquina de la 39 Calle y Avenida Bissell, 1 Piso, Richmond
Todos los Lunes, 1:00 - 4:30 pm

Brentwood Departamento de Salud Pubhca

171 Sand Creek Rd., Suite A, Brentwood
Todos los Martes, 1:00-4:30 p.m.

Pittsburg Departamento de Salud Pubhca

2311 Loveridge Rd., Pittsburg
Todos Ios Mlercoles, 1 OO 4: 30 p-mi.

Concord Departamento de Salud Pdblica

2355 Stanwell Circle, Concord
Todos los Viernes, 1:00 - 4:30 p.m.



Costo de Vacunas  tectivo 11112010

DTaP or DT Hib

Td Meningococo

Tdap MMR

Polio<(inyectable) Pneumococcal (para nifios)
Hepatitis A Rotavirus

Hepatitis B Varicela Chickenpox

HPV Gripe

Td mm oo e $15.00 | Polio (inyectable) -—- ---$15.00

VACUNAS QUE HAY QUE Py
Hepatitis A ---=m=m---- $ 70.00 (cada dosis) | MMR =====m=mmmmmmmmem oot $ 80.00

Hepatitis B ~---------- $ 65.00 (cada dosis) | MeningOCOCO ==mmmrmnmmn=mnn=mn====- $140.00
HPV (edades 19-26 afios)-$140.00 (cada dosis) Pneumococcal (para aculto)--==------- $.40.00
Varicelg -~-===m=mmmmm- $120.00 (cada dosls)

Herpes Zoster-(edades 60 afios y mayores)-$ 175.00

Para vacunas de viajeros llame: 925-313-6488
O visite nuestro sitio en el internet www.cchealth.org

Consentimiento para menores de edad:

e Todos los menores de 14 afios de edad deben venir acompafiados por uno de
lospadres, apoderado iegal o la persona autorizada por los padres.
Nifios de 14 a 17 afios de edad que no estén acompafados por un aduito, deben
de tener un consentimiento firmado por los padres, apoderado legal o persona
autorizada par los padres
Lz persona que firme el consentimiento debe indicar en el mismo su parentezco
con nifio v el nimere de teléfono a donde se les pueda localizar




La fey de Callfornia requiere, que cuando los nifios se registren en las escuelas de California, tienen que tener, o deben obtener
las siguientes vacunas (con algunas excepciones dependiendo de la edad, creencias religiosas o por razones médicas):

VACUNAS REQUERIDAS PARA INGRESAR A LA ESCUELA

POLIO 4 dasis 3 dosis cumplen con el requisito si por lo
menaos recibié una dosis después del cuarto
cumpleafios.

DIFTERIA - TETANOS - TOS FERINA (DTP)

Menores de 6 afios 5 désis | Cuatro dosis cumplen con el requisito si fa
(Requieren la vacuna contra fa Tos Ferina) pErt.. iiitima dosis se administré después de los 4

DTP/DTaP o cualguier combinacién de DTP/DTaP con afios de edad. .
DT & Td (Tétanos y Difteria)

Mayores de 7 afios 4 dosis 3 doésis llenan las requisitos para las edades de
(Mo requieren la vacuna contra la Tos Ferina} PETD.. 7 a 17 afios si por lo menos una dosis fue dada

Td, DT, 6 DTP/DtaP, Tdap & cualquiera combinacidn de estas. ¢l dia del segundo cumpleafios o después. Si
la Gitima dosis se di6 antes del segundo
cumpleaiios se requiere una dosis mas de Td.

SARAMPION, SARAMPION ALEMAN, PAPERAS - MMR io2 Debe darse en el primer afio o después def

Son administradas juntas en una sola inyeccion. ddsis primer afic de edad.
(2)

HEPATITIS B 3 dasis Requerida para entra al kinder durante el mes
de Agosto de 1997 o después y para todos los
nifios gue entren al 7o. grado el 1 de Julio de
1999 o después.

VARICELA 1 dosis Requerida para todos los nifios que entran a

kinder, nifios de 18 meses y mayores. Como
altarnativa se acepta decumentacion del
poroveedor médico indicando que el nifio tuvo
varicefa.

ingresar al kinder y para ingresar al 7 grado,

(1) Para nifios mayores de 7 afios se recomianda la vacuna contra [as Paperas, pero no es obligatorio.
{2) Una segunda dosis de la vacuna MMR (Sarampion, sarampién aleman, paperas) es un requisito legal para

VACUNAS REQUERIDAS PARA NINOS QUE ATIENDEN CENTROS DE CUIDADO DURANTE
EL DIA, JARDINES INFANTILES, PROGRANMAS DE HEADSTART Y ELEGIBLES PARA CALWORKS

Edad del nifio

Vacunas y nimero de dosis requeridas

Menos de 2 meses Ninguna
2 a 3 meses

4 a 5 meses

6 a 14 meses
15 a 17 meses

1 Hib

18 meses a 4 afios

1 Polio, 1 DTaP (o DEP), 1 Hib,y 1 Hep B

2 Polio, 2 DTaP (0 DTP), 2 Hib,y 2 Hep B

2 Polio, 3 DTaP (0 DTP)y2 Hiby 2 Hep B

3 Polio, 3 DTaP (o DTP)y2 Hep B

Una de MMR es requerida al afio de edad o después

3 Polio, 4 DTaP (o DTF), 3 Hep B y 1 Hib
1 MMIR es requerida al afio de edad o después.

La vacuna de variceln es requisito en nifios mayores de 18 meses . Como alternativa se acepta
decumentacién de un proveedor de salad indieando que el nifie tuvo variceia.”

 DOCUMENTACION: Todos los estudiantes que entren a una escucla guarderia o programa de aprendizaje en California deben
presentar una prueba per escrito del doctor o clinica de inmunizaciones, indicando fechas de vacunas recibidas, Los estudiantes que se estén
cambiando de escuela pueden presentar la  documentacion de la escuela anterior, Esta documentacidn. debe indicar el mes y el afio en que s

recibis cada vacuna; si la vacuna MMR y Hib fue recibica en et mes del primer cunipleafios, debe Indicarse el mes, dia v afio.




Plan Recomendado de Vacunas Durante la Infancia

Al nacer

2 meses de edad —-eemmm——m-

4 meses de edad -—-------e-
6 meses de edad -———m——-—
6-18 meses de edad ————-
6 meses — 18 afios de edad-

12-15 meses de edad ----—---

1-2 afios de egad -—————m—---

4 - 6 afios de edad -
{ingresc a la escuela)

41-12 afios de edad ——-——--

Primera dosis Hep B

Primera dosis contra DTaP, Polin, Hib, PnuCon, Rotavirus
Segunda dosis contra Hep B

Segunda dosis contra DTaP, Polio, Hib, PnuCen, Rotavirus
Tercera dosis contra DTaP, Hep B, Hib, PnuCon, Rotavirus
Tercera dosis contra Polio

Gripe {(durante la temporada de ia gripe)

Primera dosis MMR, Varicela {chickenpox)
Cuarta dosis Hib, DTaP, PnuCon

Hep A (dos dosis 6 a 12 meses aparte)

Quinta dosis contra DTap, cuarta desis contra Paolic,
Segunda dosis MMR, Variceta

Tdap refuerzo, Meningococeal,
HPV (3 series de dosis para ninds)

Polio -
DTaP -
Hib -
MMR -
Hep B -
Hep A -
PnuCon
Meningococcal -
HPV -

Tdap -

Servicios de salud de contra costa recomiendan obtener las vacunas con el médico personal de
la familia cuando sea possible. (El Plan Recomendado de Vacunas puede variar ligeramente en

consultorios privados).

Vacuna de Polio Inactivada (IPV)}

Difteria, Tétanos, Tos Ferina

Hemophilus Influenza Tipo b (Hib) vacuna conjugada
Sarampién, paperas y sarampion aleman

Hepatitis B vacuna-(El tiempo para recibir esta vacuna puede variar)
Hepatitis A vacuna
Pneumococcal para nifios
Meningodccica vacuna conjugada
Human Papilomavirus vacuna
Tétanos, Difteria, Tos Ferina

Para mayor Informacion llame a su doctor o a/
Departamento de Salud Pirblica de Contra Costa: 925-313-6767

Para informacion acerca de las vacunas recomendadas para adolescenis y
Aduitos, visite www.cdc.gov/vaccines

M_ -
CONTRA COSTA
HEALTH SERVICES




CONTRA COSTA
FEALTH SERVICES

Clients are seen on a f1rst come, flrst served bas1s Please come earl‘y, as we stop
accepting clients when the clinics are full. Our busiest time of year is during
August and September. Vaccines are not given during pregnancy at any of the
clinic sites (except flu vaccine). Clinics are closed on holidays. Cash or check only -
no credit or ATM cards accepted.

1-800-246-2494
No appointment is needed at any of the clinic sites,

Richmond Public Health

30" Street & Bissell Avenue, 1% Floor, Richmond
Mondays, 1:00 - 4:30 p m.

Breﬁ;it-wood‘ Pubhc Health

171 Sand Creek Road, Suite A, Brentwood
Tuesdays, 1:00 - 4:30 p.m.

g

2311 Lovendge Road, Pittsburg
Wednesdays, 1:00 - 4:30 p.m.

Concord Public Health

9355 Stanwell Circle, Concord
Fridays, 1:00 - 4:30 p.m.



DTaP or DT

Tdap

“Polio (|nJectable)
“|-Hepatitis A

| Hepatitis B

HPV

| Hepatitis A -

| Varicella ot $120.00 (enth cos

Fee Scheduile

T o ,;,";, T

-5 70.00 (each dose) -
-Hepatitis B -—---------= ==$:65.00 (each dose) - i_;Menmgococca[ -------
S nHPV(ages 19 26 years) —"~$ 140 OO (each dose)

effective 1/1/2010 .

“Meningotoceal T T T
. ,MMR:;, _
| Pneumococcal (Pedlatrlc)

' Rotawrus :
Vari_cella Chickenpox
| Flu '

aPneumococcal (AdUiL)
S ) Shmgles (agesjﬁo

'For travel lmmumzatians cali e
-~ |'or visit Contra Casta Hea!th Serwces websate at’

025-313-6488

. ;-5|gr1ed by the- parent IegaI guardlan or auth
‘The-parent, guardian, of atthorizad: relative:
- their refationship: to the ch Id and glve a phone'number where they can bej

. reached

needs 10 lndlcatef




California law requires, that at the time of enrollment in California schools, children must have or must obtain -
the following immunizations (with some exceptions based on age, religious belief, or medical reasons): B

IMMUNIZATIONS REQUIRED FOR SCHOOL ENTRY, K~12 7 )
POLIO .4 But... 3 doses meet requirement if at [egst ong dosewas 177 ¢
_doses given on or after the 4% birthday. R e

DIPHTHERIA, TETANUS, AND PERTUSSIS R P . R L L -

Age 6 years and under (Pertussis is required) 5 4 doses meet fequirements for ages 4-6 if atleastone -~y -
DTaP or OTP, or any comblnation of DTaP/DT? with DT - |—doses. | dosewas.giverion ofafterthe 4™ hirthday. i
or Td {Tetanus and Diphtheria) . but... - ’ T T TR .-

Age 7 years and older (Pertussis is pot required) - 4 - |-3doses meet req'u_;rgmer_:f: for ages 7-17 years ifat least-.—
Td, DT, DTaP, DTP, Tdap ov any combination of .- doses one dose was given on or after the 2" pirthday. If last. -
d

these .. .. but. dose was given |

_‘  before the 2° birthday, one mo
Tdap) doseis required. — - T

MEASLES, MUMPS, RUBELLA (MMR) sorz | Mustbe given on or after the ist birthday. -
Given together as one injection doses ’
(3
HEPATITIS B : ‘3 -Réquirfecl for éll_tﬁilc'!rén gr’i;éri'h'g-: E_cfr'iderg'ar:ti_efn”i_bnk“orrai
doses 8/97, and all children entering 7" grade on or after., -
TIL)9. i L
VARICEELA _ : 1 dose Réquired far éii';hildran entering kindergarten; 18" -

~_ | months of age and olderoras an altétfiative, provider
R docum‘entatiqn'df.chii:kehpdx disease.. . T

(1} ™Mumps is recommended but not reguired for children aver-a_ge"f. .7 EETER—
(2) Asecond dase of MMR is leaaliy required at kindergarten entry and 7Y grads entry. .

MMUNIZATIONS REQUIRED EOR DAY CARE.CENTERS, PRESC

FAMILY DAY CARE HOMES, AND CALWORKS ELTGIBILT

Age of Child Nuriber of doses required”

Under 2 months........ ; s | Monerequired e
2-3 MONEhS..uvurmserriniens i Polio, 1 DTaP (or DTP), L Hiband i Hep B =~ |
A-5 monthS. e prrersntr s ... | 2 Polio, 2 DTaP (or DTP),.2 Hib and 2 HepB
6-14 MonthS i vesrreer e 2 Polio, 3 DTaP-(or DTR), 2 Hib.and.2 Hep

) | 3Polig, 3 DTaP (or DTP) and 2-Hep:
15-17 PRONERScaersrrcsnisenss AT “iHibatanyage - i

| 3 Polio, 4 DTaP (o DIP), 3 Hep B, 1 Hib
18 months through 4 years.c.... .. | 1MMR given on or after the 1st birthday -
1 Varicella required for ali children 18 m

provider documentation of-chickenpoxdisease

' DOCUMENTATION: All pupils entering schools; day care, preschool, headstarts
present a written immunization record from a health care provider. - Transfer students may present thve.Californis
School Immunization Record (the blue card) from thair prior school. The record must show the month.and yez

first Birthd:

for each vaccine received, and month, day, and year for MMR and Hib-if received in th




R R —— 15t Hep B ST L -
S : - -—---_ 1 1st DTaP Poho Hlb PnuCon Rotawrus

R HepB : -

4 monthe old ._' Simimmmnnn 2nd DTaP Poho Hib, PnuCen .Pto?a-\flrusx-r"r R

5 months old At 3rd DTaP Hlb HepB PnuCon Rotavmrus _' :

6 18 months old i e N
6 months - 18 years old-——.?—.——_—.———w-.-- s Flu (durmg ﬂu season)
' 712—15 months old - ist MMR Varice!a (ch:ckenpox)

L 4th H_ DTap, PauCon’

1,72 years old - - _' | Hep A (2 doses 6 12 months apart)
6 years ol id (school entry)———-_-—"--- 5th DTaP 4 h Poho B
e _;an MMR Varlceil :

Tdap boester Memngococcai

St _11_12year$ Ol_d\ S o s YA SNEPE I | RO
T ST PV (3 dese serics forgiris) o ey

e (IPV)
Pertussis vaccing:

-—Measies Mumps Rubella vaccing: - - )
i mmg;_of HEQB vaccme may vary

= Hepatms A vaccme :
-= Pediztric Pneumococcal cenjugate Vaccme '
Ro’cawrus vaccme : -

Pertu55|s vécjcnhe '

__'Contra Costa Health Services recommends that :mmumzataons be obtamed frof: enes
~ private: doctor Whenever pDSSIbEe (schedules in prwate practlce may. differ. shghtly)

"a fon cail youl ___doctor or. Cor
AR ot 925 313 6767



CS5207330-4

Becommended nmunization Schedule for Persons Aged 7 Through 18 Years—United States » 2010
For those who fall behind or start late, see the schedule below and the catch-up scheduie

Varicella™®

Vaccine V Age b 7-10 years 11-12 years 13-18 years
Tetanus, Diphtheria, Partussls’ Tt Tdap
Range of
Hurman Papiliomavirus? see footnote 2 recommended
........ ages for &l
; 3 childran except
Meningococeal certain high-risk
oups
Influenza? srodp
Pneumococcal®
Range of
e n B recemmendead
Hapatitis A ages for
N calch-up
Hepatltis B7 immunization
Inactivated Poliovirus® -
............................................ N Rans o
Measies, Mumps, Rubefia’ recommende

ages for certain
high-risk groups

This schedule includes recommendations in efiect as of December 15, 2009.
Any dose not administered al the recommended age should be administered at a
subsequent visit, when indicated and feasible. The use of & combination vaccine
generally is preferred over separate injsctions of its equivalent component vaccines.
Considerations should include provider assessment, patient preference, and
the potential for adverse events. Providers should consult the relevant Advisory

1. Tetanus and diphtheria toxoids and aceltular pertussis vaceine (Tdap).

(Minfmum age: 10 years for Boostrix and 11 years for Adaced)

« Administer at age 11 or 12 years for those who have completed the recom-
mended childhood DTP/DTaF vaccination series and have nol received a
tetanus and diphiheria toxoid (Td) booster dose.

+ Parsons aged 13 through 18 years who have not received Tdap should recelve
a dose.

» A 5-year interval from the last Td dose is encouraged when Tdap is used as
a booster dose; however, a shorter interval may be used if pertussis immunity
is needed. i

2. Human papiltomavirus vaccine (HFV}, (Minfmum age: § years)

» Two HPV vaccines are licensed: a quadrivaient vaccine (HPV4) for the pre-
vention of cervical, vaginal and vulvar cancers (in fernales) and genital warts
(in females and males), and a bivalent vaccina (HPV2) for the prevention of
cervical cancers in females.

+ HPV vaccines are most affective for both males and females when given
before exposure to HPY through sexual contaci.

« HPV4 or HPV2 is recommended for the prevention of cervical precancers and
cancers in females.

= HPV4 is recommended for the prevention of cervical, vaginal and vulvar
precancers and cancers and genital warts in females.

» Administer the first dese to famales at age 11 or 12 years.

« Administer the second dese 1 to 2 months after the first dose and the third
dose 6 moriths after the first dose (at least 24 weeks aiter the first dose).

« Administer the series fo females at age 13 through 18 years if not previously
vaccinated.

« HPV4 may be administered in a 3-dose series o mates aged § through 18
years to reduce their ikelihood of acguiring genital warts.

3. Meningococcal conjugate vaccine (MCV4).

« Administer at age 11 or 12 years, or at age 13 through 18 years if not previ-
ously vaccinated,

« Administer to previously unvaccinated coflege freshmen living In a
dormitory.

= Administer MCV4 o children aged 2 through 10 years with persistent comple-
ment component deficiency, anatomic or functional asplenia, or certain other
conditions placing them at high risk.

« Administer to children previcusly vaccinated with MCV4 or MPSV4 who
remain at increased risk afier 3 years (if first dose adminisiered at age 2
through 6 years) or after 5 years {if first dose adminisiered at age 7 years or
older). Parsons whose only risk factor is living in on-campus housing are not
recommended to receive an additional dose. See MMWR 2008,58:1042-3.

Commitiee on Immunization Practices staterment for detailed recommendations:
hitpurww.cde. govivascines/pubs/acip-list. hirn. Clinically significant adverse
evenis that follow immunization should ba reported to the Vaccine Adverse Event
Reparting System (VAERS) at hitp:/fwww.vaers.hhs.gov or by telephone,
800-822-7967.

4, influenza vaccine {seasonal).

» Administer annually to childien aged 6 months through 18 years.

« For healthy nonpregnant persons aged 7 through 18 years {i.e., those who
do net have underlying medical conditions that predispose them fo influenza
complications), either LAV or TIV may be used.

» Administer 2 doses (separated by at least 4 weeks) {o children aged youngsr
than 9 years who are receiving influenza vaccine for the first time or who were
vaccinated for the first time during the previous influenza season but only
received 1 dose. ]

+ For recommendations for use of influenza A (H1N1) 2002 monovalent vaccine,
See MMWR 2009;58(No. RR-10),

5. Pneumococcal potysaccharide vaccine (PPSV).

¢ Administer to childran with certain underlying medical conditions, including a
cochlear impiant. A single revaccination should be administered after 5 years
to children with functional or anafomic asplenia or an immunocompromising
condition. See MMWR 1997;46(No, RR-8).

6. Hepatitis A vaccine (HepA).

» Administer 2 doses at least 8 months apart.

* Heph is recommended for children aged oider than 23 months who live In areas
where vaccination programs target older children, who are at increased risk for
infaction, or for whom immunity against hepatitis A is desired.

7 Hepatitis B vaccine (HepB).

« Administer the 3-dose series 1o those not previously vaccinated.

« A& 2-dose series (separated by at least 4 menths) of adult formulation
Recombivax HE is licensed for children aged 11 through 15 years.

B. Inactivated poliovirus vaccine (IPY).

s The final dose in the series shouid be administered on or after the fourth
birthday and at least 8 months following the previous doge.

« if both OPV and IPV were administered as part of a series, a fotal of 4 doses
should be administered, regardiess of the c¢hild's current age.

9. Measles, mumps, and rubella vaccine (MMR).

= | not previously vaccinated, administer 2 doses or the second dose for those

who have received only 1 dose, with ai teast 28 days between doses.
10. Varicella vaccine.

« For persons aged 7 through 18 years without evidence of immunity (see
MAMWR 2007;56[No. RR-4]), administer 2 doses If not previously vaccinated
or the second dose if only 1 dose has been administered.

» For persons aged 7 through 12 years, the minimum interval between doses
is 3 menths. However, if the second dose was administered at least 28 days
after the first dose, it can be accepted as valid.

» For persons aged 13 years and older, the minimum interval between doses
is 28 days.

The Recommended immunization Schedules for Persons Aged 0 through 18 Years are approved by the Advisory Commitiee on iImmunization Practices
(hitphwww.cde.govivaccines/recs/acip), the American Academy of Pediatrics {hitp:/fwwaw.aap.org), and the American Academy of Family Physicians (hitpy//www.aafp.org).

Department of Haaith and Human Services « Centers for Dissase Control and Prevention



Becommended Immunization Schedule for Persons Aged 0 Through 6 Years—United States » 2010
For those who fall behind or start late, see the catch-up schedule
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This schedule includes recommendations in effect as of December 15, 2008,
Any dose not administered at the recommended age should be administered ai &
subssguent visil, when indicated and feasible. The use ¢f & combination vaccine
generally is preferred over separate injections of its equivalent component vaceoings.
Considerations should include provider assessment, patient preference. and
the potential for adverse events. Providers should consult the relevant Advisory

1. Hepatitis B vaccine (HepB). (Minimum age: birth)

At birth:

+ Administer monovalent HepB to all newborns before hospiial discharge.

« If mother is hepatitis B surface antigen {HBsAg)-positve, administer HepB
and 0.5 mL of hepatitis B immune globulin (HBIG) within 12 hours of birth.

« If mother's HBsAg status is unknown, administer HepB within 12 hours of
birth. Determine mother's HBsAg status as soon as possible and, if HBsAg-
positive, administer HBIG (no later than age 1 week).

After the birth dose:

« The HepB series should be completed with either moncvalent HepB ora com-
bination vaceine containing HepB. The second dose should be administered
at age 1 or 2 months. Monovalent HepB vaccine should be used for dosas
adrminisiered before age 6 weeks. The final dese should be administered no
earlier than age 24 weeks.

» Infants born o HBsAg-positive mothars should be tested for HBsAg and
antibody to HBsAg 1 to 2 months after completion of at least 3 doses of the
HepB series, at age 9 through 18 monthe (generally at the next well-child
visit).

» Administration of 4 doses of HepB 1o infanis is permissibls when a combina-
tion vaccine containing HepB s administered after the birth dose. The fourth
dose should be administered no sarlier than age 24 weeks.

2. Rotavirus vaccine (RV). (Minimum age: 8 weeks)

» Adminigter the first dose at age & through 14 weeks {(maximum age: 14
weeks 8 days). Vaccination should not be inftiated for infants aged 15 weeks
0 days or oider.

= Tha maximum age for the final dosa in the series is 8 months 0 days

e |f Rotarix is administerad at ages 2 and 4 months, a dose at 6 months is not
indicated.

3. Diphtheria and tetanus toxoids and acelluiar pertussis vaccine {DTaP)}.

{Minimum age: 6 weeks)

+ The fourth dose may be administersd as early as age 12 months, provided
at least 6 months have elapsed since the third dose.

« Adminisier the final dose in the series at age 4 through & years.

4, Haemophilus influenzae type b conjugate vaccine (Hib).

(Minimum age: 6 weeks)

» If PRP-OMFP (PedvaxHIB or Comvax [HepB-Hib]} is administared at ages 2
and 4 months, a dose at age 8 months is not indicated.

« TriHIBIt (DTaP/Hib) and Hibarix (PRP-T) should not be used for doses at ages
2, 4, or § months for the primary series but can be used as the final dose in
chiidren aged 12 months through 4 years.

5, Pneumococcal vaccine. (Minimum age: 6 weeks for pneurnococcal conjugate
vaccine [PCV3; 2 years for pneumococaal palysaccharide vaccine [PPSV])

« PCV is recommended for all children aged younger than 5 years. Administer
1 dose of PCV to all healthy children aged 24 through 59 months who are
not compleiely vaccinated for their age.

« Administer PPSV 2 or more months after last dose of PCV to children aged 2
years or older with certain underlying medical conditions, including a cochlear
implani. See MAMWR 1997;46(No. RR-8).

Committes on tmmunization Practicas statement for detailed recommendations:
http/Avwve.cde.govivaceines/pubs/acip-list.htm. Clinically significant adverse
events that follow immunization shouid be reported to the Vaccine Adverse Event
Raporting System (VAZRS) al http:fwww.vaers.hhs.gov or by teisphone,
B00-822-7967.

6. Inactivated poliovirus vaccine (IPV} (Minimum age: 6 weeks)

+ The final dosa in the series should be administared on or after the fourth
birthday and at least 68 months following the previous doss.

+ |f 4 doses are administered prior fo age 4 years a fifth dose should be admin-
istered at age 4 through 6 years. See MMWR 2008,58(30):829-3C.

7. Infiuenza vaccine (seasonal). (Minimum age: 8 menths for rivalent inact-
vated influenza vaccine [TIV]; 2 vears for live, attenuated influenza vaccine
[LAIV])

« Administer annually te chiliren aged 6 months through 18 years.

« For healthy children aged 2 through 6 years (i.e., those who do not have under-
lying medical conditions that predispose them to influenza complications),
either LAIV or TIV may be used, except LAIV should not be given 1o chikiren
aged 2 through 4 years who have had wheezing in the past 12 ronths.

» Children receiving TIV should receive 0.25 mil if aged & through 35 months
or 0.5 mL if aged 3 years or older.

» Administer 2 doses {separated by at least 4 weeks) to children aged younger
than 8 years who are receiving influenza vaccing for the first time or who wers
vaccinated for the first tme during the previcus influenza season but only
received 1 dose,

» For recommendations for use of infiuenza A (HTN1) 2009 monovalent vaccine
ses MMWR 200%;58(No. RR-10).

8. Meastes, mumps, and rubella vaccine {(MMR). (Minimum age: 12 months)
« Administer the second dose routinely at age 4 through & years. However, the

second dose may be administerad before age 4, provided at teast 28 days
have elapsed since the first dose.

9. Varicella vaccine, (Minimum age: 12 months)

« Administer the second dose routinely et age 4 through 6 years. However, the
sscond dose may be administered before age 4, provided at least 3 months
have elapsed since the first dose. :

« For children aged 12 months through 12 years the minimum Interval between
doses is 3 monhihs. However, if the second dose was administered at least
28 days after the first dose, it can be accepted as valid.

10, Hepatitis A vaccine (HepA). (Minimum aga: 12 months)
= Adminisier to all children aged 1 year {i.e., aged 12 through 23 monihs).

Administer 2 doses af least 6 months apart.

« Children not fully vascinated by age 2 vears can be vaccinated at subsequent
visits

» HapA alsc is recommended for older children who live in areas where vac-
cination programs target older children, who are at increased risk for infection,
or for whom immunity against hepatitis A is desired.

11.Meningococcal vaccine. {Minimum age: 2 years for meningococcal conjugate
vaccine [MCV4] and for meningococcal polysaccharide vaccine [MPSV4])

» Administer MCV4 to childran aged 2 through 10 years with persistent comple-
ment component deficiency, anatormic or functional asplenia, and cetain cther
conditions placing tham at high risk.

» Administer MCV4 1o children previously vaccinated with MCV4 or MPSV4
after 3 years if first dose administered at age 2 through 6 years. Ses MMWR
2008;58:1042-3.

C5207330-A

The Recommended Immunization Schedules for Persons Aged 0 through 18 Years are approved by the Advisory Committee on Immunization Practices
(hitpifwwr.cde.govivacoines/recs/acip), the American Acadsmy of Pediatrics (httpiwww.aap.org), and the Amarican Academy of Family Physicians {httpfvrwwr.aafp.org).
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Catehup Immunization Schedule for Persons Lued 4 Months Through

§8 Years Who Start Late or Who Are Bore Than 1 Month Behind—united States - 2010

The table below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delaysd. A vaccine
series does not need to be restarted, regardless of the time that has elapsed between doses. Use the section appropriate for the child’s age.

PERSDONS AGED 4 MU

RO & YEAR

Vagd e SETERSSELEEEE ] Minimum Age |, i ST Mintmuim Interval Behween Doses I
SRR for Dose 1 Dose 1 to Dose 2 S I ) Dose 2 to Dose 3 " Dose 3 to Dose 4 i| ‘Dose 4 1o Dose 5
" . 8 weeks
1
Hepatids & Birth & weeks {and al least 16 wesks after firzt dose)
Rotavirus? - 8 wks 4 weeks 4 weeks?
Diphtheria, Tetanus, Periussis? £ wks 4 weeks 4 weeks § months & months®
4 weeks 4 weekss
{f first dose administered at younger than age 12 months if curent age is younger than 12 months & weeks {as final dose)
g weeks {as final dose] 8 weeks {as final dose}? This dose anly necessary
- if first dose administered at age 12-14 months if sursent age Is 12 months ar oider and first dose for children aged 12 monihs
]
Haemophius iikenzas type 6 wks No further doses neaded administered at younger than age 12 moriths and through 58 manths who
# first dose admi;'tistered at age 15 months or older secand dose administered ai younger than 5 months received B doses before
Wo further doses needed age 12 months
f previous dose adminisiered at age 15 months or older
4 wesks 4 weels
. . P . & weeks {as final dose}
if 1h
if first dose administered &t younger than age 12 monihs current age is younger than 12 manths “This dose only necessary
§ wesks (s final dose for heaithy chitdren) Bweeks for ehlldren aged 12 months
# first dose administeret at ape 12 months or older (a8 final dose for healihy chiidren) tirough 59 months whe
& ’ £ i
Preumocoocal & whe or current age 24 fhrough 59 months if current age i 12 months or oider repeived 3 doses before
Wo furthier doses neeced Ko further doses nesded ?igs: ;ii:ggrxiﬁhi:r:;;ﬁl;
tor healthy children if first dose $or healthy chilldren if previous dose administered al age 3 doses at any age
administerad al age 24 months ar oalder 24 months or oldsr v ag
Inactivated Poliovirus® B wks 4 weeks £ weeks & months
Measles,Mumps, Rubella? 12 mos 4 wigeKs
Varicelia® 12 mos 3 months

Hepatitis A § months

Tetanus, Diphtherial

" PERSONS AGED7 THROUGH 1BYEARS

1t firsi dose aoministersd at younget than age 12 monihs

£ weeks

8 months

il parson is younger (han age 13 years

il &
Varicela 12 mos pr—

If person is aged 13 years or older

if first dose administered at 12 months or oider
Human Faplicmavinus™ 3 yrs Routing desing intervais ars recommendad!!
Hepaiitls A? 12 mos & maonths
Hepatitis BY Birth 4 weeks {and at least 1§ \T:eisaﬂe; first dose}
Inaciivaied Poliovirus® & wks 4 weeks 4 wieaks § moriths
Meastes,Mumpe, Rubslla’ 12 mos 4 weeks
3 monihs

1. Hepatitis B vaccine (HepB).

» Administerthe 3-dose series to those not previously vaccinated.

» A P-dose series (separated by atleast 4 months) of adult formulation Recombivax
B is licensed for children aged 11 through 15 years.

2, Rotavirus vaccine (8Y).

« The maximum age for the first dose is 14 wesks & days. Vaccination shouid not be
inftiated for infants aged 15 weeks 0 days or oider.

« The maximum age for the final dose in the series is 8 months 0 days.

« If Botarix was administered for the first and second doses, & third dose Is not
indicated.

3. Diphtheria and tetanus toxolds and aceflular pertussis vaccine (BTaP).

« The fith dose is not necessary if the fourth dose was adrministered at age 4 ysars
or oider.

4. Hzemophilus influenzae type b conjugate vaccine (Hib}).

» Hib vaecine is not generally recommended for persons aged 5 years or oider. No
sfficacy data are available on which io base a recommendation concerning use of
Hib vaccine for older children znd adults. However, studies suggest good immu-
rogenicity in persons who have sickle cell disease, leukemia, or HIV infection, ot
who have had a splenectomy; administering 1 dose of Hib vaceine to these persons
who have not previously racetved Hib vaccine is not contraindicaied.

e |f the first 2 doses were PRP-OMP {PedvaxHIiB or Comvax), and administered at
age 11 months or younger, the third (and final) dose should be administered at
age 12 through 15 months and at least B weeks after the second dosa.

» [f1he first dose was administared at age 7 through 11 months, adminisier the second
dose ai least 4 weeks laier and 2 final dose at age 12 through 18 months.

5. Pneumococcal vaccine.

« Adrninister 1 dose of pneumococcal conjugate vaccine (PCV)to all healthy children
aged 24 through 59 months who have not received at least 1 dose of PCV on or
after age 12 montha.

For children aged 24 through 59 montha with underlying medical conditions, admin-
ister 1 dose of PCV it 3 doses were received previcusly or administer 2 doses of
PCV at leasi B weeks apart if fewer than 3 doses were received previously.
Administer pneumococcal polysaccharide vaccine {PP&V}icchildren aged 2 years
or older with certain underlying medical conditions, including a cochlear implant,
at |zast 8 weeks afer the last dose of PCV. See MMWA 1897:48(No. RR-8).

« A fourih dose is not nacessary if the third dose was administerad at age 4 years
or older and at least 6 months foliowing the previous dose.

« |n the first & months of life, minimum age and minimurm intervais are onfy recom-
meanded if the person is at risk for imminent exposure 10 circulating poliovirus (i.e.,
travel to a polio-endemic region or during an outbreak).

 Wieasles, mumps, and rubetla vaccine (MRMR).

» Administer the second doge routinely t age 4 through € years, However, the sacond
dose may bo administered before ags 4, provided at least 28 days have elapsed
since tha first dose.

+ If not previously vaccinated, administer 2 doses with al ieast 28 days between
doses.

. Varicella vaccine.

» Adrrinister the second dose routinely at age 4 through 6 years. However, the sacond
dose may be administerad before age 4, provided at least 3 months have elapsed
since the first dese.

s For persons aged 12 manths through 12 years, the minimum interval betwesan
doses is 3 months, Howaver, it the second dose was administered at lsast 28 days
after the first dose, it can be acoepted as valid.

= For persons aged 13 years and oider, the minimum interval between doses is 28
days.

. Hepatitis A vaccine (HepA).

» HepA is resommended for children aged older than 23 menths who live in areas
where vaccination programs target older children, who are at increased risk for
infection, or for whom immunity against hepatitis A is desired.

16.Tetanus and diphtheria toxoids vaceine (Td} and tetanus

and diphtheria toxolds and acelfular periussis vaccine {Tdap).

» Doses of DTaP are counted as part of the Td/Tdap series

= Tdap should be substituted for & single dose of Td in the cateh-up series or as a
booster for children aged 10 through 18 years; use Td for other doses.

11, Human papilicimavirus vaccine (HPV).

» Administor the series to femaies at age 13 through 18 years if not previously
vaccinated.

» Use recommended routine dosing intervals for series catch-up (i.e., the second and
third dosas should be administersd at 1 io 2 and 6 months after the first dose}. The
minimum interval betwean the first and second doses Is 4 wesks, The minimum

interval between the second and third doses is 12 weeks, and the third doss should
be administered at lsast 24 weeks after the first dose.

8. Inactivated poliavirus vaccine (IPV).
e The fina! dosa in the series should be administered on or afier the fourth birthday
and at Isast B months following ihe previous dose,

information about reporting reactions afier immunization is availabie online at htip:/fwww.vaers.hhs.gov of by teiephone, 800-822-7967. Suspected cases of vaccine-preventablz diseasss should be reporied to the state
or Iocal health depariment. Additional information, inciuding precautions and coniraindications for immunization, is available from the National Gerser for Immunization and Raspiratory Diseases al http:/ivww.ctic.gov/
vaccines of islaphone, 800-CDC-INFG (BO0-232-4538).

Dapartmant of Haalth and Human Services © Centers for Dissase Conirot and Prevention
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The Advisory Committee on Immunization Practices {ACIP)
annually publishes an immunization schedule for persons

aged 0 through 18 years that summarizes recommendations
for currently licensed vaccines for children aged 18 years
and younger and includes recommendations in effect as of
December 15, 2009, Changes to the previous schedule {1}
include the following:

« The statement concerning use of combination vaccines in
the introductory paragraph has been changed co reflect the
revised ACIP recommendation on this issue (2.

» The last dose in the inactivated poliovirus vaccine series
is now recommended to be administered on or after the
fourth birthday and at least 6 months after the previcus
dose. In addirion, if 4 doses are administered before age
4 years, an additional (ffith) dose should be administered
at age 4 through 6 years (3).

« 'The hepatitis A footnote has been revised to allow vaccina-
tion of children older than 23 months for whom immunity
against hepatitis A is desired.

» Revaccination with meningococcal conjugate vaccine is
now recommended for children who remain at increased
risk. for meningococcal disease after 3 years (if the hrst
dose was administered at age 2 through 6 years), or after
5 years (if the first dose was administered at age 7 years
or elder) (4).

Footnotes for human papillomavitus (HPV) vaccine have

been modified to include 1) the availability ofand recom-
mendations for bivalent FIPV vaccine, and 2) a permissive
recommendation for administration of quadiivalent HIPV
vaccine to males aged 9 through 18 years to reduce the
likelihood of acquiring penital watts (5).

The recemmended inmmunizasion schedules for persons aged 0 through 18 years and
the catch-up immunization schedule For 2010 have been approved by the Advisory
Committes on Immunization Practices, the American Acaderny of Pediatrics, and the
American Academy of Family Physielans.

Suggested citation: Centers for Dhisease Contral and Prevention, Recommended
irununization sehedules for persons aged ¢ through 18 years—United Swates, 2010.
MMWR 2010;58(51852).

The National Childhood Vaccine Injury Act requires thac
health-care providers provide parents or patients with copies
of Vaceine Information Statements before administering each
dose of the vaccines listed in the schedules. Additional informa-
tion is available From state health departments and from CDC
at htep:/Fwww.cde.govivaccines/ pubs/vis/defaulehem.

Detatled recommendations for using vaccines are avail-
able from ACIP srarements (available at hrep://www.cde.
gov/vaccines/ pubs/acip-list.hum) and the 2009 Red Book (G).
Guidance regarding the Vaccine Adverse Event Reporting
Systern form is available at hup://www.vaers.hhs.gov or by
telephone, 800-822-7967.
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FIGURE 1. Recommended immunization schedule for parsons aged 0 through 6 years — United States, 2010
(for those who fall behmd or start late, see the catch -up schedule [Table])
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This schedule Includes recommendalions in effect as ol December 15, 2008. Any dose
not adminislered al the recommended age should be administered al a subsequent
visit, when Indicated and feasible. The use of a combinalion vaccine generally s
preferred over separale injections of its equivalent compenent vaccines. Considerations
should include provider assessment, patient prelerence, and the potentiai lor adverse

1. Hepatilis B vaccine (HepB). (Minimum age: birth)

At birth:

= Adminisler manovalent HepB to all newhorns before hospilal discharge.

« If rmother is hepatitis B surface antigen {HBsAg)-positive, adminisler Hep® and
0.5 mL of hapatitis B immune globulin (HBIG) within 12 hours of birth.

« It molher's HBsAg status is uninown, adiminister HepB within 12 hours of birth.
Determine mother's HBsAg status as soon as possible and, if HBsAg-posliive,
administer HBIG {no later than age 1 week).

Afler the birth dose:

+ The HepB series should be compieted with either monovalent HepB or & combina-
tion vacsine containing HepB. The second dose should be administered at age
1 ar 2 months, Monovalent HenB vaccine should be used for dosas administerad
halore age & weaks. The fnal dose should be administered no earlier than age
24 wesks.

Infants barn to HBsAg-positive melhers should be tesled for HBsAg and antlbody
1o HBsAg 1 lo 2 months after complstion of at least 3 doses of lhe HepB series,
al age 9 through 18 menths (generally al the next well-chiid visit).
Administration of 4 doses of HepB to infants Is permissilie when a combination
vaceing confaining HepB (s administered after the hirth dose. Tha fourih dose
should he administered no earlier than age 24 weeks.

2. Rotavirus vaccine (RV). {Minimum age: & weeks)

» Administer the first dose at age 8 lhrough 14 weeks (maxirmum age: 14 weeks
6 days), Vacsinalion should not be inllialed for infanls aged 15 weeks 0 days
or alder.

* The maximum age for the final dose in he series is 8 months O days

+ If Aplarix is adminislerad al ages 2 and 4 months, a dose al § monihs is not
indicaled.

3. Diphtheria and tetanus toxelds and acellular pertussis vaceine (DTaP).

{Minimum age: 6 weeks)

« The fourth dose may be administered as early as age 12 monihs, provided at
leasi 6 months have elapsed since the third dose.

» Administer the final dose in the series ai age 4 through B yedars.

4. Haemophilus influenzae type b conjugate vaccine (Hib).

{Minimum age: G wesks)

» if PRP-OMP (PedvaxFlls or Cormvax [HepB-Hib]) is administered al apes 2 and
4 menths, 8 dose at age 6 months is not indicaled.

+ TriHiBit (DTaPAHiby and Hiberix {FRP-T) should not be used for doses at ages
2, 4, or 6 months for tha prinary serles but can be used as he tinal dose in
children aged 12 months through 4 years.

5. Pneumococcal vaccine, (Minimum age: 8 weeks lor pneumococsal conjugate
vaceing {PCV] 2 years for pneumocescal polysaccharide vaccine [PPSV])

» PGV is recommendad for all children aged younger lhan 5 years. Adminisler
1 dose of PCV to all heaithy children aged 24 ihrough 58 months wha are not
completaily vaccinaled for their age,

« Administer PP5SY 2 or more months aller last dose of PCV to children aged 2 years
or oldar wilh cerlaln underlying medical condilions, including a cochlear Implant.
See MAWIR 1997;46(No. RR-8),

svents. Providers should consuli the relevant Advisory Commitlee on Immunization
Praclices stalemsnt lor detailed recommendations: hitp:www.cde. govivaccines/plbs/
agip-fist.hlm. Clinically significant adveise evenls that follow Immunization should be
reporled 1o the Vaccine Adverse Event Reperling System (VAERS) at hilp:fiwww,
vaers.hhs.gov or by telephone, 800-822-7967.

B. inactivaled poliovirus vaccine (IPV) (Minimum age: b weeks)

» The final dose in the series shouid be administerad on or after the fourth birthday
and at least 8 monlhs following the previcus dose.

« |f 4 doses are administered prior fo age 4 years a 1ith dose shottd be adminislered
al age 4 through 8 years. See MMWFT 2009;58(30):829-30.

7. Influenza vaccine (seasonal). (Minimum age: 6 months for trivalent inactivated
influenza vaccing [TIV]; 2 years for live, atteruaied influenza vaccing [LAIV])

= Adminlstar annuaily to children aged 6 months thicugh 18 years.

* Far healthy children aged 2 through 8 years {i.e., those whao do net have underly-
ing madical condilions that predispose them to influenza complications), either
LAV or TIV may he used, except LAIV should not be given fo chlidren aged
2 through 4 years who hava had wheezing In the past 12 months.

+ Childran receiving TIV should recelve 0.25 mL if aged 6 through 35 months or
0.5 ml. it aged 3 years or older.

v Administer 2 doses (separated by at lsast 4 wesks} to childran aged younger than
9 years who aie raceiving influenza vaccine for the first time or who were vaccinated
for the first time during the previous influenza season bul anty received 1 dose.

+ [For recommendalions for use of influenza A {H1N1) 2009 monovalent vaccine
see MMWPA 2008;58(No, RR-10).

8. Measles, mumps, and rutzella vaccine {MMR}. {Minimum ags: 12 months)

« Administer the second dose roulinely at age 4 through 8 years. However, the
second dose may be administered before age 4, provided al Isast 28 days have
elapsed since the firsl dose.

9. Variceila vaccine. {Minimum age: 12 monlhs)

» Adminisler The second dose roulingly at age 4 through & years, However, the
sacond dose may be adminislered before age 4, provided at least 3rmonths have
elapsed since lhe (sl dose. :

= For ¢hildren aged 12 monihs through 12 years the minimum interval betweaen
doses is 3 months. However, if the second dose was adminislered al least
28 days after the firsl dose, it can be accepled as valid,

10. Hepalitis A vaccing (HepA). (Minimum age: 12 monlhs)

« Administer 1o all children aged 1 year {i.e., aged 12 through 23 months). Adminisier
2 doses al ieast & months apait.

« Children not fully vaccinated by age 2 years can be vaccinated at subsequant
visits

« HepA also is recommended for older children wha live in areas where vaccina-
tion programs targst older children, who ars at increased risk for infection, or for
whormn immunity against hepatitis A is desired.

11. Menfngococcal vaccine. (Minimum age: 2 years for meningococeal conjugale
vaceine [MCV4] and for meningococeal polysaccharide vaccine [MPSV4})

+ Administer MCV4 1o children aged 2 through 10 years with persislent comple-
meint component deficiericy, anatomic or functional asplenia, and certain other
candllions placing tham al high risk.

« Administer MCV4 1o children previously vaccinated wilhh MGV or MPSV4 after
3 years ¥ first dose administered at age 2 through B years. Ses MMWR 2009;
58:1042-3,

The Recommendad [mmunization Schedules for Persons Aged 0 throuyh 18 Years nre approved by the Advisory Gommiltes on Imimunlzation Praclices
{hitp:/www.cdc.govivaccines/recs/acip), the American Acadenty of Pediatics (hilp:fwww.aap.org), and he American Academy of Family Physicians (hilp:/www.aalp.org).
Departiment of Heakth and Hurman Setvices « Cenlers lor Disease Contrel and Prevention
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FIGURE 2. Recommended immunization schedule for persons aged 7 through 18 years — United States, 2010
{for those who fall behind or start late, see the schedule below and the catch-up scheduie [Tabie])

Vaccine ¥ Age B 7—10 years

11-12 years 13-18 years

Teianus, Diphtherla, Pertussis’

Human Papillemavirus® sea footnote 2

Meningococcal®

Pneumococcal®
Hepalitis A

i iepatlls E.7
Inacllvaled Pollowrus

Measies Mumps Ruhetla

Varicalla®

Range of
recommended
ages for all
children except
carlain high-risk

groups

Fanyo of
ragommended
agas for
catch-up
immunization

[Hange al
recommended
ages Tor certain
high-risk groups

This schedule Includes recommendalions in eflect as of December 15, 2009, Any dose
not adiministered al the recommended age should be administered al a subsequent
visit, whan indicated and feasible. The use of a combination vaccine generally is
prelerred over separale injections of its eguivalen! component vaccines. Consideralions
should include provider assessment, patient preference, and Lhe polenlial for adverse

1. Tetanus and diphtheria toxoids and aceliular pertussis vaccine {Tdap).
tMinimum age: 10 years for Boaslrix and 17 years for Adacal)

» Administer al age 11 or 12 years for those wha have compleled the recommented
childhood DTF/DTaP vaccination serigs and have hot received a fetanus and
diphtharia toxold (Td) booster dese.

« Persons aged 13 lhrough 18 years who have nol recelved Tdap should recelve
a dose.

« A 5-year interval from the last Td dose is encouraged when Tdap is used as a
hoostar riose; however, a shorter interval may be used if periussis immunily is
needed,

2. Human paplillomavirus vaceine {HPV}. (Minimum age: 9 years)

« Two HPV vaceines are licensed: a guadrivalent vaccine (HPV4) for the prevention
of cervical, vaginal and vulvar cancers (in famales) and genilal warts (n lemales
and rrales), and a bivalentvaccine (HPV2) for the prevention of cervical cancers
in ferales.

HFV vaccines are most elfective for bolh males and feimales when given bisfore
exposure lo HPV through sexual conlacl.

HFV4 or HIPV2 is recommencded for the prevenlicn of cervical precancers and
cancels in famales.

HPY4 is recommended for the prevention of cervical, vaginal and vulvar precan-
cers and cancers and genital warts in females,

Administer the (irs! dose to fernales at age 11 or 12 years.

Administer Ihe second dose 1 lo 2 months after the first dose and the third dose
6 months after the first dose (at least 24 waeks aller the first dose).

Administer the series to females at age 13 through 18 years if not previously
vaccinated.

HPV4 may be adminislered in & 3-dose series lo rmales aged 8 Ihtough 18 years
to reduce their likelihood of acquiring genlal warts.

3. Meningococcal conjugate vaccine (MCV4).

= Adminlster ai age 11 or 12 years, ot at age 13 through 18 years i not previously
vaccinaled.

Adminisler lo previously unvaccinated college freshimen living in a dormitory.
Adiminister MCV4 o children aged 2 through 10 years with persistant comple-
ment component deficienay, anatomic or functional asplenia, of certain other
conditions placing them at high risk,

Administer io children previously vaccinated with MGV4 or MPSV4 who remain at
increased risk after 3 years (if first dose adminigtered at age 2 through & years) or
after & years (If first dose administerad at age 7 years of older). Persons whose
only risk faclor is living In on-campus housing are not recommended to receive
an additional dose. See MMWAR 2009,58:1042-3,

.

.

-

avenls. Providers should consult the relevanl Advisory Commiltes on Immunizalion
Practices stalemant for detafled recomimandations: hip:ifwww.cdo.govivaccinasiaubs!
agip-ist.htm. Clinically significant adverse events that follow immunizallen should be
reported to ihe Vaccine Adverse Event Reporling Syslem (VAERS) at htig:/fwww.
viers.hhs.gov or by telephone, 800-822-7967.

4. Influenza vaccine (seasonal).

« Administer annually to children aged 6 monihs through 18 years,

+ For healthy nonpregnant persons aged 7 through 18 years (L.e., those who
do not have undarlying medical conditions that pradispose them le infiuenza
complications), aither LAIV or TIV may be used.

« Administer 2 doses (separaled by at leasi 4 weeks) lo childien aged younger
than 9 years who are recelving influenza vaccine for he first time or wha ware
vaceinated for the first time during the previous influenza season but only recelved
1 dose.

« For recommendations lor use of inflienza A (H1N1) 2008 monovalenl vaccine,
Ser MMWR 2008;58(No. RR-10)

5. Prneumococcal polysaccharide vaccine (PPSV).

« Administer to children with certain underlying medical conditions, including a
cochlear implant. A single revaccination should be administered after 5 years
1o children with [unclicnai or anatomic asplenia or an immunocompromising
condition. See MMWRA 1997.46(No. RR-8).

6, Hepatitis A vaccine (HepA).

« Adiminisler 2 doses al [eas! 6 months apart.

= HepA is recommended for children aged older than 23 months who live in areas
where vaccination programs target ofder children, who are ai increased risk for
infection, or for whom immunily against hepatllis A is desired.

7 Hepatitis B vaccine (HepB),

« Administer the 3-dose series o those not praviously vaccinaled,

+ AZ-dose serles (separalad by alleast 4 menths) of adull formulation Recormbivax
HB is licensed for children aged 11 through 15 years.

8. Inactivated poliovirus vaccine (IPV).

» The final dose in the series should be administered on or alter the fourth birthday
and al least 6 months fallowing Ihe previous dose.

1 bolh 0PV and 1PV were administarsd as part of a series, a lotal of 4 doges
should be administered, regardless of the child's cunent aga.

9. Measles, mumps, and rubolla vaccine {MMR).

» If not previously vaccinaled, administer 2 doses or the second dose for (hose

who have received anly 1 dose, with al least 28 days between doses.
10. Varicella vaccine. ’

« Forpersons aged 7 through 18 years withoul evidence of immunily (see MMWR
2007:;56(No, [R[R-4)), administer 2 doses if not previously vaccinated or the second
dose if only 1 dose has been adminisiered.

» For perscns aged 7 through 12 years, the minimum intetval between doses Is
3 months. Howeaver, if the second dase was administared at feast 28 days after
the flrst dose, it can be accepted as valid.

= For persons aged 13 years and older, the minimum interval belwean doses is
28 days.

Tre Recommended Imminization Sehedules for Parsons Aged 0 through 18 Years are approved by the Advisory Commitiee on Immunizalion Practices
{hitp:Awww.cde.govivactinesirecs/acip), the American Academy of Pedialrics (inllp Sveww.aap.org), and the American Academy of Family Physicians (hitp/www.aaln.org).
Department of Health and Human Servicas + Cenlers for Disease Cornitrol and Pravention
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TABLE. Catch-up immunization schedule for persons aged 4 months through 18 years who start late or who are more than

1 month behind — United States, 2010
The table below providas catch-up schedules and minimum intervals belween doses for children whose vaccinations have been dalayed. A vaccine series does not need to be
restarted, ragardless of the lima that has elapsed belween doses. Use the seclicn apprapriate {or the child’s age.

Minlmum-Age s
farDose 1¢ Dosei.to Dose 27~
B weeks
- . ] )
Hepalitis B Birth 4 weeks {and a! laast 16 woeks aker first dose)
Rotavirus? 6 wia A weeks 4 weels?
Dightheria, Telanus, Pertussis? 6 wis 4 weeks caks & months 6 montha®
4 woeks A waske?
if lirst doso admlmslv:red al younger ihan age 12 months if currenl age Is younger than 12 months 8 wooks {as final dose)
8 woeks (a5 final dose) § weeks (a8 final dosa)? This dose only necassary
; P 5 e if firsh dose adminisiered at age 12-14 monihs il currenl age ig 12 monlihs or older and lirsl dose lor childran aged 12 monihs
Hezmaphitis inlbienzae lype b 0 wics No further doses needed adiminislerad al youhger than age 12 monlhs and througth 59 monlths who
i fiest cose admirislored af age 15 months or older sacond dose administered at youngar lhan 16 imonths recei:eg ?gd!(‘)]s‘;islhb:fme
No further doses needed g
i previous dosa adminislered al aga 15 inanths or oldar
4 weaks 4 woeks .
. - § - weeks (as final dose
Hirst dose adrinistarad al younger lian aga 12 months if current age s younger than 12 months uThis dnse(‘nn\y necassary}
2 wanks (as finul dose for hoalthy children} 6 weeks lor children aged 12 months
5 . itirs| dose administerad at age 12 monlhs o alder (as tinal tlase for heolthy chiliran) through 59 monihs who
Pheumacoccal 6wy ar currant age 24 Ihrough 59 monlhs if current age is 12 manths or older received 3 doses before
Mo further ginses a_weﬁe.ti N further doses needed ?g?( lﬁ”';::mfh[;r:g;;'\i}z
for healthy children it first dose far haalthy children it provious dess administered al age 3 doses al any age
admirislered at age 24 monlhs or oldar 24 months or cidar
facfivalad Polioviruss Gwis 4 weehs 4 weaks 6 months
Measles,Mumps, Mubella” ‘12 mos dweeke b e
Vasiceila® 12 mes 3 months
Hapalllis A 12 mos 6 months
4w s N )
i i if first dose adininlsterad a1 younger than age 12 months monihs
?:ZQ:?E:H:K:ZEIPB. lussis'™ 7 yrs't® 1 waoks ) . e . It first dose adminislered al
elants, D ) _ _ B manths younger han age 12 monlhs
it first dose adiministered al 12 matitis or older
Human Papifiomavlrus" gyrs Houtine dosing intervals are recommanted!
Hapalitis A® 12 mios § months
- . & weeks
i 3 . B
Hepatitis 8 Birth 4 wesks tand al feasl 16 weeks after first dose}
inactivaled Poliovirust 8 wits 4 wogls 4 weals & months
Measles, Mumnps, Rubella? 12 maos 4 veeeks
3 months
il persort Is younger than age 13 years
Vari d h S
aricella 2 me: 4 woeka
If person is agad 13 years or ofdar
1, Hepatitis B vaccine (HepB). « A fourth dase is not necessary if lhe Lhird dose was administered al age 4 years ot clder and

+ Administer the 3-dose saries o thosa nol previcusly vaccinated. al east 6 monlhs following the previcus dose,

« A 2-dose series (separated by at least 4 months) of adult formulation Recombivax HB is licensed « In the firel 8 monlhs of Jife, minimum age and minlmum Intervals are only recommanded il the
for childron aged 11 thiough 15 years. parson is al risk lor imminent exposure (o clrculallng poliovinis (.e., travel to a polis-endemic

2. HRotavirus vaccine (RY). regicn or duing an outbreak).

+ The maximum age [or Whe first dose 1s 14 weeks § days. Vaccination should not be Iniliated for 7 Measles, mumps, and rubella vageina (MMR).
infants agad 15 weeks 0 days or older. « Adminlster lha sacond dose roulinaly at age 4 through 6 years. However, lhe secand dose may

= The maximum age for the final dosa In the sarles Is 8 months O days. ba adminislered balore age 4, provided at least 28 days have slapsed since [hs first dose.

« I Rotarx was adminigtared for the lirsl and secend doses, a third dose Is nal Indicated. + If not previously vaceinaiad, administar 2 doses with at fnast 28 Jays belwsen doses.

3, Diphtheria and tetanus toxelds and aceliular pertussis vaccine {DTaP). 8. Varicella vaccine.
« The [iflll dose [s nol necessary If the fourth dose was administered at age 4 years or older. v Adminisler tha secand dose routinely ai age 4 thraugh 6 years. Howevar, the second dosa
4. Haemophiius influenzae type h conjugate vaccine (Hib). may be adminlstesed belore age 4, provided at leasl 3 months have elapsed since the first

+ Hit vaccing Is not generally recomimended for persons aged 5 years or older, No eflicacy dald are dose.
available on which lo base a recorinendation cencerning use of Hib vaceina lor alder children and « For persons agad 12 moriths thraugh 12 yesrs, 1he minimum inlzrval belwsen doses is 3
adults, Howovar, studies suggesl goed Immunogenicity in persons who hava sickle cell disease, months. However, if the sacond dose was adminislered at lsast 28 days after the first dose,
laukemia, or MIV infeclion, or who have had a splenectomy; admmistaiing 1 dose of Hib vacoing it can be acceptad as valid,

1o thase parsons who have not previously recelvad Hib vaccine is not contraindicated. = For persans aged 13 yaars and older, the minimum interval between doses is 28 days.

« i the first 2 doses were PAP-OMP {(PedvaxHIB or Gomvax), and administered al age 11 months 8. Hepalitis A vaccine {HepA}.
or younger, the third {and final) dose should be administered al age 12 through 15 montha and « Heph is recommendac lor children aged older thain 23 months who live In areas whera vac-
al least B weelks after the second dose. . cinalion programs target older children, who are at increased risk for infeclion, or for whom

« If the flrst dose was administered at age 7 through 11 months, adminlster the second dose at immupity agalnst hepatltls A is desired,
lpast 4 waeks laler and a linal dose at age 12 through 15 months, 10. Tetanus and diphtharia toxoids vaccine (Tel) and tetanus and diphtherin toxolds and

5. Pneumococcal vaceine, acellular pertussis vaccine {Tdap).

« Adminlstar 1 dose of pneumococeal conjugate vacclne (PGV) to ail heallhy childran agad 24 + Doses ol DTaP are counted as part of the Td/Tdap sarias
through 58 manths who have not receivad al least 1 tose of PGV on or afler age 12 months, = Tdap should be subslituisd for a shgle dose of Td in the catch-up series of as a baoster for

« For children aged 24 ihiotgh 59 months with underdying madical condllions, adminlsiar 1 dose children aged 10 through 18 years; use Td lor othar doses.
of PGV if 3 doses were received previausly or adminisier 2 doses of PGV al least 8 waaks apart 11, Human papillomavirus vaceine {HPV).

i fewer than 3 doses were received previously, « Administer lha serles lo females at age 13 thiough 18 years if nol previously vaccinated.

+ Administer meumogoceal polysaccharide vaceine (FPSV) to chitdren agad 2 years or older with » Use recarminended rouling desing inlervals for series catch-up (Le., the second and (hird
ceilaln undarlying medical conditions, Including a cochiear imptant, al least 8 weeks after the doses should be adininisterad al 1 lo 2 and & months afler the first dose). The minlmum
last dose of PGV, See MMWA 1987,46{Na. RR-#). intarval belween Whe first and second doses is 4 weeks. The minimum interval betwaen Lhe

G, [nactivated policvirus vaccine {IPV). sacond and third dases is 12 wesls, and the Ihird dase should be adminislerad at least 24

+ The linal dose in 1he sefigs shoutd be auminisiered on or afler the fourlh birthday and al least 6 weeks after the first dose.

months following the provlous doss,
Inlgrmmtion aboul reporing reactions allar immunizalion |5 avallable online al hip Sfwww.vaas.hhs.gov of by wisphona, 800-0822-7967 Suspeciot cases of vagaing-praventabls
1o e slale or local healilt depaitimant. Addiional infarmatich, inchading sracautions wnd contraindivations far inmunizalion, s avgitable: from the National Genten tor ez
al Nitpihew. el govivaceines of telophione, BOO-GDC-INFO {800-232-4634).
epartment of Feallh and Muman Services « Genters for Diseagis Gontrol and Hroventlon

eases sholild ba eporiad
n and Respiratory Diseases
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Year 5 Default Allocations
{to be effective December 1, 2008 through November 30, 2010)

Plan “Detault
Counties Code |Plan Name Raftes
Alameda 300 |Alameda Alliance for Health 63%
340 |Anthern Blue Cross 3%
Contra Costa 301 |Conira Costa Health Plan BB\
' 344 |Anthem Blue Cross \ 2%/
Eresno 341 |Anthem Blue Cross ‘ ' 23%
351 |Heaith Nat Community Solutions 77 %
Korn 303 [Kern Family Health Care 43%
380 Health Nat Community Solutions 57%
Los Angsles 304 LA Care Health Piap . B2%
: 359 |Health Net Community Solufions 3154
Riverside 305 inlapd Empire Health Plan 50%
- 355 IMolina Healthcare of GA 50%
. 306 |Inland Empire Health Plan 55%
San Bernardine  moe5nolina Healthoare of CA 5%
San Francisso 207 |San Francisco Heaith Plan 71%
2343 |Anthem Blue Cross 5%
San Joaguin 308 Health Plan of San Joaguin B64%
358 |Anthem Blue Cross 28%
Santa Clara 300 |Santa Clara Family Health Plan 73%
345 |Anthem Blue Cross 27%
Staniclaus 310 |Anthem Blue Cross ‘ 12%
361 |Healih Nat Community Solufions {38%
Tulare 311 |Anthem Blue Cross . 28%
353 [Health Nat Community Solutions 72%
180 |Anthem Blue Cross 17%
150 1Health Nat Community Solutions 23%
GMC Sacramente | 170 |Kaiser Permanente: North 31%
130 |Molina Healthcare of CA 28%
140 |Weastern Health Advantage (e terminate 12-31-09) 0%
167 |Care 1si 17%
029 |Community Health Group 20%
GMC San Disgo D88 |Health Net Community Solutions 15%
079 IKaiser Permanente: South 18%
131 |Molina Healtheare of CA 0%

Year 5 Default Allocations for HCO 10-8-08 s
DefauitRates Yearh 12-08to11-10

October 5, 2008

MYICD: Program Data - Performance Measuremant Section

AL A8



CALIFORNIA ¢

WOMEN, INFANTS & CHILDREN

The WIC Program is asking for comment on the recent WIC food package revisions before they
are finalized by the federal government. WIC food package regulations can be viewed at.
http:/Mmww.fns. usda. gov/wic/regspublished/foodpackages-interimrule.him.

Some of the WIC revisions that may impact medical practices are:

1. requiring a Rx for soy milk and tofu for a WIC child 1-5 years of age

2. requiring a Rx for the amount of infant formula needed per day for WIC participants with
medical conditions

3. requiring a Rx for the types and amount of WIC foods (milk, eggs, cheese, etc.)
appropriate when there is a medical condition

4. only issuing whole milk to a child 1-2 years of age

5. giving exclusively breastfeeding women more WIC foods than those who partially
breastfeed

All comments must be submitted prior to February 1, 2010, in one of the two following ways:

1. Go to www.regulations.gov and follow instructions at that site for submitting comments.
The following tips will help you to quickly find the site for providing your comments.

. Once on the site, click on "Open for Comment/Submission” and enter the
keywords: "wic food package interim rule" in the search box (or) "FNS-
2006-0037-0003".

= When you find the interim rule FNS-2006-0037-0003, click on "submit a
comment”.

2. Mail your comments to:

Director, Supplemental Food Programs Division
Food and Nutrition Service, USDA

3101 Park Center Drive, Room 520

Alexandria, Virginia 22302

Thank you for submitting your comments for optimizing health and well-being for women,
infants, and children nationwide. If you have any questions, please call Waverly Pierce at (916)
928-8753.




Centers for Disease Control and Prevention

Morbidity and Mortality Weekly Report

Weekly / Vol. 59 / No. 1

January 15, 2010

“Choking Game” Awareness and Participation Among 8th Graders —
Oregon, 2008

The “cheking game” is an activity in which persons strangu-
late themselves re achieve euphoria through brief hypoxia (73, It
is differentiated from autoerotic asphyxiation (2,3). The activity
can cause long-term disability and death among youths (4, In
2008, CDC reported 82 deaths attributed to the choking game
and other strangulation activities during the period 1995-2007;
most victims were adolescent males aged 11-16 years {4). To
assess the awareness and prevalence of this behavior among
8th graders in Oregon, the Oregon Public Health Division
added a question to the 2008 Oregon Healthy Teens survey
concerning familiarity with and participation in this activicy.
This report describes che results of that survey, which indicated
that 36.2% of 8th-grade respondents had heard of the choking
game, 30.4% had heard of someone participating, and 5.7% had
participated themselves. Youths in rural areas were significantly
more likely (6.7%) to have participated than youths in urban
areas (4.9%). Choking game participation was higher among
8ch graders who reported mental health risk factors (4.0%),
substance use (7.9%), or both (15.8%), compared with those
who reported neither {1.7%). Public health surveillance of
these strangulation activities among youths should be expanded
to better quantify the risks and understand the mortives and
circumstances surrounding participation. Parents, educators,
counselors, and others who work with youths should be aware
of strangulation activities and their serious health effeces; they
should watch for signs of participation in strangulation acrivi-
ties, especially among youths with suspected substance use or
mental health risk factors.

The Oregon Healthy Teens survey, an annual population-
based anonymous survey* of 8th and 11th graders? designed
to monitor and measure adolescent health and well-being, is

* Available ac b/ fwww.dhs.stare.orus/dhs/ ph/chsfyouthsarvey. Beginning in 2009,
Oregon Healthy Teens will be a biannual survey conducted in odd years only.

P The Oregon Healthy Teens survey includes scudents in 8ch and TTeh grades.
Hewever, knc:wlcdgc of and participation in the choking game were only assessed
on the 8th-grade survey, Thereforc, all discussion and deseription of dhe survey
in this report refers to the 8th-grade portion only.
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hased on the CDC’s Yourh Risk Behavior Survey (YRBS) and
includes questions on physical and mental healzh, sexual activ-
ity substance use, physical ﬁctivityfml‘trition, and community
characreristics. In 2008, all 647 Oregon public middle and high
schools were part of the sampling frame, which was suatifed
into eight regions. Schools were sampled randomly from within
each region, with a total of 114 schools being sampled. 'The dara
were weighted to achieve a smtewide representative sample.
Weighting was based on the probability of school and student
selectdon, and a post-scratification adjustment for county par-
ricipation. Schools use an active notification/passive consent
model with parents, who may decline their child’s participation.
In 2008, the survey conrained a total of 188 questions, which
were designed to be completed in the course of a class period.
Overall, 77.0% of sampled schools agreed to administer the
survey, and 83.7% of the 8th graders in those schools partici-
pated. In 2008, a single question about the choking game was
added to the 8th-grade survey. Students were asked whether
they had ever heard of the chaoking game, had heard of some-
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one participating, had helped someone partici-
pate, or had ever participated in the choking game
themselves.$

All analyses were conducted using statistical soft-
ware to accommodare the survey design and weighting
appropriately. ‘The strength of association between
variables was analyzed using a chi-square test with
Rao-Scott corrections, and ali reported p-values are
based on corrected Rao-Scotr chi-square results.

The 2008 survey included 10,642 respondents.
Of these, 7,757 (73%) answered the choking game
question, The mean age of respondents to this ques-
tion was 13.7 years (standard deviation = 0.5). Those
who did not answer this question were more likely
o be male and nonwhite and more likely to report

¥ The survey stated, " The nexe question refers to the "Choking Garae/’
also called Knock Qur, Space Monkey, Flatlining, or The Fainting
Game. This is an activity that some youth pardcipare in 1o get 2
high by cutting off blood and oxygen to the brain with a bely, towel,
rope, or other item. Which of the fallowing is true for you? (Please
mark all that apply.) a. 1 have never heard of the Choking Game;
lr. I've heard of someane participating in the Choking Gameg; ¢. |
have helped someone else pardcipate in the Choking Game; d. 1
have participated in the Choking Game myscll”

higher levels of sexual activity, substance use, and
raeneal health risk factors. Among the respondents,
36.2% had heard of the choking game, and 30.4%
had heard of someone participating in it. Addidonally,
2.6% had helped someone participate, and 5.7% had
ever participated themselves.

A similar percentage of fermales reported participat-
ing compared with males (5.3% vessus 6.1%, p= 0.13}.
Hispanic (7.7%) and American Indian/Alaska Narive
(7.6%) youths had the highest participation rates,
followed by white (5.4%), black (4.5%), Nartive
Hawaiian (3.4%), and Asian (2.8%) youths.! Youths
living in rural areas had a significantly higher par-
ticipation rate than those in urban areas (6.7% rural
versus 4.9% urban, p = 0.01) (Table}.

Youths who participated in the choking game
were significandy more likely to also report other
unhealthy behaviors and mental health risk factors. In

! Persons identified as American Indian/Alaska Nacive, white, black,
Native Hawaiian, and Asian are all non-Hispanic. Race/ethnicity
categories are mutually exclusive.
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TABLE. Demographic characteristics and risk factors for participation in the "choking game™ among Bth-grade students —

Oregon Healthy Teens survey, 2008

Prevalence of reporied

participation in

Characteristic/Risk factar No. (%) choking game (96} PRY(95% Ci9) pvalue
Sex
Male 3,642 47} 6.1 Referent Q.13
Female 4,115 (53} 5.3 0.9(0.6-1.2)
Geography
Urban 3,944 {55) 49 Referent 0.0
Rural 3,813 {45} 6.7 1.4 {1.0-1.9)
Race/Ethnicity®
White 5,298 (66) 54 Referent 0.009
Hispanié 1,184 (16) 7.7 1.4{1.0-2.0)
American Indian/Alaska Native 518 {7) 7.6 1.4{1.0-2.0)
Black 220 {4) 4.5 0.8{0.5-1.3)
Mative Hawaiian 144 {2) 34 0.6 10.3-1.5)
Asian 308 {5) 28 0.5(0.2-1.7)
Mental health or substance use**
None 3,525 (45) 1.7 Referent <0.001
Mental health only 1,878 {25) 4.0 2.3(1.3-4.1)
Substance use only 880 (11} 7.9 4.5 (2.7-7.8)
Substance use and mental health 1,456 {19) 15.8 9.2 (5.8-14.7)

* Based on response to the following survey item: "The next question refers to the ‘Choking Game/ also called Knock Out, Space Monkey,
Flatiining, or The Fainting Game, This is an activity that some youth participate in to get a high by cutting off blood and oxygen to the
brain with a belt, towel, rope, or ather item. Which of the following is true for you? (Please mark all that apply.) a. | have never heard of the
Choking Games; b. I've heard of someone participating in the Choking Game; c. | have helped someone else participate in the Choking

Game; d. | have participated in the Choking Game myself!
* Prevalence ratio.
5 Confidence interval.

1 persons identified as white, American Indian/Alaska Mative, black, Native Hawalian, and Asian are all non-Hispanic. Race/ethnicity categories

are mutually exclusive.

** pMental health only induded youths who answered "yes” to at least one of four mental health risk questions: 1} contemplated suicide in

"y

past 12 months; 2) self-rated mental health status as "fair” or "pocr” {versus “excellent, “very good” or “good); 3} had an unmet mental
heatth need in the past 12 months; or 4) gambled for monay in the past 12 months, Youths indicating a substance use risk were excluded.
Substance use only included youths who indicated using at least one of four substances in the past 30 days: 1} aleohol, 2) cigarettes, 3)
rmarijuana, or 4 other illegal drugs (e.g., stimulants, LSD, ecstasy, cocaine, or heroin}, Youths indicating a mental health risk factor were
excluded. Substance use and mental health included youths indicating a mentai health risk factor and substance use.

particular, youths who had used substances™ and also
reported mental healdh risk factors™ had the highest
participation rate (15.8%) and were approximately
nine times more likely to participate in the choking
game than those without cither risk factor. Among
those who reported substance use only and no mental
health risk factors, the participation rare was 7.9%,
and among those reporting mental health risk facrors
.only but no substance use, the participation rate was
4.0%. The participation rates among all these groups
were substantially higher than the rate among students
who reported neither substance use noy mental health

risk factors (1.7%) {Table),

** Included youths who indicated using at least one of four substances
{alcohol, cigaretes, marijuana, or other illegal drugs) in the past
30 days.

 Included youths who indicated at least one of four mensal health
visk factors (suicide contemplation in the past 12 months, selFrated
mental health as “fair” or “poor,” unmet mental health need in past
12 months, and ever gambled for money).
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Reported by

SK Ramowstki, MSW, R] Nystrom, MA, NR Chaumeton,
PHD, KD Rosenberg, MDY, Public Health Div, Oregon Dept
of Human Sves. [ Gilehrist, MD, Div of Uninteniional
Injury Prevention, National Center for Injury Prevenrion
and Control, CDC.

Editorial Note

"This study represents the firsc systematic assess-
ment ar the state level for awareness of and participa-
tion in strangulation activities among youths. Results
from the 2008 Oregon Healthy Teens survey indicated
that nearly one third of 8th-grade students were aware
of someone who participated in the choking game,
and nearly 6% acknowledged trying it. Public health
experts stress that this high risk activity is nor a game
and should not be referred to as such (7).

Before this study, published reports of this activity
were ancedotal (2-8) or were based on small surveys,
including one survey of 357 youths aged 12-18 years
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Whai s aima&y known an thls tapic:

Duiing, 1995-2007, CDC dentified 82 unmlelmonal deaths
famong children and adolescents related to part|C1pat|on m
: the"choklng game”and other strar}gulatlon acti wtles

What is added by ﬁus re;mri’

“n 2008 nearly 6% of Oregon 8th graders reported ever .
: :hawng participated in the chokmg game, with rates hzghest =
-‘amang those alsa reportmg substance use and mental - o

Whaé ﬁ?e f}\e'i:%éplicaitions fﬁf';}ub!ic‘ healt?i p.r.ac!i'téT

“Pare ts and persons who work Wlth ynuths (e ., educators R
“counselors, and health-care providers) should be aware of -
these activities and their serious. health consequences, and -
they should Icok forand be abie to recognize signs of stran-:
-:gulat;un activities, especially ameng youths w1th reported

_"substance use of menta] heallh nsk factors

in Williams County, Ohio,%® and one nonrandom
survey of 2,504 youths aged 9-18 years in Texas and
Ontario, Canada (9). Reported lifetime participation
in strangulation activities was 119 in the Qhio srudy
and 6.6% in the Texas/Canada study.

The resulis of the Oregon study suggest thar the
risk for participation in strangulation activities was
higher for youths who had other health risk fac-
tots, particularly substance use and certain mental
health risk factors. This is the first study to examine
these risk associations in a scientific and systematic
way, However, previous case studies with very small
numbers {three or fewer) presented theories based
on their case subjects that are relevant to the results
described in this report. Regarding substance use,
previous case studies proposed thar youths who engage
in strangulation activitics were not likely to be using
drugs or alcohol (2), a suggestion that is contrary to
the results described in this report. On the other hand,
the link between poorer mental health and surangula-
tion activitics has been reflected in seme case studies,
suggesting that youths experiencing peer rejection or
other disruptive factors are more likely to participate
in strangulation actividies (6,8). C
gest that participation in strangulation activities might
occur alone, which might resule in increased risk for
fatality or serious injury (2), or in groups gathered to
wartch others lose consciousness (6},

“ase reports also sug-

The association between participation in strangula-
tion activities and other sensation-seeking behaviors
or mental health risk factors suggests that effective
methods for substance use prevention might serve as

58 pdkitional information available at htep/ fwww.cowilliams.oh.us/
farnily%20firsrfwilliams% 20 nal 2 Oreporth 202-6-07, p £
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models for effective prevention strategies. Prevention
messages for this acdvity should be tested before being
incorporated into general use to minimize unintended
consequences, such as increased participation (4.
Because of the apparent overlap between youths par-
ticipating in strangulation activities and mental health
and substance use risk facrors, effective prevention
messages could be incorporated into existing sub-
stance tse and mental health screening instuments,
curricula, or related public health tools.

The previous survey of youths aged 9-18 years
conducred in Texas and Ontario, Canada, found that
40% of surveyed youths thought no risk existed for
participating n the choking game existed (9). This
common misconception highlights the need for basic
factual informarion abour the health risks of strangula-
tion activities in prevention messages. The age of the
youths should be considered when determining the
type of message and the messenger (9).

Parents, educators, counselors, health-care provid-
ers, and others who work with youths should become
aware of strangulation activities and the signs of
participation (e.g., mention of the choking game [or
the game by its other names}; bloodshot eyes; marks
on the neck; frequent, severe headaches; disorienta-
tion after spending time zlone; and ropes, scarves,
and belts tied to bedroom furninure or doorknobs or
found knatted on the [loor) (3). Nearly one third of
163 pediatricians and family practitioners recently
surveyed were not aware of the choking game or the
signs indicating that a patient might be participating
in this activity (10). Finally, to identify participating
vouths, health and mental health practitioners should
consider adding a quesdon about strangulation activi-
ties to clinical screening tools, especially for yourths
identified as having substance use or mental health
risks.

The ﬁndings in this feport are Subject to at least
four limitations. First, because only public school
stuclents were surveyed, youths who attended private
schools, were hameschooled, were institutionalized,
or were not attending school were not represented
in the results. Second, the survey did not ask about
frequency of participaticn or time eiapsed since most
recent participation. Substantial differences mighe
exist among youths who participated 1,‘ega1‘ding fre-
quency or recency. Third,
a prevalence determination from a single question
that was nor tested for reliability or validity. Finally,
a substantial proportion of the 8th graders surveyed

this analysis is based en
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(23%) did not complete the choking game question. A
comparison of responders and nonresponders revealed
that nonresponders belong to groups with likely
higher rates of participation in the choking game.

To develop effective prevention programs, quanti-
tative and qualitative rescarch is needed to understand
why and under what circumstances youths engage
in strangulation activities. In the meantime, based
on the findings described in this report, the Oregon
Public Healch Division is developing and evaluating
educational materials for educators and clinicians
who work in school-based health centers and other
primary-care locations.
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Outbreak of Adenovirus 14 Respiratory iiness —
Prince of Wales Island, Alaska, 2008

On September 22, 2008, a physician on Prince of
Wales Island, Alaska, notified the Alaska Department
of Health and Soctal Services (ADTSS) of an unusu-
ally high number of adult patients with recently
diagnosed pneumonia {n = 10}, including three
persons who required hospitalization and one who
died. ADDHSS and CDC conducted an investiga-
tion to determine the cause and distribution of the
outbreak, idenrify risk fzctors for hospitalization, and
implement control measures. This report summarizes
the results of that investigation, which found thac the
outbreak was caused by adenovirus 14 (Adi4), an
emerging adenovirus serotype in the United States
that is associared with a higher rate of severe illness
compared with other adenoviruses. Among the 46
cases idenrified in the ouibreak from September
1 through Ocrober 27, 2008, the most frequently
observed characreristics included the fellowing:
male (709%), Alaska Native (61%), underlying pul-
monary disease (44%), aged 265 years (26%}, and
current smoker (48%), Patients aged 265 years had a
fivefold increased risk for hospiralization. The most
commonly reported symptoms were cough (100%),
shortness of breacl (87%), and fever (74%). Of the
11 hospitalized patients, three required intensive
care, and one required mechanical ventilation. One
death was reported, Ad14 isolates obtained during the
cutbreak were identical genetically 1o those in recent
community-acquired outbreaks in the United Scates
which suggests the emergence of a new, and pos-
sibly more virulent Ad14 variant. Clinicians should
consider Ad14 infection in the differential diagnosis
for patients with community-acquired pneumonia,
particularly when unexplained clusters of severe
respiratory infections are detecred.

On Qctober 1, 2008, epidemioclogists from
ADHSS arrived at Prince of Wales Istand to identify
cases and help collear clinical specimens from patients
at clinics A and B. On October 6, CDC confirmed
that six of 13 nasopharyngeal samples collected
from patients at clinics A and B from Seprember 1
through Octobes 6 tested positive for Ad14 infection.
Before the outbreak (October 2005-August 2008},
only six sporadic cases of Adl4 infection had been
identified by the Alaska Srate Virology Laboratory.

MMWR 591
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On Qctober 12, ADEHSS and CDC investigators
returned to the island to conduct additional inves-
tigations. Investigators reviewed hospital and clinic
medical records using a CDC data collection form*
to ascertain demographic characteristics of patients,
symptom information, past medical history, and
clinical outcomes. A probable case of Ad14 infection
was defined by a clinically diagnosed acute lower
respiratory tract infection in a resident of Prince of
Wales Island who had been treated at clinic A or B
from September 1 through October 27. A confirmed
case was defined by laboratory-confirmed Ad14 infec-
tion by polymerase chain reaction, viral culture, or
serology duting the same period. Sera were collected
at the dme of the clinic or home visit and tested
for Adl4-specific neurralizing antibodies using a
standardized neutralization assay for Adl4; a titer
of 21:80 was considered evidence of recent Ad14
infection (). Paired sera were not collected. Patients
who met the probable or confirmed case definitions
completed a written questionnaire on rigk factors for
hospitalization, smoking status, travel histary, and
social history,

From September 1 through October 27, 46 cases of
Ad14 infection {20 probable and 26 confirmed) were
identified ac clinics A and B; symptom onset ranged
from August 29 te Cctober 19 (Figure). Patients
ranged in age from 2 to 95 years (median; 47 years);
70% were male, 61% were Alaska Native, and 48%
were current smokers, The most common symptoms
included cough in 46 patients (100%), shormess
of breath in 40 (87%), and self-reported fever in
34 (74%) (Table 1). Chest radiographs were obrained
for 39 (85%) patients; 30 (77%) of the radiographs
were cansistent with acure lower tract respiratory ill-
ness, most commonly patchy or interstitial infiltrates.
The median duration of illness was 14 days (range:
1-41 days). Most of the 46 patients received one or
more of the following treatments: antibiotics (91%),
bronchedilators (41%), or corticosteroids (28%)
(Table 1); none received antviral cherapy. '

*The acute respiratory illness outhreak data collecdon short form,
available at hupe/fwww brede goviurdo/pdifshortform pdf.
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FIGURE. Number of confirmed and probable cases of adeno-
virus 14 infection® (N =46}, by week of iliness onset— Prince
of Wales Island, Alaska, 2008

Confirmed [n = 26}
)} 7] Probabile n = 20}

No. of cases

9/14 9721

9/28 10/5 10/12 10419
Week of illness onset

824 831 97

* Confirmed cases were those in which laboratory confirmation of
adenovirus 14 infection by polymerase chain reaction, cuiture, or
serology was obtained. Probable cases were those in whicha clinical
diagnosis was made of acute lower respiratory tract infection.

Among the 11 (24%) patents who were hos-
pitalized, ages ranged from 33—78 years (median
age: 68 years); nine patients were medically evacu-
ated off the island. One patient wich a history of
underlying chronic obstructive pulmonary disease
(COPD) requiring supplemental oxygen refused
hospitalization and died within 10 days of symprom
onset. Postmortem testing for adenovirus was not
performed.

Among the 46 cases identified, 28 (61%) also had
pulmanary disease (including COPD, asthma, or
lung cancer) or another chronic condition (includ-
ing cardiovascular disease, diabetes, cancer, and liver
disease) (Table 2). Patients aged 265 years had a five-
fold increased risk for hospitalization on univariate
analysis (p<0.01) (Table 2). In a multivariate logistic
regression model that included age, current smok-
ing status, race, under]ying pulmonary disease, and
comorbid condition, only age 265 years remained a
statistically significant predictor of hospitalization
{odds ratio [OR] = 13.7; p<0.01).

Serum and nasal/oral swabs were obtained from
September 1 through October 27, and submitted to
ASVL and CDC’s Gastraenteritis and Respiratory
Viruses Laboratory Branch for testing. Respiratory
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TABLE 1. Frequency of selected symptoms, signs, treatment,
and dinical outcomes among patients with confirmed or
probable adenovirus 14 infection® (N =46} — Prince of Wales
Istand, Alaska, 2008

Characteristic No® (%)
Symptoms
Cough 46 1100
Shortness of breath 40 87)
Fever {self-reported) 34 (74)
Productive cough 32 (70
Headache 26 (56)
Nasal congestian 25 (54)
Sore throat 24 (52}
Yomiting 11 24
Signs
Measured temperature > 100.4°F (238.0°C) 18 (39)
Tachypneal 10 (22}
Treatment
Antibiotics 42 (o1}
Antivirals 0 {0
Bronchodilators 19 41
Corticosteraid (oral or inhaled) 13 (28)
Clinical outcome
Hospitalized 11 (24)
intensive care 4 {9)
Supplemental oxygen g (20)
Mechanical ventilation 1 12)
Cardiopulmonary resuscitation 1 12)
Death 1 {2

* Confirmed cases were those in which laboratory confirmation of
adenovirus 14 infection by polymerase chain reaction, culture, or
serology was obtained, Probable cases were those in which a clinical
diagnosis was made of acute lower respiratory tract infection.

T Unknown or not recorded In the medical record: shortness of
breath, one; fever (self-reported), one; productive cough, three;
headache, four; nasal congestion, three; sare throat, six; vomiting,
one; measured temperature, one; tachypnea, five; mechanical
ventilation, one,

§ Respiratary rate; adult, =225; child aged <5 years, 240; infant, 250.

specimens were cultured for respiratory syncytial
virus, influenza viruses, parainflucnza viruses, adeno-
viruses, hcrpes simplex virus, thinoviruses, coxsackic
viruses, echoviruses, and enteroviruses. Respiratory
specimens were also tested for Ad14 DNA using an
Ad14-specific real-rime polymerase chain reaction
assay and viral isolates were sequenced.

Serum and/or nasal/oral swabs were collected from
39 (85%) patients (25 serum samples, 39 nasal/oral
swabs), Among the 39 respiratory specimens submit-
ted for testing, 16 {41%) tested positive for Ad14.
Among the 25 serum specimens submitted for testing,
12 (48%) had elevated Ad14 neutralizing antibody
titers. In total, 26 (67%) of 39 patients tested had
laboratory-confirmed Adi4 infection. The genetic
scquences of the Adl4 viruses isolated from this
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TABLE 2. Risk for hospitalization among patients with confirmed and probable adenovirus 14 infecticn® (N = 46), by selected

patient characteristics™— Prince of Wales Island, Alaska, 2008

Total cases Hospitalized
Characteristic Mo. No, %6) RR! G50 (|5 p-value
Sex
Male 32 8 {25.00 1.2 (0.4-3.8) 1.00
Female 14 3 21.4) 1.0 Refarent
Age (yrs)
=65 12 7 8.3) 5.0 {1.8-14.0) <0.01
<G5 34 4 1.8 1.0 Referent
Race
Alaska Native 28 8 (28.6} 1.9 {0.4-8.3) 0.40
Not Alaska Native 17 3 117.6} 1.0 Relerent
Unknown race 1 0 (0.0
Laboratory-confirmation status
Confirmed 26 5 (23.1) 0.9 10.3-2.6) 1.00
Probable 20 5 (25.00 1.0 Referent
Comorbid condition
Underlying pulmeonary disease? 20 7 (35.00 21 {0.6-6.9) 0.30
Other comarbid condition™ ] 1 (12.5) 0.8 0.1-6.1} 1.00
Mo comorbid condition 18 3 (16.7) 1.0 Referent
Smoking status
Current smoker 22 6 (27.3) 1.3 {0.5-3.7} 0.60
Not a current smoker 20 4 (20,0 1.0 Referent
Unknown smoking status 4 . 1 (25.0)

* Confirmed cases were those inwhich laboratory confirmation of adenovirus 14 infection by polyrmerase chain reaction, culture, or serology
was obtained. Probable cases were thase In which a clinical diagnosis was made of acute lower respiratory tract infection.

T Risk ratio.
§ Confidence intervat,

1 Underlying pulmonary disease included any patients with a history of congestive-obstructive pulmonary disease, asthma, or lung cancer.
Some patients defined as having underlying pulimenary disease also had other comorbid conditions,
** Other comorbid conditions included cardiovascular disease, diabetes, cancer, and liver disease. Excludes any patients with underlymg

pulmonary disease.

outbreak were identical with those found in other
outbreak strains in the United States (2,3). No other
pathogens were identilied.

Reported by
J McLaughling MD, D Fearey, M5, SA [enkerson, MSN,
K Martinck, MPH, Alaska Section of Epidemiology.
C Pangzzo, MPH, E Schneider, MD, [ Tave, PED, Div of Viral
Diseases, National Center for Immunization and Respiratory
Diseases; CL Robbins, PHD, D Esposito, MD, T] Gardner,
PhD, EIS officers, CDC.

Editorial Note

This report decuments the first recognized
community outbreak of Adl4 infection in Alaska.
Adenoviruses have been asseciated with acute respira-
tory infections, pharyngoqonjunctival fever, gastroin-
testinal illness, and hemorrhagic cystitis (4). Although
adenovirus infections are typically mild, some persons,
including infants and immunoecompromised persons,
are at increased risk for severe disease (2). Before 2003,
1.5, outbreaks of Ad14 most often occurred among
LS. military recruits, and most cases were mild (3,5).
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Hlowever, recent U5, reports of Adl4 outbreaks,
including the Alaska outbreak, describe severe and
sometimes fatal respiratory illness in persons of all
ages (2.3). The genetic sequences of the jsolated Ad14
viruses in these recent outbreaks are identical and are
distinct from the Ad14 reference strain of 1955, which
suggests the emergence of a new and possibly more
virulent Ad14 variant (2,3).

During this cutbreak, cerrain groups were more
frequently affected, including males, persons aged
2065 years, and persons with underlying pulmonary
diszase. In addition, 22 (48%) patients were cut-
rent smokers. Smoking has nor been associated with
Ad14 infection previously. As part of a separate
investigation of this outbreak, a case-control study
was conducted on Prince of Wales [sland during
September and October 2008. Cases were patients
with clinical or radiological evidence of pneumonia
in an island resident aged »1 year who sought care
I through October 27, 2008. Age-
matched controls were randomly selected from the
community, Controls with self-reported signs of

from September
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B Z-What is zx}ready %craown af th!s mp:c?

;Before 2003, outbreaks ofadenowrus 14 (Ad14} resplratory
_infections in the United States typically occurred among
< military recruits; however, increasing numbers ofuutbreaks k
“-of severe and sometimes fatal Ad14 m!’ect!on in nonm[htary T
- setti gs have been described recentty -- :

: E'What :s addc_c% §:y 1his m;&mrt""

::. ThIS outbreakof commumty acqu;red Ad 14 occurred |n B
) _remote AIaskan cemmumty and Alaska Matives (61%) maies

'_What are {he xmphcatscﬁs far pu%nhc heaith pmmce7 g : B
: Clmlcmns should :onsujer Ad1 4 infection in the d|fferen11a|

-“diagnosls for patients with commumty -acquired preumo- ]
‘nia, parti cula{ly when unexplamed cIustLrs of severe respgraA :
_1tory lnfectmns are detected. . : S L

febrile acute upper respiratory infection or acute lower
respiratory tract iliness in the 2 weeks preceding onset
of symptoms in the case-patient to whom they were
matched were excluded. Preliminary results indicarte
that smoking (OR = 13.0, p = 0.002), comorbid
condition (OR = 3.5, p = 0.03}, and contact with
an Adl4-infecred person (OR = 18.0, p<0.001) to
be risk factors for disease (CDC, unpublished data;
2009). Although smoking prevalence for the Prince of
Wales Island was unavailable, the 48% rate of smok-
ing among patients in this report was substantially
higher than the smoking prevalence in the general
Alaska public (22%) and the Alaska Nartive popula-
tion (38%)." This finding, when combined wich the
preliminary results of the case-control study, suggests
that smoking was associated with Ad14 illness in this
outbreak. In addition, 7G% of the patients who met
the case definirion were Alaska Natives, a group that
constitutes only 33% of the Prince of Wales Island
population. Alaska Narives living in rural Alaska have
heen shown to be at increased risk for many respira-
tory infections, likely due to multiple risk facrors,
including lack of modern sanitation services, crowded
housing conditions, and barriers to health care (6).
During this outbreak, 11 of 46 (24%) patients
were hospitalized. In the multivariable analysis, the
only statistically significant independent rigk facror
for hospitalization was advanced age (265 years}).
In other studies of Ad14, additional risk factors for

¥ Alaska Deparimene of Flealth and Social Services. Alaska Behavioral
Risk Factor Survey—2007 annual report. August 2008, Available at
hrep:/fwwwshss staie.ak us/dphichronic/hslfbriss/pubsibrissG7. pdf,
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hospitalization have included certain underlying
medical conditions, such as pulmonary and car-
diovascular disease (7). No such associations were
found in this investigation, but the ability to assess
the individual effect of these risk factors was limired
by small sample size.

Among the 46 patients, 42 (21%) were pre-
scribed antibiotics at the time of their clinic visit.
Although cidofovir, gancyclovir, and ribavirin might
be beneficial (4), no specific antiviral medication is
recommended for the treatment of severe adenovirus
disease, and none of the patients received antiviral
medications. No licensed vaccine for Ad14 currently
exists. Mowever, initial studies to assess the safety and
immunogenicity of newly manufactured adenovirus
4 (Ad4) and 7 (Ad7) vaccines have shown promise
in study populations (8). Ad4 and Ad7 vaccine safety
and efficacy rrials are in progress, and vaccines for
these adencvirus serotypes mighs offer some cross-
immunity to Ad14 (3,9).

Adenovirus infections continue to be identified
in communities throughout Alaska; the last reported
cases of Ad14 were in August 2009, Health-care
providers should consider Ad14 in their differential
diagnosis for patients with community-acquired pneu-
monia, obtain respiratory and seroic)gic specimens for
lzhoratory cenfirmation, and report suspected Ad14
outhreaks te public health officials. Patients with
symptoms of severe viral respiratory infections and
those diagnosed with adenovirus infection should be
placed in private rooms or share a room with other
patients with the same infection to help control the
spread of respiratory infections (/). Health-care
providers should follow standard contact and droplet
precautions when caring for pessons hospitalized with
an adenoviral infection (709,
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National Glaucoma Awareness Month —
January 2010

January is National Glaucoma Awarcness Manth.
Glaucoma is a group of disorders that damage the
optic nerve and lead ro vision loss (/). According to
the National Eye Institute, glaucoma atfects approxi-
mately 4 million people in the United States, and
nearly hall of those with glancoma are not aware that
they have the disease (2}.

Persons aged »00 years (especially Mexican
Americans) have an increased risk for developing
glaucoma, as do African Americans aged >40 years,
persons with a family history of glaucoma, and per-
sons with diaberes {2). Glancoma can be detected
with a comptehensive dilated eye examination. Early
detection and trearment can prevent or co ntral vision
loss (2).

Information on CDC’s Vision Health Initiative
and strategies for prevention and control of com-
mon eye diseases is available at http://www.cdc.gov/
visionhealth. Additional information about glau-
coma is available at http:/fwww.neinih.gov/health/
glaucoma.
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Notices to Beaders

MNew Look for MAMWR Weekly Publication

The MMWR weekly has 2 new look starting with
this issue, the first issue of Volume 59. The changes
are intended to give the weekly and other MAMWR
publications a more modern appearance, make
them easier to read, and allow incorporation of new
features. Other publications in the MMWR series
(e.g., Recommendations and Reparts and Surveillance
Sumnmariesy will feature the same new look when
published in 2010. In conjuncton with the new
look for the weekly, the AMMMWE websire also has
been redesigned. The website can be accessed at
httpi/fwww.cde.gov/mmwr.

Changes to the National Notifiable
Infectious Disease List and Data
Presentation — January 2010

This issue of MAWR incorporates changes to
Table [ (Provisional cases of infrequenty reported
notifiable diseases, United States) and Table 11
(Provisional cases of selected notifiable diseases,
United Stares), This year, the modifications add and
remove diseases designared as nationally notifiable by
the Council of State and Territorial Epidemiologists
(CSTE) in conjunction with CDC (7-5),

Two new diseases have been added to the list of
nationally notifiable infectious discases: viral hemor-
rhagic fever and dengue fever. Incidence dara for viral
hemorrhagic fever will appear in Table I, and dengue
virus infections will appear in Table IT. The surveil-
lance case dehnitions adopred for these discases are
listed in their respective CSTE position statements
{1,2) and arc included in the case definitions secrion of
the National Novifiable Diseases Surveitlance System
{NNDSS) website (3}.

Two diseases have been remaoved from the list of
nationally notifiable infectious diseases: invasive group
A streptococcal disease and coccidioidomycosis (4,5).
Incidence dara for these diseases no longer appear in
Table I1.

Rocky Mountain spotted fever has been renamed
spotted fever rickettsiosis (6). Incidence data for spot-
ted fever rickertsiosis continue to appear in Table 1.

Streprococcus prenmoniae, invasive disease has
replaced two previous nationally notifiable diseases: 1)
Streptacoccus prneumaniae, nondrug resistant invasive

MMWR 59:1
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disease in children aged < 5 years and 2) Swreptococeus
preumoniae drug-resistant invasive disease (7).
Incidence data for Streprococcus preumaoniae, invasive
disease appear in Table II.

Data for hepatitis C viral, acute, and ehrlichiosis/
anaplasmosis (including subcategoties Bbrlichia chaf-
Jeensis, Ehriichia ewingii, Anaplasma phagocytophilum,
and ehrlichiosis/anaplasmosis, undetermined) are now
displayed in Table IT because case reports exceeded

1,000 during 2009,
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QuickStats

FROM THE NATIONAL CENTER FOR HEALTH STATISTICS

Pragnancy, Birth, Abortion, and Fetal Loss Rates Per 1,000 Women Aged
15-19 Years, by Hace and Hispanic Ethnicity — United States, 2005
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Estimated pregnancy, birth, aborticn, and fetal loss rates among non-Hispanic white women aged 15-19 years during 2005
were substantially lower than among their non-Hispanic black and Hispanic counterparts. Aithough overall pregnancy rates
for non-Hispanic black and Hispanic women aged 15-19 years are similar, black women in this age group had lower birth rates
and higher abortion rates than their Hispanic counterparts

SOURCES: Ventura 5J, Abma JC, Mosher WO, Henshaw SK. Cstimated pregnancy rates for the United States, 1990-2005: an update, Natl Vital
Stat Rep 2009;58(4), Available at http://www.cdc.gov/nchs/data/nvsi/nvsr58/nvsr58_04.pdf.

Ventura 5J, Abma JC, Mosher WD, Henshaw SK. Fstimated pregnancy rates by outcome for the United States, 1990-2004. Nati Vitat Stat Rep
2009:56(15), Available at http:/Awww.cde.gov/nchs/data/mvsr/nvsr56/nvsi56_15.pdf.
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Neotifiable Diseases and Mortality Tables

TABLE I Frovisional cases of infraguently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week ending

January 9, 2010 (1st week)®

Yotal cases reported

S-year )
Currert Cum weyekly for previous years States reporting cases
Disease week 2010 average’ 2009 2008 2007 2006 2005 durlng current weeik {No.)
Anthrax — — e — 1 1 —
Botulisim, totel — 3 93 5 144 165 135
foodborne — Q 12 17 32 20 19
infant -— 2 58 109 85 97 85
other (wound and unspecified} — — 1 23 19 27 48 31
Brucellosis — 2 a2 80 131 121 120
Chancroid 1 t 0 24 25 23 33 17 SC()
Cholera — 0 k1] 5 7 9 8
Cyclosporiasis§ -— 4 325 138 93 137 543
Diphtherta — - — — — — —
Dormestic arboviral diseases™
California serogroup virus disease - — — 41 62 55 67 80
Eastern equine encephalitis virus disease — — — 4 4 4 8 21
Powassan virus disease — eam — 1 2 7 1 1
St. Lowis encephalitis virus disease — —_ ] 10 13 ol 10 13
Wastern egjuing encephalitis virus disease — — — — — — —
Haemophilus influenzae,”” invasive disease (age <5 yrs):
serotype b — — 1 26 30 22 29 9
nonserotype b 1 1 5 205 244 199 175 135 Com
unknown serotype 3 3 5 223 163 180 179 17 PA (2}, MO {1}
Hansen disease’ — — 2 50 80 101 66 87
Hantavirus pulmoenary syncirume‘{l ) — - 0 13 18 32 40 26
Hemolytic uremic syndrome, posld[arrheaik 1 5 213 330 292 288 221 miQ1)
HIV Infection, pediatric (age <33 yrs)H — - 1 — — — — 380
Influenza-assaciated pediatric mortality* ¥ 7 7 1 360 90 77 43 45 NY {25 IL(1), MI{1),TX (2}, OR (1)
Listeriosis 2 2 8 765 759 B08 834 8%  VA()LTIN()
Measles'" — 1 61 140 43 55 66
Meningococcat disease, invasive***
A C Y, andW-135 — - & 273 330 325 318 297
serogroup B — - S 146 1B& 167 183 156
other serogroup — -_— 1 23 a8 35 32 27
dnknewn serogroup 8 8 15 464 616 550 651 765 NYC (1), PA(2), OH {1}, MI (1), GA(1)}, FL(2)
Muimps — — 17 989 454 800 §,584 314
Novel influenza A virus infections’ — — —  a377 2 4 NN NN
Plague — - 0 7 3 7 V7 8
Policinyelitis, paralytic — — — — — — — 1
Paolio virus Infection, nonparalytic§ — — — — - — NN NN
Psittacosis” — - o g 8 12 21 16
Q faver, toral — - 3 99 120 171 169 136
acute — e 2 84 106 e — —
chronic — - 0 15 14 — —_ —
Rabias, human — - 0 4 2 1 3 2
Rubelia™" — - 0 3016 12 11
Ruhetlia, congenital syndrome — e 2 — — 1 1
SARS-CoVa - — — —_ - = = =
Simallpox® —_ — — — — — — —
Streptococcal toxic-shock sym«:!rome§ - — 4 127 157 132 125 128
Syphilis, congenital (age <1 yr) — — 6 257 431 430 249 328
Tetanus s —_ 1 14 19 28 41 27
Taxic-shock syndrome (s‘ccmlwlun:e»ccaI,‘ﬁ§ — -— 2 76 71 92 1N 90
Trichineliosis — - 0 12 39 5 15 i6
Tularemia — - 2 82 123 137 g5 154
Typhold fever 3 3 9 326 449 434 353 334 VA(2),FL{1)
Vancomycin-intermediate Staphylococcus au_reus§ — 0 70 63 37 6 2
Vancomycin-resistant Staphylocaccus aureus — a 1 — 2 1 3
Vibirtosis (noncholera Vibrio species infections) — — 5 597 588 54% NN NN
Viral Hemorrhagic Fever " — — — NN NN NN NN NN

Yallow fever -

[

See Table | footnotes on next page.
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Notifiable Biseases and Mortality Tables

TABLE |, {Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week ending
January 9, 2010 {15t week)*

—: No reported casas. N: Not reportable. NN: Nat Nationally Notifiable Curm: Cumulative year-to-date caunts,

* incidence data far reporting years 2009 and 2010 are provisional, whereas data far 2005 through 2008 are finalized.

* Caleulated by summing the incidence caunts for the cutrent week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for & total of 5 preceding years.
Additional tnformation is available at http://www.cdc.gov/epo/dphsi/phs/iles/Syearwecklyaverage.pdf,

5 Not reportable in al] states. Data from states where the condition is not repartable ara excluded from this table, except starting in 2007 for the domestic atboviral diseases and infiuenza-
associated pediatric mortality, and In 2003 for SARS-CaV, Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm.

" Includes both neurcinvasive and nonneurcinvasive, 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 11,

*“* Data for M. influenzae {all ages, all serotypes) are available InTable 1.

t Updated monthly from reports to the Division of HIV/AIDS Prevention, Wational Centet for HIV/AIDS, Viral Hepatitis, STD, and T8 Prevention. Implementation of HIV reparting influences
the number of cases reported. Updates of pediatric HIV data have been temporatily 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 quartetly.

§ Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases, Since Aprl 26, 2008, a total of 255 influenza-assoclated pediatiic
deaths associated with 2008 influenza A (H1N1) virus infection have been reported. Since August 30, 2009, a total of 236 influenza-associated pediatric deaths occurring duting the
200910 influenza season have been ieported. A total of 130 influenza-associated pediatric deaths oceurring during the 2008-0¢ influenza season have been reported.

“ No measles cases wete reported for the current week,

##% Data for meningacoccal disease {ail serogroups) are available in Table 1,
1t CDC discontinued raporting of individual confirmed and probable cases o 2009 pandernic influenza A (H1N1) virus infections an July 24, 2009, CDC will report the total number of 2009
pandemic infiuenza A (H1N1) hospitalizations and deaths weekly on the CDCHENT influenza website (hetpi//www.cdegowhInTilu). In addition, three cases of navel influenza A virus
infections, unrelated to the 2009 pandemic influenza A (HIIN1) virus, were reported to CDC during 2009,
55 [11 2009, Q fever acute and chionic reparting categories were recognized as a result of revisions ta the Q fever case definition. Prior to that time, case counts were not differentiated with
resprect to acute and chrenic Q fever cases.
S No rubella cases were reported for the current week,
= | ndated weekly from reports to the Division of Viral and Rickettslal Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases.
1t There were no cases of Viral Hemorrbagic Fever during week one. See Table |l for Dengue Hemorrhagic Fever.

Figure |. Selected natifiable disease reports, United States, camparison of provisional 4-weelk
totals January 9, 2010, with historical data

CASES CURRENT
DISEASE DECREASE ] INCREASE 4 WEEKS

Giardiasis 68
Hepatitis A, acute 59
Hepatitis 8, acute 8i
Hepatitis C, acute 33
Legionellosis 93
Measles 1
Meningococcal disease 45
Mumps 104
Pertussis 224

r T T T T ¥

0.25 05 1 2 4 8

fatio {Log scale)*
Bayond historical limits

* Ratio of current 4-week total to mean of 15 4-week totals (fram previous, comparable, and subsequent 4-week periads 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,

Notifiable Discase Data Team and 122 Cities Mortality Data Team
Patsy A, Hall-Baker

Deborah A, Adams Rosaline Dhara
Willie ]. Anderson Michael §. Wodajo
Jose Aponte Pear! C. Sharp

Lenec Blanton
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Notifiable Diseases and Mortality Tables

TABLE H, Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2000 (1st weelg*®

Chilamyclta trachomatic infection Cryptosporidiasis
) Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cumn

Reporting area week Med Max 2010 2009 week Med Aax 2010 2009

United States 8,474 22,405 26,592 8474 2054 27 113 59 27 99

New England 356 760 1,482 356 394 — 5] 45 — 45
Cannecticut 2 225 400 2 34 — 4] 38 — 38
Maine® o 47 75 — 56 - 0 4 — 1
Massachusetts 340 377 944 340 212 — 2 16 - 5
New Hampshire 1 34 61 t 33 —_ 1 S — 1
Rhode Islandt —— 63 244 — 29 e 0 8 — —
Vermont? 13 22 63 13 28 — 1 9 —_

Mid, Atlantic 2,262 3,014 4,307 2,262 2,555 4 13 37 4 5
New Jersey 190 429 838 190 426 — 1 5 — —
New York {Upstate) 187 607 1,193 i87 148 1 3 12 1 1
New York City 1495 1,160 1,956 1,495 1,243 — 1 8 — 1
Pennsylvania 390 826 1,001 390 738 3 8 19 3 3

£.M. Central 805 3,442 4,280 805 4,008 10 25 54 10 17
linois 2 1,046 1,427 2 1427 — 2 8 - 2
Indiana 140 399 695 140 374 — 4 9 — 3
Michigan 543 870 1,332 543 841 1 5 11 1 2
Ohio 55 697 1.044 33 1,022 7 7 16 7 4
Wisconsin a5 375 471 85 344 2 7 24 2 6

W.N. Central 218 1,339 1,697 219 1,148 1 18 61 1 4
lowa — 174 256 — 191 — 3 14 -_— 1
Kansas o 176 561 6 102 2 G —
Minnesota —_ 260 338 — 315 — 4 34 - —
Missourl 171 508 G384 171 412 1 3 12 1 2
Nebraska® 39 100 236 39 6> — 2 9 — 1
Narth Daketa 3 32 91 3 g — 0 5 — —
South Dakota — 53 80 — 55 — 1 10 - —

S, Atlantic 2,305 3,854 5,360 2,305 3,059 5 19 45 3 12
Delaware 55 88 180 65 48 — o 2 — —
District of Columbia —_ 124 225 — 112 e o] 1 — o
Flarida 557 1421 1,670 557 1,154 4 8 24 4 7
Geargia — 631 1,150 — 185 1 5 23 i 5
Maryiand? 262 425 836 262 275 — 1 5 — e
North Carolina — a Q — — - 0 8 an —
South Carolinat 488 523 1421 488 807 — 1 7 — —
Virginia® 907 598 826 907 422 — 1 7 — —
West Virginla 26 69 136 26 56 — 3] 2 — —

E£.5. Central 487 1,739 2,217 487 1,941 2 3 10 2 1
Alabama' 2 466 629 g 429 — 1 5 — 1
Kentucky — 249 642 — 373 1 1 4 1 —
Mississippi e 442 840 - 532 — 0 3 — —
Tennesseet 478 579 809 478 607 1 1 5 1 -

W.S. Centrai 1,530 2,952 5,806 1,530 2,932 1 ] 35 1 —
Arkansas! 224 269 417 224 332 — 1 5 —_ —
Louisiana — 525 1,130 — 596 — 0 6 —_ —
Oklahoma 1,306 167 2,7 1,306 192 — 2 g —_ —
Texast - 2,007 2,519 - 1,812 1 4 20 1 —

Molintaih 282 1,432 2,089 282 903 2 9 26 2 10
Arizona 174 499 755 174 27 s H 3 — 2
Colorada — 200 727 — 509 — 2 10 - 2
Idzhot 33 68 184 33 - 18 1 1 7 1 1
Mantana’ 22 56 B& 22 56 1 1 4 1 1
Nevada® 4 170 477 4 99 — 0 2 — —
New Mexico® 42 175 344 42 38 m 2 ) — 3
Utah 7 110 160 7 133 —_ 4] 3 — o
Wyoming! — 36 Go —_ 23 — 0 2 — 1

Pacific 228 3,483 4,688 228 3,601 2 14 25 2 5
Alaska — 99 137 — 104 — 9] t — o
California 228 2,089 3,591 228 2,870 _— 8 20 — 2
Hawali — 120 147 e 130 — 0 1 - —
Oregon — 200 468 — 65 2 3 9 2 3
Washington e 388 571 — 432 1 3 — --

American Samoa - 0 0 — — N ¢ 0 N

CN.ML — — — —_ —_ — — - —_ —

Guam — a9 0 — — — a 0 — —

Puerto Rice 75 135 332 75 53 N Q 8} N

LL5. VirgIn Islands — 9 17 — 1 - Q a — —

CNLM,L; Commonwealth of Northern Mariana Islands,

U: Unavailable. —:No reported cases. N:Not reportaile. NN: Mot Nationally Notifiable, Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.

* Incidence data for reporting years 2009 and 2010 are provisional, Data for HIV/AIDS, AlDS, and TB, when available, are displayed in Table IV, which appears quarterly,
1 Cantains data reported through the Natianal Electronic Disease Surveillance System (NEDSS),
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Notifiable Diseases and Mortality Tables

TABLE II. [Continued) Pravisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (15t week)*

Dengue Virus Infection

Cengue Fever Dengue Hemorrhagic Fever®

. Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum
Reporting area week Med Wax 2010 2009 waek Med Max 2010 2009
United States — Q 0 — NN — & [ - NN
New England — o 0 — NN - o 0 — NN
Connecticut — 3] 0 — NN - 4] Q — NN
Maine® — ] o — NN — 0 0 — NN
Massachusetts — 0 0 - NN - 0 0 —_ NN
New Hampshire — 3} 0 — NN 0 0 — NN
Rhode Island® — 0 0 — NN 0 0 — NN
Vermont? - ¢} 0 — NN e 0 0 — NN
Mid, Atlantic — 0 ] - NN — 0 o] — NN
New lersey — 0 0 — NN — 0 0 — NN
New York {Upstate) - 4] o] — NN e Q 1] — NN
MNew York City — 0 a - NN — 0 ] — NN
Pennsylvania — 0 ¢ — NN 0 ] — NN
EN.Central — 0 g — NN 0 o] — M
Hinois — 0 0 — NN —- 0 o] -— NN
Indiana —_ 0 G — NM — ¢} 0 - NN
Michigan — o] 4] - NN — o] 4] —_ NN
Ohio — 0 0 — NN 0 0 — NN
Wisconsin — ] ¢l — NN — 4] ¢ o NN
W.N. Central —_ 0 a — NN — o] 0 - NN
lowa — "] 0 - NN — o] ¢l — NN
Kansas — 0 0 —_ NN — a ¢ — NN
Minnescta — o] Q — NN —_— 0 o] — NN
Missouri — Q 4] — NN — 0 0 — NN
Nebraska’ — Q 0 — NN — 0 o - NN
Narth Dakota — 0 0 — NN — 0 0 — AN
South Dakota — Q 1] - NN — ] 0 — NN
S Atlantle — Q o — NN — 0 Q e NN
Delaware — 0 3] — NN — 0 Q — Al
District of Columbia — Q 4] — NN — 0 ol — NN
Florida — ¢ 33 — NN — g 0 — NN
Georgia — Q o] — NN — 4] 4] e NN
Marylanes — o} 0 — NN — 0 [y — NN
Morth Carclina — a 0 — MM Q 0 — NN
South Carolina® — o3 0 — NN ¢ 1} — NN
Virginia® — 0 0 — NN - o 0 — NN
West Virginia — 0 0 - NN — 53 0 — NN
E.S. Central —— [ a — NN — 0 0 — NN
Alabama? B o} 0 — NN 4} 0 — NN
Kentucky — C0 (] —_ NN — a 0 — NN
Mississippi e 0 o] — NN — 0 o] — MM
Tennessee® e 0 0 — NN — 0 0 — NN
W.5, Central — 0 1} — NN — 0 0 e NN
Arkansas? — 0 0 — NN — o] 0 — NN
Louisiana — o] 0 — NN . — Q g — NN
Cklahoma — 0 0 — NN — o} 0 — NN
Texast — 0 0 - NN —_ 0 0 o NN
Mountatn — 0 a — NN —_ 0 0 o NN
Arizona —_— 0 9 — NN 0 0 — WM
Colorado — 0 0 — NN o] 0 — NN
idahc® — Q 14 — NN s u] 2 — NN
Maontana$ — 0 ¢ e NN — 0 0 s NN
Nevadaf — 0 0 — NN e 4 Q — NN
New Mexico® —_ 0 a — NN 0 0 — N
Utah — a 0 — NN — a 0 — NN
Wyoming® — 0 0 — N — 0 s} — NN
Pacific e 0 1] - NN - 0 a - NN
Alaska — o3 4 — NN 0 0 — NN
California — 53 0 — NN Q joj — NN
Hawail — o3 [¢] — NN 0 9] — N
Oregan — Q 0 - NN —_ Q 34 — NN
Washington —_ 1] ju — NN — 1] ol e NN
American Samoa — 1] 0 — NN — ¢ 0 — NN
CNMLE — — — — NN _ . — N
Guam — 4] ¢] — NN 0 jul — NN
Puerto Rico — 0 0 — NN — 0 o] — NN
U5, Virgin [slands — g 0 — NN — Q 4] — NN

CNLMLL Commonwealth of Northern Mariana Islands.

U: Unavailahle. —: No reported cases. N:Not reportable. NN:Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Madian. Max: Maximum.,
*Incidence data for reporting years 2009 and 2010 are provisional.

t DHF includes cases that meet criteria for dengue shock syndrome {DS5), a more severe form of DHF.

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS),
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Notifiable Diseases and Mortality Tables

TABLE Il (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (15t week)*

Ehrlichiosis/Anaplasmosist

Ehrlichia chaffeensis Anaplasma phagocytophiium Undetermined

Current  Previous 52 weeks Previous 52 weeks Previous 52 weeks

Cum Cum Current Cumn Cum Current Cum Cum
Reporting area week Med  Max 2010 2009 week Med  Max 2010 2009 week Med Max 2010 2009
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C.N.M.L: Commonwealth of Northern Mariana islands.

Uz Unavailable. —:No reported cases. N:Not reportable. NN:Net Nationally Notifiable. Cumn: Cumulative year-to-date counts. Mad: Median. Max: Maximum.
* Incidence data for reporiing years 2009 and 2010 are provisional.

t Cumulative total £ ewlngli cases reported as of this week = 0.

 Contains dats reported through the Natlonal Electronic Disease Surveillance System (NEDSS),
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Muotifiable Diseases and Mortality Tables

TABLE Ii, (Continued) Provisional cases of selected notifiable diseases, Unitad States, weeks ending January 9, 2010, and January 10, 2009 (15t week)*

Haemophifus influenzae, invasive!

Gardiasis Gonorrhea All ages, all setotypes
Current Previous 52 weeks - o Cum Current Previous 52 weeks Cum cum Current _Frevious 52 weeks Cum cum
Reporting area week Med Max 2010 2009 week med  Max 2010 2000 week Med  Max 2010 2009
United States 83 3 508 93 244 2171 5316 6,606 2171 5318 22 59 92 22 68
New Englat 5 30 65 5 19 51 96 210 a1 45 — 3 12 — 4
Connecticut — 5 15 — 5 s 47 107 2 7 — Q 9 — e
Mained 3 3 13 3 3 — 3 9 — 2 — 0 2 e 1
Massachusetts — 13 36 — 4 44 38 112 44 30 — 2 5] e 2
New Hampshire — 3 n - 3 5 2 G 5 3 - g 1 — 1
Rhode island® — 1 6 — — - 6 19 — 4 — ] 2 — o
Vermont® 2 3 14 2 4 — 1 5 m 1 — 0 1 —_— —
tid. Atlantic 8 60 100 8 55 463 588 846 463 597 & 12 25 6 4
New lersey — 3 17 — 17 38 90 124 a8 103 — 2 7 — 3
New York (Uostate) 4 25 54 4 9 35 106 244 a5 54 1 3 g 1 2
New Yark City 1 16 26 1 12 289 210 366 289 239 —_ 2 1l — 2
Pennsylvanla 3 i5 35 3 17 101 195 275 101 201 5 4 10 5 7
EN. Central 20 45 74 20 44 263 1085 1,400 262 1,400 2 11 28 2 20
Ninois -- 1 20 - 12 — 339 524 — 524 — 3 g — &
Indiana M 0 a N N 51 136 206 51 139 — 1 5 — 2
Michigan 3 11 24 3 8 180 272 501 180 319 — &} 3 — o
Chic 16 15 28 16 16 18 232 333 18 310 2 2 & 2 4
Wisconsin 1 a9 19 1 8 14 89 t44 14 108 - 3 20 8
W.N. Central 13 25 145 13 23 62 276 365 62 287 3 3 11 3 4
lowa & 6 15 4 — 32 47 — 30 — 0 0 —_
Kansas - 3 T4 — 3 5 44 83 5 12 e 0 2 — —
Minnesota — 0 124 — — — 40 65 e 41 — 0 9 — —
Missouri 3 9 27 3 1% 49 124 173 49 173 3 1 4 3 4
Mebraska® 4 3 9 4 i 7 22 55 7 19 — ol 4 —
North Dakota — 0 8 — — 1 2 14 t — — G 2 — e
South Dakota 1 5 — 4 — 5 14 — 12 - o3 0 e —
5. Atlantic 22 69 109 22 37 668 1,107 1,500 668 1,027 4 13 31 4 13
Delaware —_ 0 3 — 1 H 18 37 11 7 — 0 i — —
District of Columbla — 4} s — 2 — 48 88 — 62 — 0 1 — —
Florida 21 38 >0 21 18 243 410 476 243 460 3 4 10 3 3
Georgia — 10 67 e & —_ 228 465 — 79 1 3 9 H 2
Maryland® — 5 13 — 5 66 114 212 60 90 — 1 6 — 1
North Carolina N o] g N N — a 4 — — - 0 17 — 2
South Carolina’ — 2 8 — 1 148 159 412 43 259 —_— 1 5 — e
Virginia$ 1 8 18 1 4 194 147 272 194 13 — 1 5 o —
West Virginia o 1 5 — — 6 9 21 G 17 — 0 3 — —
£ Central 2 7 22 2 7 165 495 686 165 526 1 3 10 1 3
Alabamat 2 4 13 2 2 4 1360 186 4 143 e 1 4 — 1
Kentucky N a 0 i ] - 72 156 — 124 —_— 0 5 — —
Adississippi N ¢ 0 N N — 134 252 — 190 — 0 1 - —
Tennessee? — 4 18 — 5 161 156 229 161 228 1 2 9 1 2
W.S. Central 4 7 19 4 — 410 873  1,55% 410 991 — 2 7 — 2
Arkansas® 1 2 9 1 — 72 83 134 72 92 — ] 3 — 1
Louisiana — 1 7 — — — 167 418 — 20 — 0 1 — 1
Oklahoma 3 3 1Q 3 — 338 59 612 338 72 — 1 5 — —
Texas® N 0 0 N N — 554 695 — 626 — 0 2 — —
Mountaln 13 27 81 13 22 29 175 233 29 18 5 5 10 5 7
Arizona 3 4 7 3 4 22 59 91 22 10 2 2 ] 2 3
Colorado e 8 26 9 4 —— 40 106 — 68 3 1 6 3 3
Idaho? 1 3 10 1 — 2 2 8 2 3 — 0 1 e —_
Mantana’ — 2 1 — 2 1 1 5 1 1 — 0 i - —_
Nevada¥ — 1 10 — — e 27 93 — 3 — 0 2 — —
New Mexicod — 2 8 — 3 4 21 34 4 17 — 0 3 - 1
Utah — 5 12 — 7 — 5 12 — 7 - 0 2 — —
Wyoming® — i 5 —_ 2 — 1 7 —— 1 — 0 1 — —
Pacific 6 3! 82 & 37 50 545 765 60 765 1 2 8 1 2
Alaska - 2 7 — 1 — 18 32 — 18 — 0 3 o _—
California — 33 60 e 29 G0 449 658 60 658 o Q 4 — —
Hawaii — 0 2 — — — i1 24 - 18 — G 3 — 1
Oregon G 7 13 6 7 — 20 44 -— 6 1 1 4 1 1
Washington —_ 7 25 — — —_ 38 71 — 65 — Q 2 — —
American Samoa et 0 0 - - — ] 0 — — — 0 0 - —_
C.MME — — - — — — — — — — — — — _ _
Guam -— 0 Q — — — 0 G — — — 0 [v] — —
Puerto Rica — 2 10 e — 2 4 24 2 1 — 0 1 e —
U.S. Virginislands — 0 Q — - -— 2 7 — — N a 0 N N
CNM.E: Commonwealth of Northern Marlana Islands.
U:Unavailable. —:No roported cases. N:Notreportable. NN:MNot Nationally Notifiable, Cum: Curnulative year-to-date counts. Med: Median. Max: Maximum.

*Incidence data for reporting years 2009 and 2010 are provisional,
t Data far H. influgnzae (age <5 yrs far serotype b, nonserotype b, and unknown serotype} are available in Table 1,
5 Contains data reported through the National Electranic Disease Surveillance System (MEDSS).
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Notifiable Diseases and Mortality Tables

TABLE L. {Continued) Pravisiona! cases of selected netifable diseases, United States, weeks ending lanuary 9, 2010, and january 10, 2009 (15t week)*

Hepatitis {viral, acute), by type
A B C

Current  Previous 52 weeks Previous 52 weeks Previgus 52 weeks

Cum Cum Current Cum Cum Current Cum Cum
Reparting area week Med Max 2010 2009 week Med Max 2010 24009 weel med Max 2010 2009
17 2 17 2 18

1 1
1 1
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o
o
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=
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C.MN.M.L: Commenwealth of Northern Mariana tslands,

U: Unavailable. ~: Mo reported cases. N:Not reportable. NN: Not Nationally Notiiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Incidence data for reporting years 2009 ahd 2010 are provisional,

¥ Contains data reported through the National Electronic Disease Surveillance System (NEDSS)
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Notifiable Diseases and Moriality Tables

TABLE II. {Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 {15t week)*

Legionellosls Lyme disease Malaria

Current  Previous S2weeks . cum Currant  Lrevious s2weeks - Cum Current  LrevicusSZweeks o o cum

Reporting area wieek Med  Max 2010 2009 wieek Med  Max 2010 2009 week Med Max 2010 2008
United States i1 48 158 4 33 26 320 1,944 26 154 7 22 47 7 16
New England — 2 17 — — o84 479 — 28 — 1 4 -— 2
Cannecticut — 1 2 — — — a 0 —_ — — o] 3 e —
Mainet — 0 3 — — n 77 — — — o 1 — —
Massachusetts — 1 9 — - 26 3 - 13 — ¢ 3 — 2
New Hampshire — 0 2 - — — 14 89 — 9 — 0 1 - —
Rhode Island? - 0 4 - — —_ 1 28 — — — 0 } — ——
Vermant! — ] 1 — — — 5 40 — é — 0 1 —_ —
Mid, Atlantic 2 15 69 2 11 g 176 1,078 8 61 3 6 13 3 —
New Jersey — 2 13 — i — 38 378 — 26 — 0 1 —— e
New York (Upstate] 1 ] 29 1 3 —_ 53 272 — 4 1 1 4 t —
MNew York City — 2 20 -— 1 — 2 24 - 3 1 4 1" i e
Pannsylvania 1 6 25 1 & 8 87 631 3 28 1 % 4 1 —
E.N.Central 5 9 34 5 8 — 18 216 R 11 — 3 10 e 1
illinais — 1 10 — —_ e 1 1 — - —-— 1 4 — —
Indiana - 1 3 — — — 1 6 — -— — a 3 — —
Michigan —_ 2 11 — 4 — 1 10 — — — a 3 — -—
QOhlo 5 4 17 5 4 — 1 5 — — — 1 6 e 1
Wisconsin — o] 2 — e e 16 198 — 11 - Q 1 — —
W.N. Central 1 2 7 1 e e 5 31 — 2 — 1 8 — 2
lowa — 0 2 — —_— — 1 14 s 1 —_ 9] 1 — 1
Kansas — 0 1 —_ — — 4] 2 — 1 — a 1 — 1
Minnesota — 0 4 — — — a 29 — — — 0 8 —_— —
Missouri 1 i 5 1 — — 0 1 — —_ — G 2 — —
Nebraska® — 0 2 — — — o3 3 — — — 0 1 e -
North Dakaota — 0 1 — — 0 0 — — - 0 i — —
South Dakota — 0 1 — - — 0 1 — - — 4] 1 — m
S, Atlantic 3 10 N 3 5 18 58 236 18 47 3 I 17 3 3
Defaware — 0 5 — — 4 12 65 4 8 — 4] 1 — —
District of Columbia — Q 2 — — — 9 5 — — 0 2 — —_
Florida 1 4 10 1 1 3 2 M 3 — — 1 7 — —
Georgia — 1 5 e 1 — 1 6 — — — 1 5 —
Maryland* 2 2 12 2 3 5 27 125 5 38 1 13 1
North Carolina e 0 6 — — — 0 14 — — 0 5 — 1
South Carolinal — 0 2 — — — 0 3 — — 0 1 —_— —
Virginia® -_ 1 5 —_ — [¢] 9 49 6 1 1 1 5 1 1
Wast Virginia — ] 2 — — — 0 33 — — — ol 1 — —
ES, Central - 2 12 hd 3 — 1 2 - - ! 0 3 1 -
Alabamat — 0 2 — 1 — s 1 — — 1 0 3 1 —
Kentucky s 1 3 — 1 — 0 1 — — - Q 3 —_ —
Mississippi — 0 2 — —_ — 0 0 —— —— -— Q 1 — —
Tennesseat — 1 g — 1 - 1 2 — - — 0 3 — —
W.S. Central i 2 7 i 1 — 0 3 - - - 1 10 — —
Arkansast — ¢} 1 — — — 0 o} - — — 0 1 — —
Louisiana — 0 2 — 1 — 0 0 — — — 0 1 e —
Oklahoma s 0 2 — — — 0 o] — — — 0 1 - —
Texast i 2 & 1 — — 0 5 — e —— 0 g — —
Mountain 2 3 8 2 2 —_ 1 4 — — - 0 6 — 1
Arizona 2 1 3 2 2 — 0 2 — — —_ 9] 2 — —
Colorade — Q 4 — — — a 1 — — — 4] 3 — 1
Idaho’ — Q 2 — — -0 3 — — — 3§ 1 — -
Montanat — o 2 — — —_ 0 1 — — — 0 3 — —
Nevadal — 0 1 — — — ] 1 — — — ] 0 — —
New Maxico! - Q 2 — — a 1 — — — 0 o} — —
Utah — Q 4 - -— — o} 1 — — — g 2 - —
Wyoming® — Q 2 nm —_ — 0 1 — — 1] 0 —_ —
Pacific — 3 12 — 2 -_— 4 11 — 5 — 3 9 — 7
Alaska — Q 1 — — — 0 1 — — - 0 1 — —
California o 3 Il — 2 — 3 10 — 4 — 2 3] — ]
Hawaii — ol 1 — — N 1] ¢ N N — 0 1 — —
Qregon — ol 2 — — — 0 4 1 — 0 2 — 1
Washington — Q 4 —_ o a E — — — 0 2 - —
American Samoa N g g N N 0 0 N N — 0 0 — —
CMM. — — — — — — — — — — _ — — - —
Guam -— 0 o] — — — 4] sl —_ e s 0 Q — —
Puerto Rico — a 1 — — ] Q 0 N N — 0 1 — 1
U S Virginislands — o] 0 e —_ [\ c 1 N N — o] a — —

C.MN.M.L: Commonwealth of Northern Mariana Islands,

U: Unavailable. —: No reported casas, MN: Not reportable. NN: Not Nationally Notfiable. Cum: Cumulative year-to-date counts. Med: Median. May: Maximuimn,
* Incidence data for reporting years 2009 and 2018 are provisicnal.

 Contains data reparted thraugh the National Electronic Disease Survelilance Systern (NEDSS).
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Notifiabie Diseases and Mortality Tables

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (15t week)®

Meningococcal disease, invasive’

All groups Pertussis Rahies, animal
Current M Cum Cum Current Mﬂii Cum Curn Currerit w Cum Cum
Reporting area week ted Max 2010 2009 week Med fiax 2010 2009 week Med Max 2070 2009
United States 8 17 a3 8 18 50 264 436 50 244 i4 65 140 14 26
New England — 0 4 — — — 12 24 —— 23 4 [ 24 4 1
Connecticut — 0 2 — — — 1 4 — 1 — 2 22 — -
Maine® — g 1 — — — 1 10 3 — 1 4 e —
Massachusetts —_— g 3 — —_ — 7 18 — 18 — a ] — —
New Hampshire — 0 1 — — — 1 7 — H 1 ji} 3 1
Rhode Island$ — 0 1 — — e 0 7 — — — 1 7 o -
Vermonts — ¢} K — — e 0 1 — — 3 1 5 3 —
Miid. Atiantic 3 2 6 3 2 4 21 38 4 20 5 10 23 5 4
New Jersey — 0 2 — — 3 11 — 6 — 0 4] — —_
New Yark [Upstate) — a 2 — — — 4 13 — 1 5 7 22 5 4
New York City 1 Q 2 1 2 — 0 11 — — 0 3 — —
Pennsylvaniz 2 1 4 2 — 4 12 29 4 13 — 0 16 — —
€N, Central 2 3 10 p) 4 23 54 100 23 83 3 12 1 1
{tlinols — 1 4 —_ 1 — 12 33 e 33 — 1 9 1
Indiana — ol 3 — — — [ 15 — 14 — 0 6 - —
Michigan 1 Q 5 1 — 4 14 A 4 8 — 1 53 — e
Ghio 1 1 3 1 2 19 18 49 19 26 i 0 5 1 —_
Wisconsin — ol 3 —_ 1 — 3 12 —— 2 N a 0 N N
WL, Central — 2 6 -—_ 2 5 3 145 5 56 — 7 18 — 3
iowa — ol 2 o — — 3 10 e 4 - 0 3 — —
Kansas — 0 2 — — — 4 12 — 2 — 1 G — 3
Minnesota — 0 2 — - 0 829 — — — 4] i — —
Missourt — Q 3 - 2 18 47 2 45 — 1 5 — —
Nebraska® — g 1 — — 3 2 1 3 2 - 1 6 —
North Dakola — 0 1 — — — 0 12 o — — 0 7 — -
South Dakota — a 1 — — — 0 6 — 3 — 0 4 — —
$. Atlantic 3 2 10 3 4 8 28 ral 8 23 4 26 1 4 10
Delaware — 0 1 —_ — — 0 2 — — o 0 0 — —
District of Calumbia — 0 8] — — 0 1 — — — 0 0 — s
Florida Z 1 4 2 2 6 3 29 G 7 3 0 95 i
Georgla 1 3] 2 1 1 3 1 1 & — 0 72 e —_
Maryland® — 3 1 — . — 2 8 e 3 e 7 15 — 5
North Carelina — 34 10 — i — 0 65 — — N 4 4 N
South Carolina® — 0 i — s e 4 18 — 8 — 0 a o —
Virginia® — ] 2 —_ 1 — 3 13 — 1 — 10 26 — 5
West Virginia — 0 2 — — 1 0 5 1 - 1 2 6 —
E.S, Central — 0 4 —_ — 4 14 20 4 17 —r 1 G — 2
Alabama® — ] i — e en 4 19 — — — 0 ] - —
Kentucky — 0 1 — — 2 3 15 2 1 — 1 4 — —
Mississippt — Q 1 — — — 1 5 — 2 — 0 1 — —
Tennessee? — 0 2 — — 2 3 9 2 4 — 0 4 o
W.S. Central — 1 8 — 2 2 60 139 2 2 — 0 13 — —
Arkansas® — 0 2 — 1 5 21 — — — 0 10 — —
Louisiana — 0 3 — 1 — 1 8 — 2 — 0 q — —
Oklahoma — 0 2 — — — 0 32 — - - 1] 13 — —
Texas® - t 3 - — 2 4 125 2 — — a 1 - —
Mountain e 1 4 e 1 4 17 3z 4 17 — 1 ] — 1
Arizona — 0 2 - — — 4 il — 2 N ] ] N N
Colorade — 0 3 — 1 4 12 1 5 — 1} a — —
Idaho’ o 0 1 — — 3 1 18 3 1 — 4] 4] — —
Montana® — 0 2 e e — 1 6 — — — 0 4 — —
Nevada® —_ 0 1 — 1 -— ! 3 — — — 0 1 — —
New Mexice® — 0 1 — — — 1 & 2 — 0 2 — 1
Utah — 0 1 — — — 3 16 — 7 o~ a 2 — —
Wyoming® — 0 2 — — - 0 5 — — — 0 4 — —
Pacific — 3 10 — 3 — 15 43 — 3 — 4 12 — 4
Alaska — 0 2 — 1 — 1 4 1 — 0 3 — 3
Califarnia — 2 6 — 1 — 10 22 1 — 4 i2 — 1
Hawali — o] 1 — — — 0 3 — e e 0 0 - —
Cregon — 4] 6 -— 1 -— 3 15 —_ 1 — ¢] 3 —
Whashington — 0 7 — — — 5 26 — — — ¢ ] — —_
American Samoa — 0 0 - — — Q 0 — - N 0 0 N N
TN — — — — — — — — — — - —_ —_ —_ —
Guam — 0 a —_ — —_ 0 0 — — — a ] — —
Puerto Rico — 0 0 - — — s} 1 — — — 1 3 — —
U5 Virgin lstands — Q Q — — — o} 5 — — N 0 0 N N
C.N.M.L: Commanwealth of Narthern Marfana [slands.
U: Unavailable. —: No teported cases. N:Not reportabie. NN: Not Nationally Notifiabe. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum,
* Incidence data for reporting years 2009 and 2010 are provisional,
t Data for meningococcal disease, invasive caused by serograups A, C,Y, and W-135; serogroup B; other serogroup; and unknown seragroup are available in Takle |,
% Contains data reported through the Natianal Electronic Disease Surveillance System (NEDSS),
MMWR 591 www.cdc.gov/ramwy January 15,2010 21



Notifiable Diseoses and Mortality Tables

TABLE I, {(Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and lanuary 10, 2009 {15t week)”

Salmenellosts Shiga toxin-producing E. cofi {STEC) Shigeflasis
Cusrent  [reviousSzweeks . Cum Current LreviousS2weeks o Cum Current  LIevicusS2weeks o o Cum
Reporting area week Med  Max 2010 2004 week Med Max 2010 2009 week Med  Max 2010 2009
United States 221 842 1,372 221 14030 9 81 153 a 124 82 284 495 82 3N
New England — 31 431 e 431 — 3 65 — 65 — 4 45 — 45
Connecticut ] 406 — 406 - 0 85 — 65 — a 40 — 40
Maine$ n 2 7 — 2 — 0 3 — — — 0 2 — —
Massachusetts — 3 51 — 15 — 2 3 —_ — — 3 27 — 5
New Hampshire —_ 3 42 — 4 — G 3 — — e 0 4 — -
Rhode Island® — 2 1 — 3 — Q 25 — o — 0 7 e —
Vermont® — 1 5 e 1 — o 3 - — — 0 1 — —
Miid. Atiantic 13 26 196 13 59 1 6 21 1 & 10 57 a7 10 57
New Jersey —_ 13 46 — 13 - Q 4 — 2 — 8 27 — 21
New York (Upstate} — 23 a6 — [ — 3 9 - 1 1 4 1M 1 —
New York City 2 22 43 2 16 — 1 5 — 2 1 8 15 1 15
Pennsylvania 11 30 65 1 24 1 2 8 1 1 3 27 83 3 21
E.N.Central 29 91 152 29 114 3 15 34 3 8 & 48 9% 6 82
Nlinois 25 52 — 7 — 3 1¢ _ 2 —_ 11 34 — 13
Indiana & 19 — 13 — i 8 — — — 1 5 — 5
Michigan 5 8 34 5 22 1 3 8 1 — e 4 13 e 13
Ohio 23 27 52 23 26 2 2 11 2 1 6 18 57 & 39
Wisconsin 1 12 30 1 26 — 5 20 - 5 — 7 26 —_ 12
W.N. Cantzal 11 47 86 11 28 — 12 39 — 5 45 22 85 45 11
lowa 2 7 16 2 4 - 2 14 — 1 — Q 8 -_— 4
Kansas — [ 22 — 4 — 1 5 — 1 —_ 3 13 -— [¢]
Minnesota — 12 29 — — - b 19 e — — 1 7 — —
Missouri 9 12 30 5 13 — 2 10 —_ 2 45 16 72 45 i
Nebraska® — 5 41 —_— 2 — 1 [ — 1 - 0 3 - —
North Dakota —_ 0 21 — — - 0 3 — - — Q 2 —_
South Dakota — 2 2 — 5 —_ 0 12 — — — 0 1 — —
S Attantlc 140 276 452 140 216 3 12 22 3 19 13 43 79 13 &3
Delaware — 2 9 - o — 0 2 — — 1 3 0 1 —
District of Columbia e 0 5 — — — 0 1 — — — ol 2 — 1
Florida . 87 133 278 87 38 3 4 7 3 5 3 9 24 3 12
Georgia 37 42 a3 37 25 — } 4 —_ 2 El 12 29 g 12
Maryland® 11 16 32 il 9 — 2 5 — 3 - 5 19 — 7
North Carolina — 17 92 — 92 — 1 11 — El — 4 27 — 24
South Carciina® — 17 67 — 15 — 0 3 — — — 2 8 — 2
Virginta® 5 20 45 5 7 — 2 7 — — —_ 3 12 — 5
West Virginia — 4 23 — — — 0 5 — e — 0 3 — —
S Central 9 52 113 9 43 2 4 12 2 2 2 13 46 2 "
Alabama’ i 14 33 1 18 2 1 4 2 1 — 2 1 —_ 3
Keniucky 4 8 18 4 10 — 1 4 b 1 — 2 25 — 2
Mississippi — 14 45 — 5 - 0 1 — —— — i 4 — —
Tennessee’ 4 14 33 4 10 — 1 10 — — 2 5 16 2 6
W.S. Central 1 91 216 1 8 — 5 15 — 1 1 48 149 1 8
Arkansas® 10 25 — — — 1 4 — — 1 [ 14 1 —
Leulsiana — 6 43 — 5 — 0 0 — — e 1 8 — 1
Cklahoma 1 1 30 3 m — 0 6 e — 5 19 - -
Texast - 54 150 - 3 — 3 11 —_ 1 — 33 123 —_ 7
Mountain 16 51 129 16 47 — 9 26 — 4 5 19 19 5 27
Arlzona 1 19 50 1 12 — 1 4 — 1 — 14 42 e 18
Caolorado 9 10 33 9 i — 3 13 — o 5 2 6 5 2
Idaho® 4 3 10 4 3 — 1 7 e — — 0 2 —
Montana® 2 1 7 2 1 — 0 7 — — e Q 5 — —
Nevada$ e 3 11 — 3 e 0 3 — -— — 1 7 — 4
New Mexico® — 5 29 — 2 — 1 3 — 2 - 1 8 s 3
Utah — 5 15 — t5 — 1 11 — 1 — 0 2 —_ —
Wyoming® 1 9 — 2 — 0 2 — — — 0 1 — —
Pacific 2 125 224 2 84 — 8 31 — 14 — 24 a8 — 27
Alaska — 1 7 — — — 0 0 — e — a 2 — —
California — 93 151 —_ 67 — 4 15 - 14 — 18 41 s 25
Hawsali 4 59 — 13 — ¢ 2 — — — o] 4 —_— H
Oregon 2 i) 19 2 4 - 1 i — — — 1 3 — 1
Washington — 12 44 - —— — 2 i7 s — — 2 9 — —
American Samoa - 0 0 - - — Y ¢ - - - 1 2 - -
CN.M.. — — — — — — - e — — — — — —
Guam 0 0 — — — ] o — — — 0 o — —
Puerto Rico s 6 21 — 2 — 3] 8] — — — ¢] 2 — —
U.5. Virgin Islands — 0 0 — e - 3 o3 — — — 0 0 — —

CM.M.L: Commonwealth of Northern Mariana [slands,

U: Unavailable. —: No teported cases. N:Not reportable, NN: Not Nationally Natifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximuin.
* Incidence data for reporting years 2009 and 2010 are provisional, -

t Includes £. coll O157:H7; Shiga toxin-pasitive, serogroup non-0157; and Shiga toxin-positive, nat serogrouped.

§ Contains data reported through the National Electronic Disease Surveilfance System (NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE II, {Continued) Provisional cases of selecied notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (15t week)*

Spolted Fever Rickettsiosis {including RMSF)

Confirmed Prabable

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

Reporting area week Med Max 2010 2009 week Med Max 2010 2009

bl
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0
I
|
bS]
<
~
o0
f
~

United States —

Naw England e
Caonnecticut —
Maina® —_
Massachusetts —
Naw Hampshire —
Rhode Island® —
Vermont$ e

Mid, Atlantic —
Mew Jersey —
New York {Upstate} —
Naw York City -
Pennsylvania —_

E.M, Central —
Mllincis —
Indiana —
Michigan —
Ohio —
Wisconsin —

W.N. Cenlial —
fowa —
Kansas —_
Minnesota —
Missourt —
Nebraska® —
North Dakota —
South Dakota —

S. Atlantlc —
Delaware —
District of Columbta —
Florida —
Georgha —
Maryland? —
Narth Carolina —
South Carolina® .-
Virginia® —
West Virginia —_

ES. Central e
Alabama® —
Kentucky -—
Mississippi —
Tennessee’ -

w.S, Central —
Arkansas? —
Louisiana —
Cklahoma s
Texas? —
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Mountain : —
Arizona —
Colorado —
ldaho? —_
Montanas —
Nevada® —
New Mexico® —
Utah —
Wyeming® —

Pacific —
Alaska e
California —
Hawaii —
Qragon —
Washington —

American Samaa —

C.NLMLL —

Guam —

Puerto Rico —

U 5. Virgin Istands —
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C.MN.M.L; Commonweaith of Narthern Mariana Islands.

U Unavailalste. —: No reported cases. N:Not reportable. NN: Not Naticnally Notifiable. Cum: Cumnulative year-to-date counts. Med: Median,  Max: Maximum.

* Incidence data for reporting years 2009 anc 2010 are provisional.

* lilnesses with similar clinical presentation that result from Spotted fever group rickettsia infections are reported as Spotted fever rickettsioses, Rucky Mountain spotied fever (RMSF) caused
by Rickettsia rickettsii, is the most common and well-known spotted fever,

5 Contains data reported through the National Electronic Disease Surveillance System (MEDSS).
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Botifftable Diseases and Mortality Tables

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 8, 2010, and January 10, 2009 (tst week)®

Streptococcus preumoniae,’ invasive disease

Al ages Age <5 Syphilis, primary anct secondary

Current  Previous 52 weeks cum Cum Current Pravious 52 weeks cum Cum Current Previous 52 weeks cum Cum

Reporting area weck Med  Max 2010 2008 week Med  Max 2010 2008 wieek Med Max 2010 2009
United States 99 52 114 99 89 95 44 79 95 43 71 269 327 71 252
New England 3 1 50 3 2 4 1 22 4 — 2 [¢] 15 2 4
Connecticut — Q 50 — — — 0 22 — — — H 8 — —_—
Malne® 1 0 2 i 1 2 1} 2 2 — — 0 1 o —
Massachusetts — 0 i — — — Q 5 — — 2 4 10 2 3
New Hampshire 2 0 3 2 — — 0 2 — — - Q 2 - 1
Rhode 1sland® — 0 4 —_ — — Q 1 — — — 0 5 — —
Vermont® — 0 2 — 1 2 0 1 2 e —_ Q Q — —
g, Atlantic 4 3 13 4 2 9 4 12 9 2 23 34 50 23 25
News fersey o o] a — — Q 4 _ 1 3 3 13 3 7
New York {Upstate) 2 2 13 2 — — 2 9 — 1 — 2 8 — —
New York City — Q 1 — — ol 11 — — 20 22 39 20 8
Pennsylvania 2 1 a 2 2 g Q 2 9 — — 7 14 — 10
E£N.Central 13 12 25 13 23 19 7 15 19 10 9 24 47 g 22
lHlinois — 0 0 — — — 1 4 — 1 2 11 30 2 14
Indiana — 3 11 —— 3 — 1 4 — 2 3 2 10 3 1
Michigan 1 ] 2 1 2 15 i 4 15 2 4 4 13 4 2
Ohic 12 7 i8 12 18 3 2 7 3 5 — 5 12 — 4
Wisconsin — 0 0 — — 1 1 3 1 — — 1 3 — 1
W.N, Central 3 2 9 3 5 4 3 13 4 3 — 6 12 — 8
fowa — G Q — — 0 0 — — — Q 2 — o
Kansas — 1 5 — 1 — 0 2 — 1 — 0 3 m —
Minnesota — 0 0 — — - 0 10 — — — 1 4 — 3
Missouri 3 1 ] 3 4 — 1} 5 — 2 — 3 8 — 5
Nebraska® — 0 1 — — 4 a 2 4 — — 0 3 — —
North Dakota — Q 3 — — — 0 3 — — - 0 1 — —
South Dakota —— Q 2 — — —_ [¢] 2 — — — 0 i - —
<. Atlantic 53 26 53 53 34 18 13 22 i 16 25 61 96 25 48
Delaware — q 2 — o _ 0 2 - — — ¢ 3 — -
District of Columbia — 0 & — — — 0 0 — — — 3 8 — 8
Florida 45 14 36 45 25 — 4 1 — 4 - 19 32 — 16
Georgia 3 8 25 8 8 2 3 10 2 3 — 14 36 — —
Maryland’ — 3} 1 — 1 16 1 7 16 3 3 6 12 3 2
Merth Caroling — a 0 — — — 0 G — — 7 9 31 7 18
South Carolina’ — 0 0 _ — — 1 4 — 4 4 2 6 4 1
Virginia® - 0 0 — — — 0 3 — pd M 6 15 n 3
WestVirginia — 1 13 — — m Ju] 3 — — — a 2 — —
E.5.Central 2 3 25 2 i3 14 2 10 14 4 6 22 37 6 27
Alabama® — 0 0 — - — o 0 — — 2 8 18 2 15
Kentucky 2 1 5 2 5 s Q 2 — 1 — 1 13 -— 1
Mississippi — 0 1 — 1 —_ Q 2 — 2 — 4 12 — —
Tennesseet — 2 23 —_ ¢ 14 2 9 14 1 4 8 15 4 11
WS, Central — 1 6 — 5 5 5 16 5 4 — 52 79 — 43
Arkansast — i 5 — 3 2 0 4 2 1 — 5 16 — —
Louisiana — o] 5 — 2 _ 0 4 — E] — 13 41 — 10
Oklahoma — o] 0 — —_ 1 1 4 1 — — 1 5 — 3
Texas® e ] o — 2 3 14 2 - - 31 48 e 30
Mountain 2 2 7 21 2 22 5 16 22 4 1 8 18 i 6
Arizona Al 0 G 21 — — b 10 e 2 1 3 9 1 —
Colorado — 0 0 — — 21 3 4 21 2 — 1 4 — 3
|dahot — ] Q - — — 0 2 — — - Q 1 — —
Moentana® —_ g 0 — — — ] 0 — — —_ 0 1 — _—
Nevada® — 0 4 — — 0 2 — - — 1 10 — —
New Mexico® — ¥ 1 — — i 3] 4 1 — — 1 5 — 2
Utah — 1 5 — - — 1 5 — — — 0 2 — 1
Wyoming® — ¢ 2 — 2 — 0 1 — — — 0 1 — —_
Pacific — 0 1 — 1 — 0 4 — — 5 43 69 5 59
Alaska — 0 o — —_ — 0 3 - — — 0 3 - P
California — 0 33 — — - 0 0 — — 5 40 62 5 62
Hawaii — 0 H — 1 — 0 2 — — — s 3 — 3
Qregon — 0 0 — — — 0 0 — — — H 5 — —
Washington — Q 0 — — - 0 0 — — - 2 7 — 4
American Samoa - a 0 - — — 0 Q — — — 0 0 — —
C.MM, - — — - — — — - — — — — - — —
Guam — 4] 0 — — — Q Q — — — o Q — —
Puerto Rico — Q 0 — — - o] 1] — — 2 3 17 2 —
LS. VirginTstands — ¢ 0 — — — 0 0 — — — 0 Q — —

C.N.M.L: Commonwealth of Northern Mariana Islands,

U Unavailable. —: No reported cases. N:MNot reportable. MN: Mot Nationally Motifiable. Cum: Cumnulative year-to- dale counts, Med: Median. Max: Maxirmum.

* Incidence data for reporiing years 2009 and 2010 are provtswona\

t Indludes drug resistant and susceptible cases of invasive Streptococcus preurnoniae disease among children <5 years and among all ages. Case definition: Isolation of . preumoniae from
anormally sterile body sfte (e, blood or carebrospinal fluid).

§ Cantains data reported threugh the Nationa! Electronic Disease Surveillance System (NEDSS)
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Notifioble Diseases and Mortality Tables

TABLE Il. {Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 {1st week}*

Wast Nile virus diseaset

Varicella (chickenpox) Neuroinvasive Nonneuroinvasive®
Current W Cum Cum Current %@ﬁ Cum Cunt Current M Cum Cum
Reporting area week Med  Max 2010 2009 week Med  Max 2010 2009 weak Med  Max 2010 2009
United States 87 289 £53 87 379 — o] 44 — — e a 48 — —_
MNew England — & 19 — 1 — 0 o} — — - 0 ¢ e .
Connecticut — 8] 0 — — — 0 0 —-— am — 4] 0 — —
Maine’ — 53 12 — — — 0 0 — — — 0 0 — —
Massachusatts — 0 2 — — — 0 0 —_ — — 0 0 — —
New Hampshire — 3 10 -— ] — 4] Q — — e 0 0 — —
Rhade Island® — 0 I — — —— a C — — — 0 s} — —
Vermaont® — 0 7 — 2 — 0 0 — — — 0 0 — —
Mid. Atlantic 7 8 55 7 44 — Q 2 — — — 0 1 — —
New Jersey N 4] 0 N N e a 1 — o — Q o} —_ —
New York {Upstate} N 0 Q N N — a 1 — — — 0 1 — —
New York City —_ 4] a — — -— Q 1 — — — 0 a — —
Pennsylvania 7 28 55 7 44 — 0 0 — — - a g — —
£.N.Central 47 119 232 47 154 — 0 4 — — — a 3 — -—
Hiinois — 3t 73 — 33 — 0 3 — — — 0 0 — —
indizna — 7 30 — 1 —_ 0 1 e — — a 1 — —
Michigan 12 41 84 12 52 — 0 i —_ — — a 4 — —
Ohio 34 35 28 34 48 — Q 0 — — — 4 2 — -—
Wisconsin 1 8 57 1 10 - 3] 1 — o — ! G — —
W.N. Central 2 15 62 2 20 — o] 5 — e — Q 11 — —
lowa N o] ] N N o 0 a — -— — 0 1 —_ —
Kansas — 3 19 — — — 0 1 — — — Q 2 — —
Minnesota — Q ] e —— — 9 1 — — — Q 1 — -
Missouri 2 8 51 2 20 — 4] 2 — — — 0 1 - —
Mebraska* N 0 0 N N o 0 2 — — — 0 6 — —
North Dakota — 0 28 — — m 0 0 - — — 0 1 — —
South Dakota — a 2 — — — 0 3 — — — ol 2 — —
5. Atlantic 14 29 109 14 31 — 0 3 — — — ol 1 — —
Delaware — 0 2 — 1 — 0 0 — e — 0 ol — _—
District of Columbia — 0 3 — — o 0 0 -_ — — 0 o — —
Florida 8 15 61 8 21 - 0 1 — —_ — 0 1 — —
Georgla N 0 sl N N —_ 0 1 - — — 0 l — —
Maryland? N 0 0 N N — 0 0 — — — Q 1 — .
North Carolina N 0 4] N N — s} 0 — — — Q il o —_
South Carolina® — 0 54 — 2 -— 0 2 — — — Q Q — —
Virginia® — ¢} i — 3 —_ 0 1 — - — 0 0 — —
West Virginia 6 g 32 6 4 _ 0 a e — — a a —_ —
E£.5.Central — 9 28 — 9 — 0 6 —_ - — ¢ 4 _ —
Alabama” e 9 27 - 9 — 0 0 — — — i} 0 — e
Kentucky N 0 0 N N - 0 1 — - - ¢ ¢ e —_
Mississippi — 0 2 — — - 0 5 — — —_ 3} 4 —— —
Tennessac® N 0 0 N M — 0 2 — — — 0 ] — —
W.S. Central 71 260 — 47 — o] 17 — — — 0 6 — —
Arkansas¥ —_ 53 23 -— 6 — 0 1 — — — 0 0 — —
Louisiana — 1 7 — 1 — 0 2 — — — 0 4 — —
Cklahoma N o 0 N N — 0 2 e — — 0 7 — —
Texas' — 69 244 — 40 — 4 14 — — — 0 4 — —
Mauntain 17 18 62 17 61 — 0 12 — — — 0 17 — —
Arizaha — 0 Q — — — 0 4 — — — 0 2 — —
Colorade 17 9 33 17 17 — Q 7 — - — o] 14 — -
idahot N 0 0 N N — 0 3 — — — Q 5 — —
Montana® — 0 16 — 10 — 0 1 — — — 0 1 — —
Nevada® N 0 0 N N — 0 2 — — e J 1 — —
New Mexico” — 0 20 — 12 - ol 2 — — — s} 1 — —
Utah —— 7 32 —_— 22 — 0 i — — — ¢ 1 — —
Wyoming® 0 a0 — — — o 1 — — — a 2 — —
Pacific — i 4] — 2 — ¥ 12 — — - q 12 — —
Alaska — 1 5 — 2 — 0 0 — — — 0 0 — —
Calffornia — 0 0 — _— — 0 8 — —_ — ¢} 6 - —_
Hawail —_ o] 4 R — — 0 0 — — — 9 2 — —
Oregon N ] Q N N e 0 1 — — — Q 4 — —
Washington N 0 Q N N — Q9 6 — — — Q E — —
American Samoa N 0 a N N - 0 0 — — - 0 0 — —
C.MLMLL e — — — — — — — e — — — — — —
GQuam — 0 q o — —_ 0 0 — — — ol 0 - —
Puerto Rico — 4] 24 — 3 — 0 0 — — — Q 0 — —
U.5. Virglnlslands — 0 Q — — — 0 0 — — — 0 0 — —
C.MN.M.L: Commonwealth of Northern Mariana islands,
U: Unavailable, —: No raported cases. N; Not reportable. Ni: Not Nationally Motifiable. Cum: Cumulative year-to-date counts, Med: Madian. Maw: Masximum.

* Incidance data for reporting years 2009 and 2010 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table I, which appears tuarterly.

t Updated weekly from reports to the Division of Vector-Borne Infectious [Mseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Survelllance). Data for California
serogroup, eastern equing, Powassan, 5t, Louis, and western equine disgases are available inTable ),

& Not reportable in all states, Data from states where the condition is not reportable are excluded from this table, except starting in 2007 for the domestic arboviral diseases and influanza-
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http//www.cdcgov/epo/dphsl/phs/infdis hm,

S Contains data repatted through the National Electronic Disease Surveillance System (NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE lll. Deaths in 122 U.S. cities,* week ending January 9, 2010 (15t week)

All causes, by age (years)

All causes, by age {years)

All per Al Bl
Raporting area Ages =65 45-64 25-44 1-24 < Totat Reporting area Ages =65 4564 25-44 124 <« Tatal
New England 875 468 158 34 7 8 75 5. Atlantic 1,380 924 318 28 34 16 a8
Boston, MA 181 i21 45 12 1 2 17 Atlanta, GA 112 64 33 10 4 1 2
Bridgeport, CT 32 19 12 i — — 5 Baltimare, MD 137 82 43 8 3 1 8
Cambridge, MA 25 19 [ — — — 2 Charfotte, NC 128 o8 20 8 1 1 9
Fall River, MA 23 20 3 — — —_— 3 Jacksonvillg, FL 217 164 25 13 4 1 12
Hartford, CT 59 31 27 — 1 e 7 Miarni, FL 108 78 i5 9 2 2 3
Lowell, MA 25 19 4 — — 2 2 Norfolk, VA 97 68 25 3 i _— 4
Lynn, MA 15 11 2 2 — - 1 Richmond, VA 79 47 19 9 3 1 4
New Bedford, MA 39 28 6 4 1 — 3 Savannah, GA 52 34 12 3 3 — 4
MNew Haven, T 34 26 5 1 1 ] 9 St. Petersburg, FL 82 52 22 3 3 pd 3
Erovidence, Rl 77 52 18 4 2 i 8 Tampa, FL 245 164 52 15 g 4 14
Somerville, MA 1 1 — — — - e Washington, D.C. 103 56 38 5 1 3 2
Springfield, MA 51 45 4 1 — 1 2 Wilmington, DE 22 17 4 1 - — 3
Waterbury, {T 30 19 7 4 — — 5 ES.Central 996 GI7 259 53 18 26 96
Worcestar, MA g3 57 19 5 1 1 " Birmingham, AL 166 105 44 7 4 6 18
Mid, Atlantic 2,342 1,712 465 103 34 28 145 Chattanooga, TN 92 59 26 8 1 — 8
Albany, NY 37 26 o 1 — — 4 Knoxville, TN 138 99 20 5 1 4 21
Allentown, PA 28 24 3 1 e — 1 Lexington, KY 75 40 29 6 — — 3
Buffalo, NY 82 57 13 7 2 3 5 Mermphis, TN 200 110 60 17 8 5 23
Camden, MJ 43 27 1 4 — 1 — Maobile, AL 79 48 4 2 - 2 3
Elizabeth, NJ 21 12 7 2 — — 1 Montgomery, AL 42 31 11 — — - 8
Erig, PA 47 40 ) 1 e 1 3 Nashville, TN 204 125 56 HY 4 9 i2
Jersey City, NJ 10 4 6 — — e —_ WS, Central 1,815 1,032 381 1 49 42 106
New York City, NY 1,454 1,048 303 - &7 21 14 95 Austln, TX 100 66 25 [ 3 —_ 8
Newark, NJ 28 11 15 — 2 1 — Baton Rouge, LA 66 40 10 9 7 — —
Patersan, NJ s 4 — — = 1 1 Carpus Christl, TX &6 43 18 3 2 — 8
Philadelphia, PA 121 94 20 — — 5 Oallas, TX 312 176 74 28 10 24 21
Pittsburgh, PA% 50 36 10 e 2 2 7 flPaso, TX 139 100 26 7 4 2 6
Reading, PA 35 0 4 1 —— — — Fart Worth, T U U 7] u U U u
Rochester, NY 139 110 21 2 5 1 9 Houston, TX 298 193 71 24 [ 4 18
Schenectady, NY 26 22 3 1 — - 2 Little Rock, AR 89 56 23 5 —_ 5 2
Scranton, PA 28 26 2 — — 1 2 Mew Qrieans, LA U U u u Y U u
Syracuse, NY 19 91 20 5 — 3 9 San Antonio, TX 273 186 64 14 7 2 25
Trentan, NJ 24 16 5 z 1 -_— 1 Shreveport, LA 131 66 30 11 5 4 8
Utica, NY 14 10 2 2 — — _ Tulsa, CK 156 106 40 4 5 1 10
Yonkers, NY 29 23 5 e 1 — — Mountain 1,105 748 249 59 23 24 &6
£.M. Central 1,958 1,325 485 102 38 8 132 Albucuergiie, NM 144 106 27 3 1 2 9
Akron, OH 65 46 13 4 1 1 6 Boise, ID 73 55 12 1 1 4 7
Canton, OH 40 28 8 1 3 — 6 Colorado Springs, CO 84 59 19 3 1 2 4
Chicago, IL u u U u U u U Denver, CO 112 76 25 7 2 2 9
Chncinnati, OH u u U u U U u LasVegas, NV 303 191 81 19 s 7 18
Cleveland, OH 320 230 66 20 2 2 13 Ogden, UT 40 32 5 2 1 — 2
Colturmnbus, OH 238 156 55 H] & 1t 17 Phoenix, AZ U u U u U U U
Dayton, OH 137 a1 25 G 5 e 8 Pueblo, CO 28 19 8 1 -— — 2
Catroiy, Ml 280 153 95 29 10 3 13 SaltLake City, UT 156 80 46 14 10 6 7
Evansville, [N 70 47 21 1 1 — 4 Tucson, AZ 165 130 26 4 2 ! 8
Fort Wayne, 1N 97 74 17 4 1 1 7 Pacific 1,827 1,285 368 95 53 25 167
Gary, IN 4 1 2 1 - — — Berkeley, CA 16 8 7 1 — — 5
Grand Rapids, M 49 32 11 4 1 1 7 Fresno, CA 166 125 32 7 2 — 17
indianapolis, IN 171 Rl 40 & & 3 14 Glendale, CA 42 37 5 — - - 7
tansing, Ml 45 35 7 2 1 — 3 Honolulu, HI ) 71 19 3 2 f 11
Milwaukee, Wi 137 84 48 4 — 1 10 Long Beach, CA 63 36 20 3 3 t 6
Peoria, IL U U U U U u U Las Angeles, CA 318 196 70 31 15 6 35
Rockford, L 79 53 18 4 1 3 [ Pasadena, CA 37 32 4 — 1 — 6
South Bend, iN 57 48 8 — o 1 q Portland, OR 155 113 27 [ 7 2 10
Taledo, OH 81 57 20 4 — e a Sacramento, CA 130 94 26 6 4 — 14
Youngstown, OH 83 74 n 2 — 1 6 San Diego, CA &1 48 9 Z 2 — 4
W.N, Central 765 515 186 43 11 14 64 San Francisco, CA 144 92 37 8 3 4 17
Des Moines, A 111 79 25 4 3 — 1 San Jose, CA 232 170 43 10 4 5 20
Duluth, MN 4 n 9 1 — — ! Santa Cruz, CA 25 17 3 2 2 1 1
Kansas City, KS 39 21 11 ¥ — — 4 Seattle, WA 148 99 30 11 3 5 5
Kansas City, MO 108 75 23 6 1 3 10 Spokane, WA 63 53 8 i 1 — 3
Lincoln, NE 4G 39 9 1 — — &6 Tacoma, WA 131 94 28 5 4q — 6
Minneapolis, M 76 50 18 4 — 4 7 Total® 12,667 BOI6 2849 687 287 211 919
Omaha, NE S0 58 24 4 2 2 11
St. Louis, MO 98 50 29 9 5 3 6
St. Paul, MN 65 43 17 3 — 2 5
Wichita, KS 92 &9 21 2 - — 3
Ui Unavailoble. - No reported cases,

* Mortality data in this table are voluntarily reported fram 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 weel that the death certificate was filed. Fetal deaths are not included.

* Preumonia and influenza.
# Berause of changes in reporting methods in this Pennsyivania city, these numbers are partial counts for the current waek, Complete counts will be avatlable in 4 1o 6 weeks.
1 Total includes unknown ages.
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Notifiable Diseases and Mortality Tables

TABLE IV. Provisianal cases of selected notifiable disease,” United States, quarter ending January 2, 2016 (52nd weel)}

Tubercutosist

Cusrent Previous 4 quarters
Reporting area Guarter Min Max Cum 2009 Cum 2008
United States 1.823 1,823 2,776 9,388 12,528
New England 70 70 98 351 430
Connecticuit 1 11 25 75 93
fMaine — 0 4 7 g
Massachusetts 55 55 59 228 262
New Hampshire — 0 6 16 19
Rhode Island ) 2 2 7 19 36
Yermont 2 0 3 4] 6
Mid. Atlantic 180 180 386 1,259 2,004
New fersey 79 70 106 348 422
New York (Upstate) 39 39 55 186 302
New York City 20 20 204 593 %93
Pennsylvania 42 15 55 132 386
E.N, Central - 103 103 189 618 988
{llincls 45 45 g1 287 481
indlana 38 25 38 122 18
Michigan — 1] 22 39 172
Ohio 19 19 53 : 159 213
Wisconsin 1 1 -] 12 4
WN, Central 52 51 34 252 476
lowa 4 4 12 34 49
Kansas — Q 4 — 57
Minnesota 22 B 36 48 211
Missouri 21 13 27 a1 107
Nebraska 2 2 7 20 33
Nerth Dakota 1 1 1 4 3
South Dakota 2 2 5 15 16
S, Atfantic 313 313 604 1,915 2,635
Delaware 1 1 7 15 23
District of Columbia 2 7 13 41 54
Florida 79 79 233 696 957
Georgia 46 46 109 358 434
Maryland 7m0 31 70 213 278
North Carolina i1 1 74 192 331
South Carolina 33 3 51 153 188
Yirginia 63 . 32 68 230 282
West Virginia 1 1 8 17 28
E.5. Central 134 77 163 526 676
Alabama 41 34 47 165 176
Kentucky 19 2 27 52 101
Mississinpt 27 15 28 114 117
Tennesses 47 25 67 195 282
W.S, Central 175 175 453 1,440 1,914
Arkansas 3 3 27 G2 84
Louisiana 1 Q 67 119 227
QOlkdahorma 38 5 38 103 100
Texas 123 123 363 1,156 1,503
Mountain a1 66 155 444 544
Arizana 41 15 75 194 227
Colorado 12 12 23 67 103
Idaho 5 3 6 17 11
Mantana — 0 4 6 9
Nevacla & 6 43 85 102
New Mexico 7 7 14 36 60
Utah 10 7 11 37 27
Wyeming — a 2 2 5
Pacific 715 556 715 2,582 3,261
Alaska 8 1 12 30 50
California 475 475 604 2,189 2,784
Hawaii 23 23 . 37 124 124
Oregon 8 8 12 38 75
Washington 201 g 201 201 228
Armerlcan Samoa - 0 o] —— 3
C.N.MIL — o] 0 — 34
Guam — 0 o] — 80
Puerte Rico — s} 5 5 55
LS. Virgin Islands _— 0 0 — 4

CN.ML; Comimonweatth of Northern Mariana Islands.

U: Unavailable. —: No reported cases. N:Not reportable, NIN; Mot Mationally Notifiable. Curn: Curnulative year-to-date counts. Med: Median. Max: Maximum.

* CDC isin the process of upgrading the national survelllance data management syster for human Immunadeficiency virus/acguired immunodeficiency syndrome. As a result, the quarterly
data scheduled for this issue of MMWR is not being published in Table IV,

T CRCis in the process of implementing Public Health Information Network tuberculosis {TB) case notification message standards, which will simplify reporting of TB cases, As a result, T
provisional incidence counts for 2009 are now reparted from the National Electronic Disease Survelllance System {NEDSS) and the Tuberculasis Information Management System [TIMS)
data sources. Previously, provisional TB incidence counts ware reported through the National Electronic Telecommunications System far Surveillance (NETSS). The 2009 TB provisional
incidence counts are low in some reporting jurisdictions as these areas continue te catch up with data entry and transmission to COC during this transitian,
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Recommended Adult

Iimmunization Schedule —

United States, 2010

Weekly

Janpary 15, 2000 / Vol B9 / Ne. &

“The Advisory Commirtee on Immunization Practices (ACIP)
annually reviews the recommended Adult Immunization
Schedule to ensure char the schedule reflects current recom-
mendations for the licensed vaccines. In Ocreober 2009, ACIP
approved the Adule Immmunization Schedule for 2010, which
includes several changes. A bivalent human papillomavirus
vaccine (HPV2) was licensed for use in females in October
2009. ACIP recommends vaccination of females with either
HPV2 or the quadrivalent human papillomavirus vaccine
{FPV4). HPV4 was licensed for use in males in October 2009,
and ACIP issued 2 permissive recommendation for use in
males. Inrroductory sentences were added to the footnotes for
measles, mumps, rubella, influenza, pneumococeal, hepatitis
A, hepatitis B, and meningococcal vaccines. Clarifications were
made to the footnotes for measles, mumps, rubella, influenza,
hepatitis A, meningococcal, and Haemophilus influenza vype b
vaccines, and scheduls information was added to the hepatitis

B vaccine footnote,

Additional information is available as follows: schedule (in
English and Spanish) at hop://www.cde.gov/vaccines/recs/
schedules/adult-schedule hrm; adult vaccination at heep://
WWW.cclc.gov/vaccincs/dcfauit.htm; ACTP statements for spe-
cificvaccines at hup:/fwww.cde.govivaccine/pubs/acip-listhum;
and reporting adverse events at hetp://www.vaers.hhs.gov or

by telephone, 860-822-7967.

The Recommended Adulc Tovmunizarion Schedule has been approved by the Advisory
Committee on Immunization Practices, the American Academy of Family Physicians,
the American College of Obstetriciuns and Gynecolagists, and the American College
of Physicians.

Suggested citation: Cenrers for Disease Control and Prevention, Recommended adulc
immunization schedule—United Seares, 2010, MMWR 2010;5%{1).

Changes for 2010

Footnotes (Figures 1 and 2)

[

The human papillomavirus (HPV) footmote (#2} includes
tanguage that a bivalent HFV vaccine (HFV2) has been
licensed for use in females. Either HPV2 or the quadrivalent
human papillomavirus vaccine (HPV4) can be used for vac-
cination of females aged 19 through 26 years. In addition,
language has been added to indicate thar ACIP issued a
pernissive recommendation for use of HPV4 in males.
The measles, mumps, rubella (MMR) footnote (#5) has
language added to clarily which adults born during or after
1957 do not need 1 or more doses of MMR vaccine for the
measles and mumps components, and clarifies which women
should receive a dose of MMR vaccine, Also, interval dos-
ing information has been added to indicate when a second
dose of MMR vaccine should be administered. Language
has been added to highlight recommendations for vaccinat-
ing health-care personnel born before 1957 routinely and
during outbreaks.

The term “seasonal” has been added to the tnfluenza foot-
note (#6).

The hepatitis A footnote (#9) has language added to indicate
that unvaccinated persons who anticipate close contact with
an international adoptee should consider vaccination.

The hepatitis B foornote (#10) has languape added o include
schedule information for the 3-dose hepatitis B vaccine.
The meningococeal vaccine foctnate (#11) clarifies which
vaccine formulations are preferred for adules aged =55
years and »56 years, and which vaccine formulation can be
used for revaccination. New examples have been added to
demonstrate who should and should not be considered for
revaccination.

The selected conditions for Haemophilus influenza type b
(Hib) footnorte (#13) clarifies which higlh-risk persons may
receive 1 dose of Hib vaccine.
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FIGURE 1. Recommended adult immunization schedutle, by vaccine and age group — United Statas, 2010

27-48 yoars 50-59 years =65 years

VACCINE ¥ AGE GROUP » | 19-26 years 50-64 years

Zosterd
Measies, mumps, rubella®*

Influenzab*

Pneumococcal {polysaccharide)??

Hepatitis AS*

Hepatitis B0+

Meningococcal™*

* Covered by the Vaccine For all parsans in this category who meel the age Recommended if some olhar risk [::::] No recommendalion
Injury Compensation requiraments and who lack svidence of immunity tactor is present (g.g., based on
Program. {e.g., lack documentation of vaccinalion or have medical, occupational, lifestyle,
no evidence of prior infeclion} or other indicalions)

FIGURE 2. Vaccines that might be indicated for adults, based on medical and other indications — United Siates, 2010

INDICATION b : ! immunocompro- § HIV infection®-81215 1 Diabetes, ! Asplenia®® (including | : i
: mising condi- CD4+T ¢ hearl disease, ¢ elective splenactomy i { Kidney lailure, !
tions (excluding ©  lymphocyte count @ chronic lung and persistenl 1 end-stags !
human immung- el digaage, ; complament Chronic ¢ ranal disease,
deficiency virus <200 =200 | chronic compoenant fver | receiptof ! Health-care

personnel

HIvV]3-512 aloohelism deficiencies) digease  hemodialysis

VACCINE ¥

Tetanus, diphtheria,
pertussis {Td/Tdap)*

Human

Zoster

Measles, mumps,
ruballas:*

influenza®*

Pneumococcal
{polysaccharide)?®

Hepatitis A%*

Hepatitis B10-*

Meningococcal i+

= Covered by the Vaccine For alt patsons in this calegory who meet the age Recommendad il some other risk Ne recommendation
Injury Compensation requirgrments and who lack evidence of immunity faclor is present (e.g., based on
Program. {e.g., lack dogumeantation of vaccination or have medical, cceLipational, lilestyie,

no evidence of pricr infection) or other indicalions)

NOTE: The ahove recommendations must be read along with the footnotes on pages Q3—-Q4 of this schedule.

1. Tetanus, diphtheria, and acellular pertussis (Td/Tdap) vaccination second; Tdap can substitute for any one of the doses of Td in the 3-dose
Tdap should replace a single dose of Td for adults aged 18-64 years primary series. The booster dosé of tetanus and diphtheria toxcid-containing

who have not received a dose of Tdap previously. vaccine should be administered 10 aduits whe have completed a primary
Adults with uncertain or incomplete history of primary vaccination series series and if the last vaccination was received =10 years previously. Tdap

with tetanus and diphtheria toxeid-containing vaccines should begin or or Td vaccine may be used, as indicated,

complete a primary vaccination series. A primary series foradults is 3 doses if & woman is pregnant and received the last Td vaccination =10 years

of tetanus and diphtheria toxoid-containing vacecines; administer the first previously, administer Td during the second or third trimaster. If the woman

2 doses at least 4 weeks apart and the third dose 6-12 months after the received the last Td vaccination <10 years previously, administer Tdap
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during the immediate postparlum period. A dese of Tdap is recommended
for posipartum women, close contacts of infants aged <12 months, and all
health-care personnel with direct patient contact if they have not previously
raceived Tdap. An interval as short as 2 years from the last Td vaccination
is suggested; shorter intervals can be used. Td may be deferrad during
pregnancy and Tdap substilted in the immediate postpartum pericd, or
Tdap can be administered instead of Td to a pregnani woman.

Consult the ACIP statement for recommendations for giving Td as pro-
phylaxis in wound management.

2. Human papillomavirus (HPV} vaceination

HPV vaccination is recommended at age 11 or 12 years with catch-up
vaccinatlion at ages 13 through 26 years,

idealiy, vaccine should be administered before potential exposure to HPV
through sexual activity; however, females who are sexually active should
stilf be vaccinated consistent with age-based recommendations. Sexually
active females who have not been infactad with any of the four HPV vac-
cine types (types 6, 11, 16, 18, all of which HPV4 prevents) or any of the
two HPV vaccine types {types 16 and 18, both of which HPV2 prevents)
receive the full benefit of the vaccination. Vaccination is less beneficial
for females who have already been infectad with one cr more of the HPV
vaccing types, HPV4 or HPV2 can ba administered to persons with a his-
tory of genital warts, abnormal Papanicolaou test, or positive HPY DNA
test, because these conditions are not evidence of prior infection with all
vaccine HPV types.

HPV4 may be administared to males aged 9 through 26 years o reduce
thair likelthood of acquiring genital warts. HPV4 would be most effective
when administered before exposure fo HPV through sexual contact,

A complete series for either HPV4 or HPVZ consists of 3 doses. The
second dose should be administered 1-2 months after the first dose; the
third dose shouid be administered 6 months after the first dose.

Althcugh HPV vaccination is not specifically recommended for persons
with the medical indicalions described In Figure 2, “Vaccines that might
be indicated for adulls based on medical and other indications,” it may be
administerad to these persons because the HPV vaccing is not a live-virus
vaccine. However, the immune response and vaccine efficacy might be
less for persons with the medical indications described in Figure 2 than
in persons who do not have the medical indications described or who are
immunocompetent. Healih-care personnel are not atincreased risk because
of oceupational exposure and should be vaccinated consistent with age-
based recommendations.

3. Varicella vaccination

All aduits without evidence of immunity to varicella should receive
2 doses of singfe-antigen varicella vaccine if not previously vaccinated
or the second dose if they have received oniy 1 dose, unless they have a
medical contraindication. Special consideration should be given to those
whao 1) have close contact with persons al high risk for severe disease (2.9.,
health-care personnel and family contacts of persons with immunocompro-
mising conditions) or 2) are at high risk for exposure or transmission (e.q.,
teachers; child-care employees; residents and staif members of institutional
settings, including correctional institutions; college students; miltary person-
nel; adolescents and adults fiving in households with children; nonpregnant
women of childbearing age; and international travelers).

Evidance of immunity to varicella in adults includes any of the following:
1} documentation of 2 doses of varicella vaccine at lzast 4 weeks apart;
2) U.8.-born before 1980 {although for health-care personnel and pregnant
women, birth before 1980 should not be considerad evidence of immunity};
3} history of varicella based on diagnosis or verification of varicella by a
nealth-care provider (for a patient reporting a history of or having an atypi-
cal case, a mild case, or both, health-care providers should seek either an
apidemiologic link with a typical varicella case or to a laboratory-gonfirmed
case or evidance of laboratory confirmation, if it was performed at the time
of acute disease); 4} history of herpes zoster based on diagnosis or verifica-
tion of herpes zoster by a health-care provider; or 5) laboratory evidence
of immunity or laboratory confirmation of disease.

Pregnant women should be assessed for evidencs of varicaiia immunity.
Women who do not have svidence of immunity shauld receive the first
dose of varicella vaccine upon compietion or termination of pregnancy and
before discharge from the health-care facility. The second dose should be
administered 4-8 weeks after the first dose.

4. Herpes zoster vaccination )

A single dosa of zoster vaccine is recommended for adults aged =60
years regardiess of whether they report a prior episode of herpes zoster,
Persons with chronic medical conditions may be vaccinated unless their
condition constitutes a contraindication.
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5. Measles, mumps, rubeila {MMR) vaccination

Adults born before 1857 generally are considered immune o measles
and mumps.

Measles component: Adulis born during or after 1957 should receive 1 or
more doses of MMR vaccine unlags they have 1) a medical contraindication;
2y documentation of vaccination with 1 or more doses of MM vaccing;
3) laboratory evidence of immunity; or 4) documentation of physician-
diagnosed measles.

A second dose of MMR vaccing, administered 4 weeks after the first
dose, is recormmended for adults who 1) have been recently exposed to
measles or are in an cutbreak setting; 2) have been vaccinated previously
with kilied measles vaccing; 3) have been vaccinated with an unknown type
of measles vaccine during 1863-1967; 4) are students in postsecondary
educational institutions; 5) work in a heaith-care facility; or 6) plan to travel
internationally.

Mumps component; Adulis born during or after 1957 should recelve
1 dose of MMR vaccine uniess they have 1) a medical contraindication;
2) documentation of vaccination with 1 or more doses of MMR vaccine;
3} laboratory evidence of immunity; or 4) documentation of physician-
diagnosed mumps.

A sacond dose of MMR vaccing, administered 4 weeks afler the first
dose, is recommended for adults who 1) five in @ community experiencing
a mumps outbreak and are in an affecled age group; 2} are students in
postsecondary educafional institutions; 3) work in a health-care facility; or
4) plan to travel internationally.

Rubetla componant: 1 dose of MMR vaccine is recommended for women
who do not have documentation of rubella vaccination, or who lack labora-
tary evidence of immunity. For women of childbearing age, regardiess of
birth year, rubella immunity should be determinad, and women should be
counseled regarding congenital rubella syndrome. Women who do net have
evidence of immunity should receive MMR vaccine upen completion or ter
mination of pregnancy and before discharge from the health-care facliity.

Health-care personnel born before 1957: For unvaccinated health-care
personnel horn before 1857 who lack iaboratory evidence of measles,
mumps, and/or rubella immunily or laboratory confirmation of disease,
heaith-care facilities should consider vaccinating personnel with 2 doses
of MMR vaccine at the appropriate interval (for measles and mumps) and
1 dose of MMR vaccine {for rubelia}, respectively,

During outbreaks, health-care facilities should recommend that unvacci-
nated health-care personnel born before 1957 whe lack laboratory evidence
of measles, mumps, and/ar rubella immunity or labeoratory confirmation of
disease, receive 2 doses of MMR vaccine during an outbreak of measles
or mumps, and 1 dose during an outbreak of rubella.

Complete informafion about evidence of immunity is available at hitp://
www.,cdc.govivaccinesfrecs/provisional/default Itm,

6. Seasonal influenza vaccination

Vaccinate all persons aged =50 years and any younger persons who
would like lo decrease their risk for influenza. Vaceinale persons aged 16
through 49 years with any of the following indications.

Medical: Chronic disorders of the cardiovascular or pulmonary systems,
including asthma; chronic metabaolic diseases {(including diabeles mellitus);
renal or hapatic dysfunction, hemoglobinopathies, or immunocomprormis-
ing conditions (including immunocompromising conditions caused by
medications or HIV}; cognitive, neurologic, or neuromuscular disorders; and
pregnancy during the influenza season. No data exist on the risik for severe
or complicated Influenza disease among persons with asplenia; however,
influenza is a risk factor for secondary bacterial infections that can cause
severs disease among persons with asplenia.

Occupalional: All health-care personnel, including those employed by
long-term care and assisted-living facilities, and caregivers of children
aged <5 years.

Cther; Residents of nursing homes and other long-teym care and assisted-
living facilities; persons likaly to transmit influenza to persons at high risk (e.g.,
in-home household contacts and caregivers of children aged <5 years, per-
sons aged =50 years, and persons of all ages with high-risk conditions).

Healthy, nonpregnant adults aged <50 years without high-risk medical
conditions who are not contacts of severely immunaocompromised persons
in special-care units may recelve either intranasally administered live,
altenuated influenza vaccine (FluMist) or inactivated vaccine. Other persons
shouid receive the inactivated vaccine.

7. Pneumococcal polysaccharide (PPSV) vaccination

Vaccinate all persons with the following indications.

Medical: Chronic lung disease {including asthmay}; chronic cardiovas-
cular diseases; diabetes meliitus; chronic liver diseases, ¢irrhosis; chronic
alcoholism; functional or anatomic asplenia {e.q., sickle cell disease or
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splenectomy [if elective spletnectomy is planned, vaccinate at least 2 weeks
before surgery]); immunocompromising conditiens (including chronic renal
failure or nephrotic syndrome); and cochlear implants and cerebrospinal
fluid leaks. Vaccinate as close to HIV diagnesis as possible.

Other: Residents of nursing homes or long-term care facilities and per-
sons who smoke cigarettes. Routine use of PPSVY Is not recommended for
American Indians/Alaska Natives or persons aged <65 years unjess they
have underlying medical conditions that are PPSV indications. However,
public health authorities may consider recommending PPSY for American
Indians/Alaska Natives and persons aged 50 through €4 years who are living
in areas where the risk for Invasive pneumococcat disease is increased.
B. Revaccination with PPSV

Ona-ime revaceination after § years is recommended for persons with
chronie renal failure or nephrotic syndrome; functional or anatomic asplenia
(e.g., sickle cell disease or splenectomy); and for persons with immunocom-
promising conditions. For persons aged =65 years, one-time revaccination
is recommended if they were vaceinaled »5 years previously and were aged
<B5 years at the time of primary vaccination.

§. Hepatitis A vaceination

Vaccinate persons with any of the foliowing indications and any person
seeking protection from hepatitis A virus (HAV) infection,

Behavioral: Men who have sex with men and persons whe use injection
drugs.

Occupational: Persons working with HAV-infected primates or with HAV
in a research laboratory setting.

tedical: Parsons with chronic liver disease and persons who receive
clotting facior concentrates,

Othar: Persons traveling to or working in countries thai have high or
intermediale endemicity of hepatitis A {a list of countries is available at
hitp:/fwwwn.cde.govitravel/contentdiseases.aspx).

Unvaccinated persons who anticipate close persanal contact (e.g.,
household contact or reguiar babysitiing) with an international adopiee
from a country of high or intermediale endemicity during the first 60 days
after arrival of the adoptee in the United States should consider vaccina-
tion. The first dose of the 2-dose hepatitis A vaccine series should be
administered as soon as adoption is planned, ideally >2 weeks before the
arrival of the adoptee.

Single-antigen vaccine formulations should be administared In a 2-dose
schedule at sither 0 and 6-12 months {Havrix), or 0 and 6-18 months
{Vaqta). If the combined hepatitis A and hepatitis B vaccine (Twinrix) is
used, administer 3 doses at 0, 1, and 6 months; alternatively, a 4-dose
schaedule, adminisiered on days 0, 7, and 21-30 followed by a booster dose
at month 12 may be used.

10. Hepatitis B vaccination

Vaccinate persons with any of the following indications and any person
seeking protection from hepatitis B virus (HBV) infection.

Behavioral: Sexually active persons who are not in a long-term, mutually
monogamous relationship (e.g., persons with more than one sex partner
during the previous 6 months); persens seeking evaluation or treatment
for a sexually ransmitted disease (STDY; current or recent injection-drug
users; and men who have sex with men.

Occupational: Heaith-care personnel and public-safety workers who are
exposed o blood or other potentially infectious body fluids.

Medical: Persons with end-stage renal disease, including patients receiv-
ing hemodialysis; persons with HIV infection; and persons with chronic
liver disease.

Other: Household contacts and sex partners of persons with chronic
HBV infection; clients and staff members of institutions for persons with
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developmentai disabilities; and international travelers 1o countries with high
or intermediate prevalence of chronic HBY infection (a list of countries is
avaitable at hitp:Awwwn,cde.gov/travel/contentdiseases.aspx).

Hepatitis B vagcination is recommended for all acults in the following
sefiings: STD treatment facilities; HIV testing and treatmant facilities; facili-
ties providing drug-abuse treatment and prevention services; health-care
setlings targeting services to injection-drug users or men who have sex with
men; correctional facilities; end-stage renal disease programs and facilities
for chronic hemodialysis patlents; and institutions and nonresidential day-
care facilitias for persons with developmental disabilities.

Administer or complete a 3-dose series of hepatitis B vaccine fo those
persons not previously vaccinated. The second dose should be adminis-
tered 1 month after the first dose; the third dose should be adminisiered
at least 2 months after the second dose (and at least 4 months after the
first dose). If the combined hepatitis A and hepalitls B vaccine {Twinrix)
is used, administer 3 doses at 0, 1, and 6 menths; alternatively, a 4-dose
schedule, administered on days 0, 7, and 21--30 followed by a booster dose
at month 12 may be used.

Adult patients receiving hemodialysis or with other immunacempromising
conditions should receive 1 dose of 40 Lg/mlL (Recombivax HB) adminis-
tered on a 3-dose schedule of 2 doses of 20 pg/ml. (Engerix-B) administered
simulianecusly oh a 4-dose schedule at 0, 1, 2, and 6§ months.

11. Meningecoccal vaccination

Meningococcal vaceine should be administered 1o persons with the
fellowing indications.

Medical: Adults with anatomic or functional aspienia, or persistent
complement component deficiencies.

Other: First-year college students living in dermitories; microbiologists
routinely exposed o isolates of Neissera meningitidis; mililary recruits; and
persons who fravel to or live in countries in which meningoceccal disease
is hyperendemic or epidemic {&.9., the "meningitis belt” of sub-Saharan
Africa during the dry season [December through Junel}, particularly if their
contact with local populations will be prolonged, Vaccination [s required
by the government of Saudi Arabia for all travelers 1o Mecca during the
annual Hajj.

Meningococcal conjugate vaccine (MCV4) is preferred for adults with
any of the preceding indications who are aged <55 years; meningococcal
polysaccharide vaccine {MPSV4) is preferred for adults aged »56 years.
Revaccination with MCV4 afier 5 years is recommendsd for adulls previ-
ously vaccinated with MCV4 or MPSV4 who remaln at increased risk for
infection (e.g., adults with anatomic or functional asplenia). Persons whose
only risk factor is iiving in on-campus housing are not recommended to
receive an additional dose.

12. Immunocompromising conditions

inactivated vaccines generally are acceptable (e.g., pneumococeal,
meningococeal, influenza [inactivated influenza vaccine]) and live vaccines
generally are avoided in persons with immune deficiencies or immunocom-
promising conditions, Information on specific conditions is available at hitp:/
www.cde.govivaccines/pubs/acip-list.him.

13. Selected conditions for which Haemophilus influenzae type b
(Hib} vaccine may be used

Hib vaccine generally s not recommended for persens aged »5 years. No
efficacy data are available on which to base a recommendation concerning
use of Hib vaccine for older children and aduits, However, studies suggest
good immunogenicity in patients who have sickle cell disease, leukemia,
or HIV infection or who have had a splenactomy. Administering 1 dose of
Hib vaccine to these high-risk persuns who have not previously received
Hib vaccine is not contraindicated.

These schedules indicate the recommandad age groups and medical indicalions for which administration of currenily licensed vaccines is commonly indicated for adults
aged »19 years, as of January 1, 2009, Ucensed combination vaccines may be used whenever any components of the combination are indicaled and when the vaccine's
other components are nol contraindicatad. For detailed recommendatians on all vaccines, including those that are used piimarily for travelers or are issued during the year,
consult the manufacturers’ package inserts and the complete stalemenis from the Advisery Committee on Immunization Practices (ACHF) thilprifeww, cde. govivacaingspubs/
acip-listiitm).

Report all ciinically significant postvaccination reactions to the Vaccine Adverse Event Beporting Systern (VAERS). Reparting forms and instructions on filing a VAERS
report are available gt litpveww vaers his.gov or by telsphone, B00-822-7967

Information on how to file a Vaccine Injury Compensation Program clalm 1s avallable at ditp:www hirsayovivacsinacompensaiion or by ielephane, 800-338-2382. To file &
claim for vaccine injury, contact the U.8. Cowrt of Federal Claims, 717 Madison Place, N.W., Washington, B,C. 20005; lelephone, 202-357-6400.

Additional informalion about the vaceines in this schedule, extent of availabie data, and contraindications for vaccination is avaitable at i /Awww.cde.govivacsines or
from the COC-INFC Contaci Genter at 800-CDG-INFO (800-232-4638) in English and Spanish, 24 howrs a day, 7 days a week.

Use of rade names and commercial sources is for identilication only and doas not imply endorserment by the U.5, Depariment of Health and Human Services.

The recomimendations In this schadule were approved by ACIP, the American Acaderny of Family Physicians, the Amarican College of Obsielricians and Gynecologists,
andf the American Coliege of Physicians,

Creparlmarst of Health and Human Services » Genters for Disgase Conirol and Pravention




