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Outbreak of Bacterial Conjunctivitis at a College — New Hampshire,
January–March, 2002

During February 1–14, 2002, approximately 100 students
presented to a New Hampshire college’s student health ser-
vice with clinical signs of conjunctivitis (Figure 1). The cause
of conjunctivitis was initially thought to be viral. However,
because of the high number of cases, eye cultures were col-
lected from 12 consecutive students; Streptococcus pneumo-
niae was isolated from cultures of all 12 students. The medical
director of the student health service notified the New Hamp-
shire Department of Health and Human Services about the
outbreak and on February 22, the state health department
requested assistance from CDC. This report summarizes pre-
liminary results of the investigation of this outbreak, which
indicate that an uncommon strain of pneumococcus caused
this outbreak and that health-care providers should consider
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FIGURE 1. Number of cases of conjunctivitis in students at a
college — New Hampshire, January 15–March 7, 2002

INSIDE

207 Update: Allograft-Associated Bacterial Infections —
United States, 2002

210 Chagas Disease After Organ Transplantation —
United States, 2001

212 Cat-Scratch Disease in Children — Texas, Septem-
ber 2000–August 2001

214 Acquired Rifamycin Resistance in Persons with
Advanced HIV Disease Being Treated for Active
Tuberculosis with Intermittent Rifamycin-Based Regi-
mens

215 Notices to Readers

pneumococcus as a cause of conjunctivitis among college
students.

Students at the college are entitled to medical care at the
student health service, and school officials estimate that
approximately 95% of students use the health service for
nonemergency health care. Discharge diagnoses of visits to
the student health center were reviewed to identify episodes
of conjunctivitis. A case of probable pneumococcal conjunc-
tivitis was defined as a diagnosis of conjunctivitis-
unspecified (International Classification of Diseases, Ninth
Revision [ICD-9] code 372.30), pink eye or mucopurulent
conjunctivitis (ICD-9 code 372.03), or viral conjunctivitis
(ICD-9 code 077.99) in a student who presented to the stu-
dent health service during January 15–March 7, 2002. A case
of confirmed pneumococcal conjunctivitis was defined as a
diagnosis of conjunctivitis with S. pneumoniae isolated from
eye secretions.

Among 5,060 students enrolled for the winter term, 493
(9.7%) students had probable pneumococcal conjunctivitis,
and 81 (1.6%) had confirmed pneumococcal conjunctivitis
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(Figure 1). The attack rate was highest among freshmen
(18.0%) followed by sophomores (14.9%), juniors (12.8%),
seniors (12.0%), and graduate students (1.7%). A survey of
college faculty and interviews with local child care centers,
schools, ophthalmologists, and primary-care physicians did
not identify excessive episodes of conjunctivitis in persons
other than college students.

A systematic clinical examination of 80 students with con-
junctivitis found that most reported eye crusting on awaken-
ing. The findings of eye examinations were variable, ranging
from mildly inflamed conjunctiva with a clear watery dis-
charge to severe conjunctival inflammation with purulent
discharge and preauricular adenopathy (Figure 2). Students
examined by an ophthalmologist showed a papillary rather
than follicular conjunctival response. Giemsa stains of con-
junctival  discharge from seven students showed lancet-shaped
diplococci in a preponderance of neutrophils. No smears
showed a predominantly lymphocytic response or viral inclu-
sions. Students were treated with topical antibiotics.

Of eye specimens cultured from 189 students, 81 (42.9%)
grew bacteria identified as S. pneumoniae by optochin sensi-
tivity and bile solubility tests. Strains were resistant to eryth-
romycin but susceptible to balcitracin, sulfonamides, and
quinolones. Thirty strains were sent to CDC for serotyping
but could not be typed using the Quellung reaction. Viral
cell cultures of specimens from 70 students were negative for
adenovirus (no cytopathic effect after 10 days’ incubation).

School health officials used campus-wide e-mail, posters,
and the college newspaper to notify students, faculty, and staff
about the outbreak and ways to reduce transmission. The
messages instructed students to wash their hands frequently;
to avoid sharing towels, drinking glasses, or other utensils;

FIGURE 2. Eye of a New Hampshire college student with
pneumococcal conjunctivitis

Photo/M. Zegans/Dartmouth Medical School



Vol. 51 / No. 10 MMWR 207

and to make an appointment with the student health service
if they developed signs or symptoms of conjunctivitis.

The student health service provided topical antibiotic
therapy to students presenting with signs or symptoms of
conjunctivitis. In addition, bottles of alcohol-based anti-
septic gel were provided to all undergraduate students along
with an information sheet that provided instructions on proper
hand antisepsis using the gel. Local primary-care physicians
and ophthalmologists were notified about the outbreak and
asked to obtain cultures from patients presenting with con-
junctivitis and to report cases to the investigating team. A
student health service listserv was used to notify other stu-
dent health services in the United States about the outbreak.

The college’s winter term ended March 14, 2002, and stu-
dents will be departing for spring break. As of March 13, the
student health service was still reporting new cases of con-
junctivitis.
Reported by: JH Turco, MD, JH Pryor, MA, YY Baumgartner, MBA,
Dartmouth College Health Svc; ME Zegans, MD, P Sanchez, Dartmouth
Medical School; A Bashir, MD, JD Schwertzman, MD, Dartmouth
Hitchcock Medical Center, Hanover;  J Puffer, JT Montero, MD, New
Hampshire Dept of Health and Human Svcs. S Sodha, J Elliott, PhD,
CG Whitney, MD, Div of Bacterial and Mycotic Diseases, National
Center for Infectious Diseases; M Martin, MD, EIS Officer, CDC.

EEEEEditorial Nditorial Nditorial Nditorial Nditorial Note:ote:ote:ote:ote: This report describes an outbreak of con-
junctivitis attributed to an unusual nontypeable strain of
S. pneumoniae. Outbreaks caused by nontypeable pneumo-
cocci have been reported previously (1,2). Person-to-person
transmission of the outbreak strain may be occurring from
eye secretions, respiratory droplets, or hands. Prevention mes-
sages were intended to reduce contact that would encourage
transmission. The use of alcohol-based antiseptic gel improves
hand hygiene in the hospital setting (3); however, its benefit
in the setting of a community outbreak is unknown.

Some of the college’s students will have left campus for
spring break with active S. pneumoniae conjunctivitis. Others
will have left during the incubation period of the infection or
might be asymptomatic carriers of the epidemic strain of
S. pneumoniae. Some students will be traveling to popular
college student vacation spots. Crowding and limited access
to handwashing facilities might result in further transmission
of this highly infectious strain of S. pneumoniae.

Students who develop symptoms of conjunctivitis (e.g., red
eyes, crusting of eyes in the morning, or increased eye dis-
charge) should seek medical care. Health-care providers who
see college students with conjunctivitis should suspect a bac-
terial etiology, and consider obtaining a culture of eye secre-
tions, treating with a topical antibiotic, and ensuring that
standard infection-control practices are followed (4). Out-
breaks of conjunctivitis attributed to S. pneumoniae should

be reported to state health departments, and state health
department personnel should notify CDC, telephone (404)
639-2215.
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Update: Allograft-Associated
Bacterial Infections —
United States, 2002

Tissue allografts are commonly used in orthopedic surgical
procedures; in 1999, approximately 650,000 musculoskeletal
allografts were distributed by tissue processors (1). A rare com-
plication of musculoskeletal allografts is bacterial infection
(2,3). After the reported death of a recipient of an allograft
contaminated with Clostridium spp. (an anaerobic spore and
toxin-forming organism) (3), CDC investigated this case and
solicited additional reports of allograft-associated infections;
26 cases have been identified. This report summarizes the
investigation of these cases and describes additional steps given
to a tissue processor to enhance tissue transplant safety.

On November 7, 2001, a man aged 23 years underwent
reconstructive knee surgery at a hospital in Minnesota using
a femoral condyle (bone-cartilage) allograft. On November
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10, he developed pain at the surgical site, which rapidly pro-
gressed to shock; the patient died the following day (3). Blood
cultures obtained premortem grew Clostridium sordellii.

On November 13, a man aged 17 years underwent recon-
structive knee surgery in Illinois using a femoral condyle (fresh)
and a meniscus (frozen). The next day, the patient developed
fever, which did not respond to first-generation cephalosporin
antibiotics. Eight days after surgery, he was admitted to a
local hospital for septic arthritis; his temperature on admis-
sion was 103.5o F (39.7o C). The patient received ampicillin-
sulbactam, and the fever subsided within 24 hours. The patient
is recovering. Cultures for anaerobic bacteria, including
C. sordellii, were not obtained.

The three allografts received by these two patients came
from the same cadaveric donor (donor A) and were supplied
by tissue processor A (TP-A). Based on records from the medi-
cal examiner, no evidence indicated that donor A was septic
or had risk factors for Clostridium spp. infection (e.g., inject-
ing drug use or abdominal trauma). The body of donor A
was refrigerated 19 hours after death; tissue was procured 23.5
hours after death. One tissue-procurement organization
recovered the tissue and sent all tissue to TP-A for processing.

Including the two cases described above, 10 tissues from
donor A were transplanted into nine patients located in eight
states. No additional infections were identified. CDC obtained
19 nonimplanted tissues from donor A and identified
C. sordellii in two tissues (fresh femoral condyle and frozen
meniscus) and from the fluid bathing the tissues.

TP-A used aseptic processing of harvested tissues. Com-
panion tissue (e.g., a sliver of cartilage from a femoral condyle)
was processed alongside the allograft. After suspension of the
allograft and companion tissue in an antibiotic/antifungal
solution, the companion tissue was cultured. The aerobic and
anaerobic cultures of the companion tissues from donor A
were reported as negative at TP-A. No other cultures were
taken before tissue processing. No swab cultures were taken;
all cultures were destructive (i.e., performed on tissue that
had been ground up).

To identify additional cases of allograft-associated infections,
CDC solicited case reports through electronic listservers and
MMWR (2,3) and by contacting the Food and Drug Admin-
istration (FDA) and state regulatory authorities (2). A case of
allograft-associated infection was defined as any surgical site
infection (SSI) at the site of allograft implantation occurring
within 12 months of allograft implantation in an otherwise
healthy patient with no known risk factors for SSI (e.g., dia-
betes). Cases could be culture-negative if diagnosed by infec-
tious diseases physicians or surgeons and diagnostic (e.g., knee
aspirate) or operative findings supported SSI diagnosis. If only

Staphylococcus aureus or Staphylococcus spp. were isolated,
patients were excluded unless additional epidemiologic or
microbiologic evidence suggested allograft contamination.

As of March 11, 2002, CDC has received 26 reports of
bacterial infections associated with musculoskeletal tissue
allografts including the previously reported cases (2,3). Thir-
teen (50%) of the 26 patients were infected with Clostridium
spp. (C. septicum [12], C. sordellii [one]); 11 (85%) of these
patients received tissue processed by TP-A. Allografts that were
implicated in Clostridium spp. infections were tendons used
for anterior cruciate ligament (ACL) reconstruction (eight),
femoral condyles (two), bone (two), and meniscus (one).
Eleven (85%) of the allografts were frozen and two (15%)
were fresh (femoral condyles). All allografts were processed
aseptically but did not undergo terminal sterilization. In 11
of these 13 cases, additional evidence (e.g., common donors
or cultures of nonimplanted tissue) implicated the allograft
as the source of the infection. CDC has requested additional
information for the other two cases. The median age of these
13 patients was 35 years (range: 15–52 years); onset of symp-
toms occurred at a median of 8.5 days (range: 2–85 days)
following allograft implantation. One patient died.

Eleven patients were infected with gram-negative bacilli;
five had polymicrobial infection. Cultures from two patients
were negative: the Illinois patient and a patient with necrotiz-
ing soft tissue infection treated with multiple debridements,
hyperbaric oxygen, and intravenous antibiotics that covered
anaerobes. The transplanted tissues included ACL (10), femo-
ral condyle (one), meniscus (one), and bone (one). One tis-
sue was fresh (femoral condyle), one was freeze dried (bone),
and the rest were frozen. For eight (62%) of these 13 cases,
additional evidence implicated the allograft (e.g., common
donors or positive pre-implantation or processing cultures with
matching microorganisms) (2). CDC continues to investi-
gate these cases. Eight patients received allografts that had
undergone aseptic processing but no terminal sterilization.
Three patients received allografts that were reported to have
undergone gamma irradiation.

In response to the initial case investigation and the subse-
quent reports of Clostridium spp. infections, CDC provided
to TP-A some additional steps to reduce the risk for allograft
associated infections.

When possible, a method that can kill bacterial spores should
be used to process tissue. Existing sterilization technologies
used for tissue allografts such as gamma irradiation, or new
technologies effective against bacterial spores should be con-
sidered. Unless a sporicidal method is used, aseptically pro-
cessed tissue should not be considered sterile, and health-care
providers should be informed of the possible risk for bacterial
infection.
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If no sporicidal method is available (e.g., for certain tissues
such as fresh femoral condyles), efforts should be made to
minimize the potential for Clostridium spp. and other
bacterial contamination. First, tissue should be cultured
before suspension in antimicrobial solutions (4), and if
Clostridium spp. or other bowel flora are isolated, all tissue
from that donor that cannot be sterilized should be discarded.
Second, culture methods should be validated to ensure that
residual antimicrobials do not result in false negative culture
results (5). Performing both destructive and swab cultures
should be considered. Third, recommended time limits for
tissue retrieval should be followed (4).

After receiving a report of potential allograft-associated
infection, remaining tissue from that donor should not be
released until it is determined that the allograft is not the
source of infection (4). Tissue processors should contact
health-care providers of recipients of tissue from the same
donor implicated in an allograft-associated infection. In these
cases, a sample of nonimplanted tissues that underwent the
same processing method should be cultured by an indepen-
dent laboratory using a validated method. CDC has recom-
mended that TP-A perform a one-time audit of its unreleased
tissue inventory to estimate the proportion of unreleased
tissue that might be contaminated with microorganisms or
spores.
Reported by: LK Archibald MD, DB Jernigan MD, Div of Healthcare
Quality Promotion, National Center for Infectious Diseases; MA Kainer,
MD, EIS Officer, CDC.

Editorial Note: Tissue allografts can improve substantially
the quality of life for many patients. However, infections
associated with bacterial contamination of allografts can
result in serious morbidity and death (2,3). As of March 11,
26 patients with allograft-associated infections have been iden-
tified: 13 with Clostridium spp. infection and 14 associated
with a single tissue processor. The findings in this report have
important implications for patient safety and indicate that
current federal regulations and industry standards on pro-
cessing and quality control methods need to be enhanced and
implemented to prevent Clostridium spp. and other allograft-
associated infections.

At CDC, destructive cultures of nonimplanted tissues from
donor A were positive for C. sordellii. In contrast, destructive
cultures of the companion tissue from donor A were reported
to be negative at TP-A. Two factors might explain this dis-
crepancy. First, because tissues were cultured at TP-A only
after suspension in the antibiotic/antifungal solution, residual
antibiotics on the tissues might have caused a false-negative
culture result because of bacteriostasis. Second, cultures of
the smaller companion tissues might not have been represen-
tative of the allografts. Although American Association of

Tissue Banks standards recommend that cultures be obtained
before and after processing, these standards do not address
the potential problem of bacteriostasis after processing or
specify a culture method (4). Although destructive cultures
used by TP-A are very sensitive, a combination of swab and
destructive cultures would be most sensitive in detecting
bacterial contamination (6).

Donor A tissue probably became hematogenously seeded
by bowel flora, including Clostridium spp., before harvesting
(7). Factors that may contribute to contamination with bowel
flora include time interval between death and tissue retrieval
and delays in refrigeration and mode of death (e.g., trauma)
(7). Aseptic processing does not eradicate contamination with
organisms (2), and antibiotic/antifungal solutions will not
eliminate spores of organisms such as Clostridium spp.

Sterilization of tissue that does not adversely affect the func-
tioning of tissue when transplanted into patients is the best
way to reduce the risk for allograft-associated infections.
However, two sterilization methods (ethylene oxide and
gamma irradiation) that would eliminate spores have associ-
ated technical problems that limit their use in processing of
tissues for transplantation (2). New low-temperature chemi-
cal sterilization technologies that kill spores (8) but preserve
the biomechanical integrity and function of some allografts
are being evaluated (9,10).

FDA regulations state that each tissue bank is required to
have written procedures for prevention of infectious disease
contamination or cross-contamination by tissue during pro-
cessing. In response to these cases reports, FDA has released
new guidelines for tissue processors (http://www.fda.gov/cber/
guidelines.htm#tissval).

CDC, in collaboration with state health departments, tis-
sue processors, and clinicians, continues to solicit and inves-
tigate case reports to identify risk factors associated with
acquisition of  infection following receipt of an allograft. When
septic arthritis occurs after use of an allograft, contamination
should be suspected, and diagnostic work-up should include
obtaining anaerobic cultures. Clinicians should consider
expanding empiric antibiotic therapy to include agents effec-
tive against gram-negative organisms and anaerobes. Clini-
cians should report infections involving allograft tissue to tissue
processors, FDA’s Medwatch System, and CDC, telephone
(800) 893-0485.
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Chagas Disease After Organ
Transplantation —
United States, 2001

Chagas disease (American trypanosomiasis) is caused by the
protozoan parasite Trypanosoma cruzi. Chagas disease follow-
ing solid-organ transplantation has occurred in Latin America,
where Chagas disease is endemic, but has not been
reported previously in the United States. This report describes
three cases in the United States of T. cruzi infection associ-
ated with transplantation of organs from a single donor. CDC
and the U.S. organ transplantation organizations will con-
sider whether to recommend screening of potential donors
for T. cruzi infection and, if so, which donors to screen, how
to screen, and what to do if the screening tests are positive.

On April 23, 2001, a physician notified CDC of an acute
case of Chagas disease. A woman aged 37 years who had
received cadaveric kidney and pancreas transplants on March 5
returned to the hospital on April 19 for evaluation of a febrile
illness. On April 23, T. cruzi trypomastigotes were identified
on a peripheral blood smear (Figure 1). Subsequently, two other
persons who had received organs from the same donor—a
woman aged 32 years who had received the liver and a woman
aged 69 years who had received the other kidney—were found
to be infected with T. cruzi. Cultures of blood from all three
recipients were positive for T. cruzi. The donor, an immigrant
from Central America, presumably had been infected with

http://www.census.gov/prod/2002pubs/01statab/health.pdf
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T. cruzi; however, no specimens from the donor were available
for testing.

After infection was detected, the recipients were treated with
nifurtimox provided by the CDC Drug Service, which pro-
vides U.S.-licensed physicians with drugs that otherwise would
not be available in the United States. The woman aged 69
years who had received a kidney was treated for approximately
4 months and, as of March 2002, has done well with no evi-
dence of recurrence of T. cruzi infection. The other two
patients died. The recipient of the kidney and pancreas trans-
plants, who was the most immunosuppressed of the three
patients, experienced recurrent, symptomatic T. cruzi para-
sitemia several weeks after completing a 4-month course of
treatment with nifurtimox. On October 8, she died of acute
Chagasic myocarditis, 2 weeks into her second course of
nifurtimox therapy. On July 8, after several weeks of
nifurtimox therapy, the recipient of the liver died of sepsis
and hepatic and renal failure, which were unrelated to T. cruzi
infection.
Reported by: CF Zayas, MD, C Perlino, MD, A Caliendo, MD,
D Jackson, MT(ASCP), EJ Martinez, MD, P Tso, MD, TG Heffron,
MD, Emory Univ School of Medicine, Atlanta, Georgia. JL Logan,
MD, Univ of Arizona College of Medicine, Tucson. BL Herwaldt, MD,
AC Moore, MD, FJ Steurer, MS, C Bern, MD, JH Maguire, MD, Div
of Parasitic Diseases, National Center for Infectious Diseases, CDC.

Editorial Note: Chagas disease is endemic in parts of Cen-
tral and South America and Mexico, where an estimated
16–18 million persons are infected with T. cruzi (1). An esti-
mated 25,000–100,000 Latin American immigrants living in
the United States are infected with T. cruzi (2). In nature,
T. cruzi is transmitted when mucous membranes or breaks in
the skin are contaminated with the feces of infected triatomine
bugs. Congenital infection and transmission by blood trans-
fusion and organ transplantation also occur.

In humans, the acute phase of vectorborne T. cruzi infec-
tion lasts for weeks to months and typically is asymptomatic
or associated with fever and other mild, nonspecific manifes-
tations. However, life-threatening myocarditis or meningoen-
cephalitis can occur during the acute phase, particularly in
young children and immunocompromised persons. After years
to decades of subclinical infection, 10%–30% of infected
persons develop chronic Chagas disease, which is character-
ized by potentially lethal cardiomyopathy or megasyndromes
(i.e., megaesophagus and megacolon) (1). Even persons who
remain asymptomatic probably are infected and infectious
for life, with low levels of the parasite in blood and other
tissues.

During the acute phase of infection, diagnosis involves
detection of circulating organisms by microscopic examina-
tion of a fresh blood specimen or stained blood smear,
hemoculture, or xenodiagnosis (1). Thereafter, diagnosis
typically involves serologic testing because the level of para-
sitemia is too low to be detectable on blood smears.
Hemoculture and xenodiagnosis can be positive, and poly-
merase chain reaction is a promising investigational technique
for detecting low-level parasitemia (3). To decrease the risk
for morbidity and mortality, infected persons should be treated
as early in the course of infection as possible with either
benznidazole (not available in the United States) or nifurtimox
(available through the CDC Drug Service, telephone [404]
639-3670).

Transmission of T. cruzi infection by solid-organ transplan-
tation (particularly renal transplants) has been reported in
Latin America (4–9), where serologic screening of organ
donors and recipients for antibody to T. cruzi is standard prac-
tice. In two instances, both recipients of a kidney from the
same donor became infected with T. cruzi (8,9).

The cluster of three cases reported here represents the first
recognized U.S. occurrence of T. cruzi infection through solid-
organ transplantation. In the United States, no policies con-
cerning the screening of potential organ donors for T. cruzi
infection have been established. Although serologic tests for
the diagnosis of T. cruzi infection are available in the United
States, the tests vary in sensitivity and specificity. No test has

FIGURE 1. Trypanosoma cruzi trypomastigotes on a
peripheral blood smear from a patient aged 37 years

Photo/CDC file
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been licensed in the United States for screening organ or blood
donors.

CDC has notified the United Network for Organ Sharing
(UNOS), which operates the Organ Procurement and Trans-
plantation Network (OPTN) under contract with the U.S.
Department of Health and Human Services, about these cases
of Chagas disease. CDC and the scientific committees of the
OPTN/UNOS, which develops guidelines and policies for
organ procurement, will consider whether to recommend
screening of potential donors for T. cruzi infection and, if so,
which donors to screen, how to screen, and what to do if the
screening tests are positive.
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Cat-Scratch Disease in Children —
Texas, September 2000–

August 2001
Cat-scratch disease (CSD), a bacterial infection caused by

Bartonella henselae, has emerged as a relatively common and
occasionally serious zoonotic disease among children and
adults. To illustrate the spectrum of clinical manifestations of
CSD observed during a 1-year period, Texas Children’s Hos-
pital (TCH) in Houston reviewed the medical records of 32
children evaluated at TCH during September 2000–August
2001 whose antibody titers indicated recent Bartonella infec-
tion. This report summarizes the evaluations of these cases

and highlights four manifestations of infection with this patho-
gen in children. The findings emphasize that although CSD
is generally a mild, self-limited illness, the differential diag-
nosis often includes more serious conditions (e.g., lymphoma,
carcinoma, mycobacterial or fungal infection, or neuroblas-
toma) that might result in protracted hospital stays and lengthy
treatments before diagnosis. Timely assessment of CSD is
important, particularly when invasive diagnostic measures are
being considered.

Case Reports
Case 1. In July 2000, a boy aged 5 years was admitted to a

local hospital after having fever (with temperature reaching
104° F [40°C]) for 12 days and left upper quadrant pain for 8
days.  Aspartate and alanine aminotransferase concentrations
were normal; a blood culture grew a contaminant. The child
was transferred to TCH for evaluation of unexplained fever.
Except for fever and inflamed tympanic membranes, the physi-
cal examination was unremarkable. Peripheral white blood
cell count was 18.3 x 103/cu mm (normal range: 5–14.5 x
103/cu mm), erythrocyte sedimentation rate (ESR) was 97
mm/h (normal range: 0–20 mm/h), and IgG and IgM sero-
logic test results for Epstein-Barr virus (EBV) were negative.
A bone scan was unremarkable. Abdominal ultrasound
revealed multiple small hypoechoic lesions in the spleen and
retroperitoneal adenopathy. After 3 days of intravenous
rifampin therapy, his temperature declined to <101° F (<38.3° C).
The child had sustained a scratch from a kitten 2 months
before onset of illness. His serologic titer for B. henselae
obtained on day 14 of illness was 1:4096.

Case 2. In September 2000, a girl aged 10 years with a
bicommisural aortic valve had persistent low-grade fever,
myalgias, arthralgias, weight loss, splinter hemorrhages, and
hematuria and was admitted to TCH for evaluation and sur-
gical management of endocarditis. She had been evaluated
during the previous 9 months at another medical center for
culture negativeendocarditis. A transesophagealecho cardio-
gram showed aneurysmal dilatation of the ascending aorta
and probable vegetations. She also had a pulsatile lesion on
the right forearm. Endocarditis caused by Chlamydia psittaci
was suspected on the basis of the patient’s history of bird con-
tact. During surgery, a large pseudoaneurysm of the ascend-
ing aorta and thickened dysplastic aortic valves were replaced
with an aortic valve homograft. Histology demonstrated
microabscess formation at the mouth of the aneurysm,
noncaseating granulomatous inflammation in the wall of the
aneurysm, and numerous gram-negative bacilli within veg-
etations. She also had resection of a brachial artery aneurysm
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with reconstruction of the artery. All cultures of tissue were
sterile. Serologic test results for Coxiella burnetii, Brucella spp.,
Histoplasma capsulatum, and Coccidioides immitis were nega-
tive. Because the child had exposure to kittens and birds, doxy-
cycline was administered along with penicillin, cefotaxime,
and gentamicin at the time of transfer back to the referring
hospital. The B. henselae titer obtained on day 7 at TCH was
1:8192.

Case 3. In June 2001, a boy aged 4 years was admitted to
TCH with a 4-day history of intermittent back pain and an
inability to walk. He had no history of trauma or contact
with cats. He had a temperature of 99° F (38.2° C), no ten-
derness over the vertebrae, normal reflexes, and a 2x3 cm right
inguinal lymph node. ESR was 96 mm/h, and three blood
cultures were negative. Plain radiographs of the back and a
bone scan were normal. Magnetic resonance imagery (MRI)
demonstrated a diffuse abnormal marrow signal in the L1
vertebral body without destruction or apparent collapse of
adjacent disc spaces. A small amount of material elevating the
subligamentous space was observed just posterior to the L1
vertebra. A CT-guided fine needle aspiration biopsy showed
no pathologic abnormalities. During the next several weeks,
the child’s back pain resolved without specific therapy. A
repeat MRI performed 2 months later was normal. His
B. henselae titer obtained on day 8 of illness was 1:2048.

Case 4. In August 2001, a girl aged 12 years was admitted
to TCH after 3 weeks of intermittent fevers (101°–105.1° F
[38.3°–40.6° C]), 2 days of right upper quadrant pain, and
weight loss. Physical examination revealed enlarged and ten-
der left and right inguinal lymph nodes. ESR was 93 mm/h.
Two blood cultures and a urine culture were sterile. Stool
cultures for various bacterial pathogens, including Yersinia
enterocolitica, were negative. Several enlarged lymph nodes in
the right lower quadrant were found on an ultrasound of the
abdomen, but an abdominal CT was normal. Serologic test
results for Toxoplasma gondii, cytomegalovirus, and EBV were
negative. On day 7 of hospitalization, the patient underwent
a colonoscopy, which was normal except for nodularity with
mucosal edema in the terminal ileum. She had a recent his-
tory of dog and kitten scratches. Her B. henselae titer obtained
during week 4 of illness was >1:8192.

Of the 32 patients, median age was 6 years (range: 2–15
years). Among the remaining 28 CSD cases observed at TCH
during this 1-year period, clinical manifestations included
fever and regional adenopathy (classic CSD)(20); prolonged
fever without organ involvement (four); hepatosplenic
granulotata (three); and encephalitis (one). Fourteen of the
children were hospitalized.

Reported by: S Kaplan, MD, Texas Children’s Hospital, Houston;
J Rawlings, MPH, Texas Dept of Health. C Paddock, MD, J Childs,
ScD, R Regnery, PhD, Div of Viral and Rickettsial Diseases, National
Center for Infectious Diseases; M Reynolds, PhD, EIS Officer, CDC.

Editorial Note: CSD was first described as a clinical syn-
drome in 1931, but it was not until 1983 that a bacterial
etiology was determined, and in 1992, the specific cause of
CSD was identified. CSD is a feline-associated zoonotic dis-
ease, with an estimated annual incidence in the United States
of 22,000 cases (1). Although CSD occurs in persons of all
ages, the highest age-specific incidence is among children aged
<10 years (2). Infection with B. henselae is one of the most
common causes of chronic lymphadenopathy among children,
and in some case series up to 25% of the these infections
result in severe systemic illness (3). Because TCH is a referral
hospital, the frequency of severe manifestations seen in this
series is probably disproportionately high relative to general
practice. Other serious manifestations of CSD not included
in this series are granulomatous conjunctivitis, neuroretini-
tis, and atypical pneumonia. In immunocompromised per-
sons, B. henselae infections can cause other potentially
life-threatening disease manifestations (e.g., bacillary angioma-
tosis and peliosis).

Serologic testing is the standard method of diagnosis (4,5)
and should be considered for patients who present with
adenopathy, fever, malaise, and history of feline contact. A
single elevated indirect immunofluorescence assay titer or
enzyme immunoassay value for IgG or IgM antibodies are
generally sufficient to confirm CSD, because initiation of a
humoral immune response generally precedes or is concur-
rent with symptom onset (4). IgG levels rise during the first
2 months after onset of illness, followed by a gradual decline
(4). Other diagnostic assays, including polymerase chain
reaction and bacterial culture, are available on a more limited
basis at reference laboratories.

Treatment recommendations for Bartonella-associated dis-
eases, including CSD, depend on the specific disease presen-
tation. For most forms of CSD, assessing the efficacy of various
antibiotics is difficult because symptoms are generally self-
limiting over time, even in the absence of specific therapy.
Recent experience with azithromycin suggests that this anti-
biotic hastens resolution of adenopathy of CSD (6). For
patients with more severe disease, other antibiotic regimens
have been successful, including azithromycin or doxycycline
in combination with rifampin or rifampin alone (7); doxycy-
cline or erythromycin are considered the drugs of choice for
bacilliary angiomatosis and peliosis (8).
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CSD predominantly occurs in fall and winter because of
either seasonal fluctuations in zoonotic transmission between
felines or temporal changes in animal behavior and repro-
duction. Cat fleas (Ctenocephalides felis) are involved in the
transmission of B. henselae among cats, but the role of fleas or
other arthropods in the transmission of this pathogen to
humans is not known. Scratches, licks, and bites from
domestic cats, particularly kittens, are important risk factors
for infection (9). Recommendations for prevention of CSD
include vigilant elimination of fleas from feline pets and avoid-
ance of traumatic injury from cats for persons who are
immunocompromised (8) or who have heart-valve abnormali-
ties (10). Cats rarely demonstrate overt signs of illness from
infection, and no vaccines are commercially available to pre-
vent B. henselae infection in animals.
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Notice to Readers

Acquired Rifamycin Resistance in Persons
with Advanced HIV Disease Being Treated

for Active Tuberculosis with Intermittent
Rifamycin-Based Regimens

Rifamycin drugs (i.e., rifampin, rifabutin, and rifapentine)
are essential for short-course chemotherapy in persons with
active tuberculosis (TB). However, adverse drug-drug inter-
actions complicate the concurrent use of rifamycins and

protease inhibitor drugs in persons with active TB who also
are infected with human immunodeficiency virus (HIV-TB).
CDC has recommended use of rifabutin in place of rifampin
in multidrug regimens for the treatment of active TB in HIV-
TB because rifabutin can be administered with antiretroviral
treatment regimens that include protease inhibitors (1,2).
These recommendations included twice-weekly intermittent
therapy. Because intermittent rifabutin-based regimens had
not been evaluated in clinical trials of HIV-TB, CDC’s TB
Trials Consortium (TBTC) initiated TBTC Study 23, a single-
arm trial of twice-weekly rifabutin-based therapy for treat-
ment of HIV-TB.

On March 6, TBTC’s Data and Safety Monitoring Board
(DSMB) advised CDC to suspend enrollment in Study 23
because of the occurrence of five cases of acquired rifamycin
resistance among patients enrolled in the study. Although the
rate of treatment failure or relapse in the study has been low
(preliminary life table rate of 4.1% among the 156 patients
with some time at risk), all five patients with failure/relapse
had acquired rifamycin resistance. All are responding well to
treatment with alternative regimens.

In the study, common features in patients with acquired
rifamycin resistance were very low CD4 cell count (all <60/
mm3) at TB diagnosis and receipt of twice-weekly therapy (in
four of five) during the intensive phase (i.e., the first 2 months
of rifamycin-based short-course therapy for TB); all five
received twice-weekly therapy in the continuation phase. The
low relapse rate suggests that rifabutin has excellent activity
in the treatment of HIV-TB. However, a relation appears to
exist between the frequency of dosing and the risk for
acquired resistance. In an earlier study of treatment of HIV-
TB using once-weekly rifapentine plus isoniazid, acquired rifa-
mycin resistance was common (3). Acquired rifamycin
resistance also occurred in a previous study of HIV-TB treated
with twice-weekly rifampin plus isoniazid (4). It is not known
whether the risk for acquired rifamycin resistance is greater
with rifabutin than with rifampin. In all of these studies,
patients with acquired rifamycin resistance had very low CD4
cell counts at the time of TB diagnosis. The consistency of
these findings suggests that once- or twice-weekly therapy
including isoniazid and a rifamycin increases the risk for
acquired rifamycin resistance among TB patients with
advanced HIV disease.

Additional data are needed to clarify these issues. Until data
become available, CDC recommends that persons with HIV-
TB and CD4 cell counts <100/mm3 should not be treated
with highly intermittent (i.e., once- or twice-weekly) regimens.
These patients should receive daily therapy during the inten-
sive phase, and daily or three doses a week during the
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continuation phase. In this group of patients, CDC recom-
mends directly observed therapy for both daily and three-
doses-a-week regimens. The low relapse rate suggests that
current recommendations concerning duration are sufficient
(i.e., 6 months minimum, extended to 9 months in patients
with delayed response to therapy).

CDC does not advise additional action at this time for
patients with advanced HIV disease who have completed TB
therapy with intermittent regimens and are clinically stable.
However, clinicians should treat suspected relapse in such
patients with regimens active against rifamycin-resistant TB
until results of susceptibility testing are available.

For HIV-TB patients with CD4 cell counts <100/mm3 who
are being treated with twice-weekly rifamycin-based therapy,
CDC recommends more frequent therapy with the same
agents (i.e., daily or three times a week).
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Notice to Readers

National Poison Prevention Week,
March 17–23, 2002

The theme of this year’s National Poison Prevention Week
(March 17–23, 2002) is “Children Act Fast...So Do Poisons!”
Of the 2.2 million poisonings reported to U.S. poison cen-
ters in 2000, 52.7% involved children aged <6 years (1). The
most common substances to which young children were
exposed included cosmetics and personal care products, clean-
ing substances, analgesics, foreign bodies, and plants. Of the
920 poisoning-related fatalities reported in the same year, 2.2%
involved children aged <6 years. Of poisoning emergencies
reported, 74.7% were managed safely in the home.

In January 2002, U.S. poison centers and the American
Association of Poison Control Centers (AAPCC) introduced
a toll-free poison center number (1-[800]-222-1222) through

which callers from the 50 states, the District of Columbia,
Puerto Rico, and the U.S. Virgin Islands can reach local poi-
son centers. Additional information on National Poison Pre-
vention Week, other poison prevention programs, and poison
center services is available from AAPCC at http://
www.aapcc.org or http://www.1-800-222-1222.info and from
the Poison Prevention Week Council at http://www.
poisonprevention.org.
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Notice to Readers

 Children’s Environmental Health
Information Resources Satellite Broadcast

Children’s Environmental Health Information Resources,
a live, 2-hour, interactive satellite program, will be broadcast
Thursday, March 21, 2002, starting at 1:00 p.m. (EST).

This program will demonstrate selected online resources in
the context of important children’s environmental health
issues. Topics include pesticide exposure, environmental trig-
gers of asthma, and lead poisoning prevention funding
resources. The broadcast will feature a question-and-answer
session in which participants nationwide can interact with
the course instructors through toll-free telephone lines.

This broadcast is designed for physicians, nurses, physician
assistants, nurse practitioners, epidemiologists, public health
educators, counselors, administrators, librarians, or anyone
providing environmental health-related services.

Additional information about program content, registra-
tion, course materials, and continuing education credit is
available at http://www.phppo.cdc.gov/phtn/child-env. Infor-
mation about registration also is available at CDC, telephone
(800) 418-7246 or (404) 639-1292.

http://www.aapcc.org
http://www.aapcc.org
http://www.1-800-222-1222.info/poisonHelp.asp
http://www.poisonprevention.org
http://www.poisonprevention.org
http://www.phppo.cdc.gov/phtn/child-env
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending March 9, 2002, with
historical data

* No rubella cases were reported for the current 4-week period yielding a ratio for week 10 of zero (0).
† Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point

where the hatched area begins is based on the mean and two standard deviations of these 4-week totals.
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TABLE I. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 9, 2002 (10th Week)*

Anthrax - - Encephalitis: West Nile† 5 -
Botulism: foodborne 5 5 Hansen disease (leprosy)† 6 19

infant 11 18 Hantavirus pulmonary syndrome† - 2
other (wound & unspecified) 3 - Hemolytic uremic syndrome, postdiarrheal† 18 18

Brucellosis† 12 11 HIV infection, pediatric†§ 31 30
Chancroid 9 8 Plague - -
Cholera - - Poliomyelitis, paralytic - -
Cyclosporiasis† 20 32 Psittacosis† 8 2
Diphtheria - - Q fever† 4 -
Ehrlichiosis: human granulocytic (HGE)† 11 16 Rabies, human - -

human monocytic (HME)† 1 4 Streptococcal toxic-shock syndrome† 8 19
other and unspecified - - Tetanus 2 5

Encephalitis: California serogroup viral† 8 1 Toxic-shock syndrome 20 28
eastern equine† - - Trichinosis 2 4
Powassan† - - Tularemia† 5 3
St. Louis† - - Yellow fever - -
western equine† - -

Cum. Cum. Cum. Cum.
2002 2001 2002 2001

-:No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).
†
Not notifiable in all states.

§
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention
(NCHSTP). Last update February 24, 2002.
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N: Not notifiable. U: Unavailable. -: No reported cases. C.N.M.I.: Commonwealth of Northern Mariana Islands.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).
† Chlamydia refers to genital infections caused by C. trachomatis.
§ Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update

March 3, 2002.

TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
 (10th Week)*

UNITED STATES 6,546 7,142 119,586 137,698 335 306 193 177 10 7

NEW ENGLAND 213 194 4,049 4,195 11 8 12 16 - 1
Maine 1 3 236 235 - - - 1 - -
N.H. 4 12 274 220 2 - - 2 - -
Vt. 4 9 140 114 1 3 - 1 - -
Mass. 137 116 1,979 1,612 2 2 5 12 - 1
R.I. 23 22 509 574 3 1 2 - - -
Conn. 44 32 911 1,440 3 2 5 - - -

MID. ATLANTIC 1,403 2,616 10,142 12,973 30 44 15 18 - -
Upstate N.Y. 75 516 1,949 1,877 7 8 14 9 - -
N.Y. City 874 1,720 4,975 5,095 18 24 - 1 - -
N.J. 269 214 562 1,929 - 2 1 8 - -
Pa. 185 166 2,656 4,072 5 10 N N - -

E.N. CENTRAL 671 457 18,170 26,956 102 110 65 36 - -
Ohio 156 69 3,008 7,481 34 22 12 13 - -
Ind. 85 44 2,652 2,840 11 10 6 6 - -
Ill. 333 230 5,006 7,950 11 8 16 8 - -
Mich. 66 97 5,950 5,458 20 21 13 3 - -
Wis. 31 17 1,554 3,227 26 49 18 6 - -

W.N. CENTRAL 105 116 5,121 7,294 23 10 24 17 3 -
Minn. 20 27 1,448 1,639 9 - 8 8 3 -
Iowa 23 15 461 590 3 3 8 2 - -
Mo. 36 37 1,822 2,572 7 4 4 3 - -
N. Dak. - 1 37 190 - - - - - -
S. Dak. 1 - 391 345 2 - 1 1 - -
Nebr. 12 18 - 717 - 3 - - - -
Kans. 13 18 962 1,241 2 - 3 3 - -

S. ATLANTIC 2,041 1,634 24,038 26,776 78 54 30 24 5 4
Del. 46 37 470 577 - - 1 - - -
Md. 255 129 2,771 2,801 4 5 - - - -
D.C. 87 165 623 575 1 3 - - - -
Va. 160 175 2,853 3,237 1 3 2 3 - 1
W. Va. 13 10 430 429 1 - - 1 - -
N.C. 155 77 3,728 3,832 9 8 6 13 - -
S.C. 148 159 2,554 3,798 1 - - 1 - -
Ga. 476 187 4,686 5,756 41 23 17 3 4 3
Fla. 701 695 5,923 5,771 20 12 4 3 1 -

E.S. CENTRAL 278 336 9,639 9,293 17 4 3 7 - -
Ky. 31 51 1,574 1,619 1 - - - - -
Tenn. 133 110 3,145 2,948 5 - 3 4 - -
Ala. 57 94 3,145 2,404 10 2 - 3 - -
Miss. 57 81 1,775 2,322 1 2 - - - -

W.S. CENTRAL 752 590 19,892 20,606 4 6 - 20 - -
Ark. 35 45 1,191 1,685 2 2 - - - -
La. 192 175 3,536 3,371 1 2 - - - -
Okla. 35 35 1,675 1,880 1 1 - 3 - -
Tex. 490 335 13,490 13,670 - 1 - 17 - -

MOUNTAIN 208 239 7,419 8,029 19 18 15 10 1 1
Mont. 4 3 442 285 - - 2 - - -
Idaho 4 5 411 390 5 2 1 2 - -
Wyo. 1 - 159 139 - - - - 1 -
Colo. 35 53 914 2,460 6 10 2 4 - 1
N. Mex. 7 18 1,055 1,228 - 3 2 - - -
Ariz. 92 81 2,268 2,328 4 1 3 4 - -
Utah 13 21 1,131 166 2 2 3 - - -
Nev. 52 58 1,039 1,033 2 - 2 - - -

PACIFIC 875 960 21,116 21,576 51 52 29 29 1 1
Wash. 86 113 2,632 2,500 10 U 5 3 - -
Oreg. 92 38 1,220 1,147 7 6 7 1 1 1
Calif. 686 798 16,042 16,667 34 46 16 21 - -
Alaska 2 2 570 465 - - - - - -
Hawaii 9 9 652 797 - - 1 4 - -

Guam 1 4 - - - - N N - -
P.R. 166 156 - 815 - - - - - -
V.I. 46 1 - 33 - - - - - -
Amer. Samoa U U U U U U U U U U
C.N.M.I. 2 U 25 U - U - U - U

Shiga Toxin Positive,
AIDS Chlamydia† Cryptosporidiosis  O157:H7  Serogroup non-O157

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.
Reporting Area 2002§ 2001 2002 2001 2002 2001 2002 2001 2002 2001

Escherichia coli
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N: Not notifiable. U: Unavailable. - : No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).

UNITED STATES 1 2 2,074 53,401 65,033 304 309 1 4

NEW ENGLAND - - 198 1,229 1,146 26 9 - 1
Maine - - 30 13 28 1 - - -
N.H. - - 11 20 23 4 - - -
Vt. - - 18 21 18 2 - - -
Mass. - - 67 692 471 13 9 - 1
R.I. - - 18 174 149 - - - -
Conn. - - 54 309 457 6 - - -

MID. ATLANTIC - - 424 4,722 6,564 50 49 - -
Upstate N.Y. - - 147 1,047 1,274 27 8 - -
N.Y. City - - 186 2,151 2,241 16 15 - -
N.J. - - - 382 919 4 20 - -
Pa. - - 91 1,142 2,130 3 6 - -

E.N. CENTRAL 1 1 441 9,422 13,679 35 49 - -
Ohio 1 1 167 1,730 3,952 24 18 - -
Ind. - - - 1,214 1,257 6 5 - -
Ill. - - 72 2,994 4,203 - 17 - -
Mich. - - 145 2,998 3,083 2 3 - -
Wis. - - 57 486 1,184 3 6 - -

W.N. CENTRAL - - 208 2,422 3,152 9 4 - -
Minn. - - 68 466 545 6 - - -
Iowa - - 45 134 185 1 - - -
Mo. - - 62 1,336 1,533 2 4 - -
N. Dak. - - - - 8 - - - -
S. Dak. - - 10 50 40 - - - -
Nebr. - - - - 270 - - - -
Kans. - - 23 436 571 - - - -

S. ATLANTIC - - 354 14,248 17,196 83 103 - 1
Del. - - 10 298 314 - - - -
Md. - - 19 1,465 1,651 16 27 - -
D.C. - - 11 524 582 - - - -
Va. - - 16 1,735 1,844 4 8 - -
W. Va. - - 3 179 87 1 3 - 1
N.C. - - - 2,768 3,180 10 16 - -
S.C. - - 3 1,508 3,114 2 1 - -
Ga. - - 115 2,616 3,167 29 25 - -
Fla. - - 177 3,155 3,257 21 23 - -

E.S. CENTRAL - 1 49 5,524 6,173 12 15 1 -
Ky. - 1 - 611 679 1 - - -
Tenn. - - 19 1,776 2,041 6 8 - -
Ala. - - 30 2,060 2,005 5 6 1 -
Miss. - - - 1,077 1,448 - 1 - -

W.S. CENTRAL - - 12 9,139 10,268 15 7 - -
Ark. - - 12 771 1,095 1 - - -
La. - - - 2,294 2,353 - 1 - -
Okla. - - - 718 936 14 6 - -
Tex. - - - 5,356 5,884 - - - -

MOUNTAIN - - 214 1,960 1,922 43 52 - 1
Mont. - - 9 26 15 - - - -
Idaho - - 5 18 18 1 1 - -
Wyo. - - 1 14 13 1 - - -
Colo. - - 73 669 688 10 9 - -
N. Mex. - - 23 210 209 9 9 - -
Ariz. - - 42 612 610 17 32 - 1
Utah - - 33 86 18 3 - - -
Nev. - - 28 325 351 2 1 - -

PACIFIC - - 174 4,735 4,933 31 21 - 1
Wash. - - 38 592 548 - - - -
Oreg. - - 93 178 201 22 - - -
Calif. - - - 3,755 4,000 - 15 - 1
Alaska - - 17 120 52 1 1 - -
Hawaii - - 26 90 132 8 5 - -

Guam - - - - - - - - -
P.R. - - - - 225 - - - -
V.I. - - - - 5 - - - -
Amer. Samoa U U U U U U U U U
C.N.M.I. - U - 3 U - U - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Haemophilus influenzae,
Invasive

Escherichia coli Age <5 Years
Shiga Toxin Positive, All Ages, Serotype

Not Serogrouped Giardiasis Gonorrhea All Serotypes B
Cum. Cum. Cum. Cum. Cum. Cum.  Cum. Cum. Cum.

Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 2001
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N: Not notifiable. U: Unavailable. -: No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).

UNITED STATES 52 60 2 5 1,501 2,522 988 1,179 250 1,048

NEW ENGLAND 5 4 - - 76 89 28 25 4 14
Maine - - - - 3 1 - 1 - -
N.H. - - - - 3 2 3 3 - -
Vt. - - - - - 2 2 1 4 3
Mass. 3 4 - - 37 34 22 4 - 11
R.I. - - - - 4 3 1 4 - -
Conn. 2 - - - 29 47 - 12 - -

MID. ATLANTIC 6 8 - - 167 256 196 274 63 504
Upstate N.Y. 3 - - - 32 31 17 13 13 10
N.Y. City 3 3 - - 79 83 127 125 - -
N.J. - 1 - - 13 107 22 92 48 481
Pa. - 4 - - 43 35 30 44 2 13

E.N. CENTRAL 4 10 - - 166 647 143 118 19 65
Ohio 3 2 - - 54 52 21 25 1 4
Ind. 1 - - - 9 8 4 3 - -
Ill. - 6 - - 46 485 8 7 1 20
Mich. - - - - 43 87 110 83 17 41
Wis. - 2 - - 14 15 - - - -

W.N. CENTRAL 1 - 1 1 61 107 38 37 82 248
Minn. 1 - - - 4 3 2 1 - -
Iowa - - - - 19 9 5 5 1 -
Mo. - - 1 1 12 34 26 23 81 246
N. Dak. - - - - - - - - - -
S. Dak. - - - - 2 1 - 1 - -
Nebr. - - - - - 17 - 4 - 1
Kans. - - - - 24 43 5 3 - 1

S. ATLANTIC 14 17 - 2 446 346 292 266 20 17
Del. - - - - 2 1 1 4 3 1
Md. - 1 - - 81 48 25 24 3 4
D.C. - - - - 20 7 2 2 - -
Va. 1 3 - - 9 27 20 16 - -
W. Va. - - - - 3 - 6 1 - -
N.C. 1 1 - 2 68 23 36 49 3 4
S.C. - - - - 11 9 5 - 1 2
Ga. 6 6 - - 61 137 133 123 1 1
Fla. 6 6 - - 191 94 64 47 9 5

E.S. CENTRAL 4 2 - 1 35 57 30 83 24 16
Ky. - - - - 13 6 7 13 1 1
Tenn. 2 1 - - - 30 - 26 7 12
Ala. 2 - - 1 7 19 12 24 2 -
Miss. - 1 - - 15 2 11 20 14 3

W.S. CENTRAL 4 1 - - 22 441 48 54 1 148
Ark. - - - - 9 16 23 17 - 1
La. - - - - 3 19 - 21 1 65
Okla. 4 1 - - 9 35 1 16 - 1
Tex. - - - - 1 371 24 - - 81

MOUNTAIN 10 7 1 1 144 181 77 106 16 12
Mont. - - - - 5 4 1 1 - -
Idaho - - - - - 22 - 4 - 1
Wyo. - - - - 2 1 5 - 4 2
Colo. 1 - - - 25 23 17 20 9 2
N. Mex. 4 3 - 1 4 5 9 32 - 5
Ariz. 4 4 - - 80 87 34 34 - -
Utah - - - - 11 13 5 4 - -
Nev. 1 - 1 - 17 26 6 11 3 2

PACIFIC 4 11 - - 384 398 136 216 21 24
Wash. - - - - 19 9 9 14 2 4
Oreg. 3 - - - 27 3 25 4 6 1
Calif. - 10 - - 335 375 101 193 13 19
Alaska 1 - - - 3 10 1 1 - -
Hawaii - 1 - - - 1 - 4 - -

Guam - - - - - - - - - -
P.R. - - - - 1 18 - 35 - 1
V.I. - - - - - - - - - -
Amer. Samoa U U U U U U U U U U
C.N.M.I. - U - U - U 4 U - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Haemophilus influenzae, Invasive

Age <5 Years Hepatitis (Viral, Acute), By Type

Non-Serotype B Unknown Serotype A B C; Non-A, Non-B
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 2001
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N: Not notifiable. U: Unavailable. -: No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).
† Of 37 cases reported, 26 were indigenous and 11 were imported from another country.

UNITED STATES 118 138 57 76 625 818 168 222 1 37†

NEW ENGLAND 5 2 7 7 30 126 9 19 - 4
Maine - - 1 - - - 1 - - -
N.H. 1 - 2 - 10 2 4 - - -
Vt. - 1 - - 1 1 - - - 1
Mass. 2 1 1 5 16 45 - 9 - 3
R.I. - - - - 3 - - - - -
Conn. 2 - 3 2 - 78 4 10 - -

MID. ATLANTIC 17 30 8 10 470 570 35 53 - 2
Upstate N.Y. 6 5 3 3 331 149 7 5 - 1
N.Y. City - 3 2 3 20 6 18 29 - -
N.J. 1 4 - 2 23 107 6 12 - -
Pa. 10 18 3 2 96 308 4 7 - 1

E.N. CENTRAL 44 45 10 11 11 24 14 39 - 2
Ohio 28 17 6 1 11 4 7 4 - -
Ind. 3 3 - - - - - 7 - -
Ill. - 8 - 3 - 3 - 10 - 2
Mich. 13 11 2 5 - - 6 11 - -
Wis. - 6 2 2 U 17 1 7 - -

W.N. CENTRAL 4 10 1 2 9 6 16 5 - 2
Minn. 1 1 - - 2 4 7 1 - -
Iowa - 2 - - 3 - 2 1 - -
Mo. 2 4 1 1 4 2 4 3 - 2
N. Dak. - - - - - - - - - -
S. Dak. 1 - - - - - - - - -
Nebr. - 2 - - - - - - - -
Kans. - 1 - 1 - - 3 - - -

S. ATLANTIC 27 18 8 8 75 61 53 48 1 3
Del. 3 - - - 5 4 1 1 - -
Md. 5 6 1 1 47 51 19 16 - 3
D.C. - 1 - - 3 2 2 4 - -
Va. 2 2 - 1 - 2 3 8 - -
W. Va. N N - 1 - - - - - -
N.C. 3 2 1 - 5 2 5 1 - -
S.C. 2 - 2 - 1 - 2 1 - -
Ga. 3 2 3 2 - - 11 10 - -
Fla. 9 5 1 3 14 - 10 7 1 -

E.S. CENTRAL 2 8 3 4 1 2 3 8 - -
Ky. 1 2 - 1 - 2 - 2 - -
Tenn. - 2 2 2 1 - 1 3 - -
Ala. 1 2 1 1 - - 1 3 - -
Miss. - 2 - - - - 1 - - -

W.S. CENTRAL - 2 2 9 2 16 2 3 - 1
Ark. - - - 1 - - - - - -
La. - 1 - - 1 1 2 1 - -
Okla. - - 2 - - - - 1 - -
Tex. - 1 - 8 1 15 - 1 - 1

MOUNTAIN 11 5 5 5 5 - 7 12 - 1
Mont. 1 - - - - - - 1 - -
Idaho 2 - - - - - - 1 - 1
Wyo. 3 - - - - - - - - -
Colo. 2 3 1 1 2 - 2 6 - -
N. Mex. 1 - - 1 1 - - 1 - -
Ariz. - 1 3 1 2 - 2 1 - -
Utah 2 - 1 - - - 2 1 - -
Nev. - 1 - 2 - - 1 1 - -

PACIFIC 8 18 13 20 22 13 29 35 - 22
Wash. - 4 1 - - - 1 1 - 15
Oreg. N N 1 2 1 1 - 2 - 2
Calif. 8 14 11 18 21 12 25 29 - 3
Alaska - - - - - - 1 1 - -
Hawaii - - - - N N 2 2 - 2

Guam - - - - - - - - - -
P.R. - 2 - - N N - - - -
V.I. - - - - - - - - - -
Amer. Samoa U U U U U U U U U U
C.N.M.I. - U - U - U - U - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Measles
Legionellosis Listeriosis Lyme Disease Malaria Total

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 2001



222 MMWR March 15, 2002

N: Not notifiable. U: Unavailable. - : No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).

UNITED STATES 324 713 45 29 779 1,048 645 1,066

NEW ENGLAND 28 41 2 - 137 135 99 79
Maine 2 - - - 3 - 5 12
N.H. 3 3 2 - 1 14 1 1
Vt. 3 3 - - 23 17 21 19
Mass. 17 24 - - 110 99 28 20
R.I. 2 - - - - - 4 8
Conn. 1 11 - - - 5 40 19

MID. ATLANTIC 32 81 6 2 60 76 103 155
Upstate N.Y. 12 16 2 1 50 49 82 89
N.Y. City 4 15 1 1 5 7 5 1
N.J. 5 32 1 - - - - 22
Pa. 11 18 2 - 5 20 16 43

E.N. CENTRAL 48 74 6 2 109 138 2 8
Ohio 23 22 3 1 76 95 1 -
Ind. 9 1 - - 8 3 1 1
Ill. - 18 1 1 11 8 - -
Mich. 11 21 2 - 13 14 - 3
Wis. 5 12 - - 1 18 - 4

W.N. CENTRAL 24 38 4 1 113 32 44 56
Minn. 4 - - - 26 - 5 12
Iowa 5 11 - - 43 5 5 12
Mo. 11 16 2 - 28 17 1 3
N. Dak. - - - - - - - 8
S. Dak. 2 2 - - 5 2 16 10
Nebr. - 2 - - - - - -
Kans. 2 7 2 1 11 8 17 11

S. ATLANTIC 60 118 6 2 64 41 296 330
Del. 1 - - - 1 - 3 -
Md. 1 16 1 1 11 10 38 67
D.C. - - - - - - - -
Va. 5 12 1 1 15 6 88 64
W. Va. - 3 - - 1 1 22 21
N.C. 8 26 1 - 10 10 87 95
S.C. 10 6 1 - 18 5 11 9
Ga. 9 22 2 - - 6 47 41
Fla. 26 33 - - 8 3 - 33

E.S. CENTRAL 17 45 4 - 27 25 22 111
Ky. 2 7 1 - 8 8 3 2
Tenn. 5 15 1 - 18 11 14 106
Ala. 9 17 1 - 1 3 5 3
Miss. 1 6 1 - - 3 - -

W.S. CENTRAL 16 158 3 1 70 4 21 216
Ark. 7 7 - - 5 2 - -
La. 2 28 - 1 - - - 2
Okla. 6 11 - - 7 1 21 12
Tex. 1 112 3 - 58 1 - 202

MOUNTAIN 31 30 2 4 114 492 23 50
Mont. 1 - - - 2 3 - 5
Idaho - 3 1 - 12 111 - -
Wyo. - - - 1 1 - 1 15
Colo. 10 11 - 1 66 113 - -
N. Mex. - 5 - 2 18 11 - 1
Ariz. 10 6 - - 9 249 22 29
Utah 4 2 1 - 5 5 - -
Nev. 6 3 - - 1 - - -

PACIFIC 68 128 12 17 85 105 35 61
Wash. 11 20 - - 53 12 - -
Oreg. 15 2 N N 12 2 - -
Calif. 39 101 12 10 18 83 17 37
Alaska 1 1 - - 2 - 18 24
Hawaii 2 4 - 7 - 8 - -

Guam - - - - - - - -
P.R. - 1 - - - 1 13 20
V.I. - - - - - - - -
Amer. Samoa U U U U U U U U
C.N.M.I. - U - U - U - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Meningococcal
Disease Mumps Pertussis Rabies, Animal

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001
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N: Not notifiable. U: Unavailable. - : No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).

UNITED STATES 52 14 - 1 - - 4,157 4,565

NEW ENGLAND - - - - - - 235 283
Maine - - - - - - 39 11
N.H. - - - - - - 7 17
Vt. - - - - - - 9 15
Mass. - - - - - - 120 194
R.I. - - - - - - 5 11
Conn. - - - - - - 55 35

MID. ATLANTIC 4 1 - 1 - - 424 726
Upstate N.Y. - - - 1 - - 110 105
N.Y. City - - - - - - 176 168
N.J. - - - - - - 48 275
Pa. 4 1 - - - - 90 178

E.N. CENTRAL 3 2 - - - - 714 607
Ohio 3 - - - - - 256 173
Ind. - 1 - - - - 44 39
Ill. - 1 - - - - 237 189
Mich. - - - - - - 115 111
Wis. - - - - - - 62 95

W.N. CENTRAL 4 3 - - - - 318 249
Minn. - - - - - - 48 85
Iowa - - - - - - 53 29
Mo. 4 3 - - - - 162 62
N. Dak. - - - - - - - 1
S. Dak. - - - - - - 17 18
Nebr. - - - - - - - 17
Kans. - - - - - - 38 37

S. ATLANTIC 39 5 - - - - 1,170 1,035
Del. - - - - - - 9 13
Md. 8 1 - - - - 99 115
D.C. - - - - - - 14 15
Va. 1 - - - - - 81 99
W. Va. - - - - - - 5 3
N.C. 26 4 - - - - 182 186
S.C. 3 - - - - - 63 83
Ga. - - - - - - 338 312
Fla. 1 - - - - - 379 209

E.S. CENTRAL 2 2 - - - - 234 256
Ky. - - - - - - 30 43
Tenn. 2 1 - - - - 79 62
Ala. - 1 - - - - 85 101
Miss. - - - - - - 40 50

W.S. CENTRAL - - - - - - 94 489
Ark. - - - - - - 45 34
La. - - - - - - 1 88
Okla. - - - - - - 46 20
Tex. - - - - - - 2 347

MOUNTAIN - 1 - - - - 310 262
Mont. - - - - - - 4 8
Idaho - 1 - - - - 17 10
Wyo. - - - - - - 8 11
Colo. - - - - - - 88 70
N. Mex. - - - - - - 45 30
Ariz. - - - - - - 83 90
Utah - - - - - - 27 28
Nev. - - - - - - 38 15

PACIFIC - - - - - - 658 658
Wash. - - - - - - 26 44
Oreg. - - - - - - 53 10
Calif. - - - - - - 529 528
Alaska - - - - - - 12 8
Hawaii - - - - - - 38 68

Guam - - - - - - - -
P.R. - - - - - - 9 146
V.I. - - - - - - - -
Amer. Samoa U U U U U U U U
C.N.M.I. - U - U - U 1 U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Rubella
Rocky Mountain Congenital
Spotted Fever Rubella Rubella Salmonellosis

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001
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N: Not notifiable. U: Unavailable. - : No reported cases.
*Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).

UNITED STATES 2,086 2,374 692 806 448 638 43 26

NEW ENGLAND 42 32 29 31 1 2 9 1
Maine 2 - 6 5 - - - -
N.H. 2 - 12 4 - - - -
Vt. - - 1 5 1 2 9 1
Mass. 34 26 10 17 - - - -
R.I. - - - - - - - -
Conn. 4 6 - - - - - -

MID. ATLANTIC 98 313 116 151 21 35 11 17
Upstate N.Y. 20 80 60 49 21 34 11 17
N.Y. City 60 90 30 56 U U - -
N.J. - 86 17 40 - - - -
Pa. 18 57 9 6 - 1 - -

E.N. CENTRAL 288 350 103 196 25 37 9 8
Ohio 167 77 39 49 - - 1 -
Ind. 11 51 5 - 25 37 8 8
Ill. 62 119 1 69 - - - -
Mich. 32 66 58 65 - - - -
Wis. 16 37 - 13 - - - -

W.N. CENTRAL 178 254 31 53 59 8 4 -
Minn. 22 113 4 - 24 - 4 -
Iowa 13 35 - - - - - -
Mo. 30 56 14 25 1 1 - -
N. Dak. - 8 - 2 - 1 - -
S. Dak. 95 3 3 2 1 - - -
Nebr. - 14 - 5 - 3 - -
Kans. 18 25 10 19 33 3 - -

S. ATLANTIC 884 331 158 144 290 433 10 -
Del. 3 2 - 1 3 - - -
Md. 99 21 19 12 - - - -
D.C. 7 9 3 - 4 2 8 -
Va. 188 15 11 32 - - - -
W. Va. 2 3 - 3 6 10 - -
N.C. 49 82 38 22 - - - -
S.C. 10 14 8 1 41 59 2 -
Ga. 373 89 49 42 100 155 - -
Fla. 153 96 30 31 136 207 - -

E.S. CENTRAL 131 164 27 22 38 86 - -
Ky. 29 56 4 9 3 9 - -
Tenn. 14 19 23 13 35 76 - -
Ala. 50 36 - - - 1 - -
Miss. 38 53 - - - - - -

W.S. CENTRAL 66 417 12 100 2 26 - -
Ark. 23 64 - - 2 8 - -
La. 4 44 - - - 18 - -
Okla. 38 1 11 14 - - - -
Tex. 1 308 1 86 - - - -

MOUNTAIN 83 130 100 81 12 10 - -
Mont. - - - - - - - -
Idaho 2 5 1 1 - - - -
Wyo. 1 - 3 1 6 - - -
Colo. 21 27 65 49 - - - -
N. Mex. 11 27 31 24 6 10 - -
Ariz. 34 59 - 5 - - - -
Utah 7 4 - 1 - - - -
Nev. 7 8 - - - - - -

PACIFIC 316 383 116 28 - 1 - -
Wash. 11 37 16 - - - - -
Oreg. 27 3 - - - - - -
Calif. 265 334 85 16 - - - -
Alaska 1 1 - - - - - -
Hawaii 12 8 15 12 - 1 - -

Guam - - - - - - - -
P.R. - 6 - - - - - -
V.I. - - - - - - - -
Amer. Samoa U U U U - - U U
C.N.M.I. - U - U - - - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Streptococcal Disease, Streptococcus pneumoniae, Streptococcus pneumoniae,
Shigellosis Invasive, Group A Drug Resistant, Invasive Invasive (<5 Years)

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001
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N: Not notifiable. U: Unavailable. - : No reported cases.
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date).
† Updated from reports to the Division of STD Prevention, NCHSTP.

UNITED STATES 936 1,000 2 88 1,065 1,667 36 57

NEW ENGLAND 13 4 - - 47 59 3 4
Maine - - - - - - - -
N.H. - - - - 1 4 - -
Vt. - - - - - 1 - -
Mass. 8 1 - - 18 30 2 4
R.I. 2 - - - 7 5 - -
Conn. 3 3 - - 21 19 1 -

MID. ATLANTIC 78 80 - 13 234 271 6 21
Upstate N.Y. 5 3 - 9 23 35 1 4
N.Y. City 47 48 - - 176 123 5 2
N.J. 22 11 - 4 - 71 - 15
Pa. 4 18 - - 35 42 - -

E.N. CENTRAL 196 162 - 17 164 159 7 3
Ohio 35 13 - 1 32 32 3 1
Ind. 9 29 - 2 17 15 1 -
Ill. 50 57 - 12 79 71 - 1
Mich. 99 57 - 2 30 26 2 1
Wis. 3 6 - - 6 15 1 -

W.N. CENTRAL 5 20 - 1 68 57 - 4
Minn. 2 11 - - 34 32 - -
Iowa - - - - - 9 - -
Mo. 3 5 - - 29 10 - 4
N. Dak. - - - - - - - -
S. Dak. - - - - 5 1 - -
Nebr. - - - - - 5 - -
Kans. - 4 - 1 - - - -

S. ATLANTIC 228 357 - 24 184 288 8 10
Del. 3 3 - - - - - -
Md. 16 55 - 1 17 20 - 3
D.C. 10 7 - 1 - 16 - -
Va. 7 28 - - 7 25 - 1
W. Va. - - - - 6 7 - -
N.C. 66 86 - 2 41 21 - 1
S.C. 25 52 - 7 18 21 - -
Ga. 30 43 - 5 25 62 5 3
Fla. 71 83 - 8 70 116 3 2

E.S. CENTRAL 125 111 - 5 93 107 - -
Ky. 12 9 - - 17 14 - -
Tenn. 48 59 - 2 32 23 - -
Ala. 49 23 - 2 34 50 - -
Miss. 16 20 - 1 10 20 - -

W.S. CENTRAL 139 139 2 15 15 284 - 4
Ark. 6 11 - 2 4 21 - -
La. 26 24 - - - - - -
Okla. 13 16 - 1 11 6 - -
Tex. 94 88 2 12 - 257 - 4

MOUNTAIN 42 37 - 3 32 67 3 2
Mont. - - - - - - - 1
Idaho 1 - - - - 3 - -
Wyo. - - - - 1 - - -
Colo. - 3 - - 5 17 2 -
N. Mex. 6 4 - - 7 8 - -
Ariz. 33 25 - 3 12 20 - -
Utah 2 4 - - 5 3 1 -
Nev. - 1 - - 2 16 - 1

PACIFIC 110 90 - 10 228 375 9 9
Wash. 11 13 - - 38 31 - -
Oreg. 4 2 - - 12 12 2 -
Calif. 94 72 - 10 142 296 7 8
Alaska - - - - 16 9 - -
Hawaii 1 3 - - 20 27 - 1

Guam - - - - - - - -
P.R. - 71 - 1 - 11 - -
V.I. - - - - - - - -
Amer. Samoa U U U U U U U U
C.N.M.I. 2 U - U 11 U - U

TABLE II. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending March 9, 2002, and March 10, 2001
(10th Week)*

Syphilis Typhoid
Primary & Secondary Congenital† Tuberculosis Fever
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum.

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001
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NEW ENGLAND 436 325 65 27 10 9 63
Boston, Mass. 154 109 23 10 5 7 24
Bridgeport, Conn. 28 20 4 2 2 - 2
Cambridge, Mass. 22 16 4 2 - - -
Fall River, Mass. 35 31 3 1 - - 6
Hartford, Conn. U U U U U U U
Lowell, Mass. 21 15 2 3 1 - 3
Lynn, Mass. 12 11 1 - - - 1
New Bedford, Mass. 27 23 4 - - - 5
New Haven, Conn. 26 19 3 3 1 - 6
Providence, R.I. U U U U U U U
Somerville, Mass. 4 4 - - - - 1
Springfield, Mass. 35 24 6 3 - 2 4
Waterbury, Conn. 16 9 4 3 - - 2
Worcester, Mass. 56 44 11 - 1 - 9

MID. ATLANTIC 2,291 1,598 461 161 36 34 154
Albany, N.Y. 60 43 10 5 2 - 4
Allentown, Pa. 21 20 1 - - - 2
Buffalo, N.Y. 116 84 22 9 1 - 26
Camden, N.J. 35 24 5 4 - 2 6
Elizabeth, N.J. 28 19 4 5 - - -
Erie, Pa. 55 42 9 2 1 1 1
Jersey City, N.J. 44 32 8 4 - - -
New York City, N.Y. 1,195 824 265 74 14 18 50
Newark, N.J. U U U U U U U
Paterson, N.J. 33 23 7 2 1 - 5
Philadelphia, Pa. 367 223 88 39 10 6 15
Pittsburgh, Pa.§ 33 27 5 1 - - 4
Reading, Pa. 18 16 1 1 - - 3
Rochester, N.Y. U U U U U U U
Schenectady, N.Y. 31 25 5 1 - - 6
Scranton, Pa. 45 31 6 6 1 1 5
Syracuse, N.Y. 161 127 16 6 6 6 24
Trenton, N.J. 28 18 8 2 - - 1
Utica, N.Y. 21 20 1 - - - 2
Yonkers, N.Y. U U U U U U U

E.N. CENTRAL 2,204 1,524 451 153 37 39 175
Akron, Ohio 50 40 7 3 - - 7
Canton, Ohio 35 34 1 - - - 8
Chicago, Ill. 402 235 99 47 9 12 29
Cincinnati, Ohio U U U U U U U
Cleveland, Ohio 134 89 33 6 1 5 6
Columbus, Ohio 234 159 50 15 5 5 20
Dayton, Ohio 158 117 29 10 1 1 15
Detroit, Mich. 222 141 52 17 5 7 21
Evansville, Ind. 59 40 15 3 1 - 5
Fort Wayne, Ind. 74 57 15 1 - 1 7
Gary, Ind. 25 17 7 1 - - 1
Grand Rapids, Mich. 69 51 6 8 3 1 3
Indianapolis, Ind. 222 156 47 16 2 1 15
Lansing, Mich. 43 31 8 4 - - 10
Milwaukee, Wis. 129 90 29 5 2 3 8
Peoria, Ill. 62 51 10 1 - - 4
Rockford, Ill. 59 44 10 3 1 1 8
South Bend, Ind. 69 48 12 8 - 1 4
Toledo, Ohio 81 63 12 2 3 1 3
Youngstown, Ohio 77 61 9 3 4 - 1

W.N. CENTRAL 729 510 137 44 17 21 62
Des Moines, Iowa 63 45 14 2 - 2 5
Duluth, Minn. 42 34 7 1 - - 5
Kansas City, Kans. 33 24 7 1 1 - 1
Kansas City, Mo. 89 61 17 6 2 3 9
Lincoln, Nebr. 42 30 8 2 2 - 6
Minneapolis, Minn. 46 36 5 2 1 2 4
Omaha, Nebr. 118 91 15 8 1 3 9
St. Louis, Mo. 126 73 28 12 6 7 8
St. Paul, Minn. 73 49 15 4 3 2 7
Wichita, Kans. 97 67 21 6 1 2 8

S. ATLANTIC 1,474 958 310 129 40 36 130
Atlanta, Ga. 170 94 41 21 2 12 -
Baltimore, Md. 305 174 68 43 9 11 53
Charlotte, N.C. 124 93 24 3 3 1 18
Jacksonville, Fla. 150 104 33 8 4 1 21
Miami, Fla. 116 83 22 9 1 1 5
Norfolk, Va. 63 42 9 3 7 2 -
Richmond, Va. 76 45 20 7 2 2 3
Savannah, Ga. 48 36 6 3 1 2 3
St. Petersburg, Fla. 84 60 10 8 3 3 5
Tampa, Fla. 229 154 48 18 7 1 20
Washington, D.C. 99 65 27 6 1 - 2
Wilmington, Del. 10 8 2 - - - -

E.S. CENTRAL 793 569 146 46 19 11 77
Birmingham, Ala. 223 158 45 13 6 - 23
Chattanooga, Tenn. 83 63 12 2 4 1 7
Knoxville, Tenn. 73 54 13 5 - 1 3
Lexington, Ky. 79 51 16 9 2 1 8
Memphis, Tenn. U U U U U U U
Mobile, Ala. 132 98 25 4 2 3 7
Montgomery, Ala. 42 35 4 2 - 1 7
Nashville, Tenn. 161 110 31 11 5 4 22

W.S. CENTRAL 995 703 196 60 18 17 99
Austin, Tex. 96 64 22 8 1 1 15
Baton Rouge, La. 105 77 20 5 1 2 3
Corpus Christi, Tex. 55 36 12 2 2 3 7
Dallas, Tex. U U U U U U U
El Paso, Tex. 85 59 16 8 1 1 9
Ft. Worth, Tex. 130 93 25 5 5 2 15
Houston, Tex. U U U U U U U
Little Rock, Ark. 81 55 16 7 2 1 4
New Orleans, La. 38 27 6 1 2 1 -
San Antonio, Tex. 261 193 48 14 3 3 24
Shreveport, La. 25 20 3 2 - - 6
Tulsa, Okla. 119 79 28 8 1 3 16

MOUNTAIN 1,084 771 193 69 26 24 97
Albuquerque, N.M. 138 99 16 15 4 4 12
Boise, Idaho 44 36 5 3 - - 2
Colo. Springs, Colo. 81 59 11 7 3 1 4
Denver, Colo. 118 81 24 7 2 4 11
Las Vegas, Nev. 267 182 60 16 5 4 28
Ogden, Utah 36 25 5 3 1 2 3
Phoenix, Ariz. 49 25 13 7 3 - -
Pueblo, Colo. 20 13 6 - 1 - 3
Salt Lake City, Utah 126 89 21 10 5 1 15
Tucson, Ariz. 205 162 32 1 2 8 19

PACIFIC 1,829 1,329 331 104 33 32 184
Berkeley, Calif. 18 14 1 1 - 2 1
Fresno, Calif. 165 125 30 6 2 2 13
Glendale, Calif. 11 8 2 1 - - 2
Honolulu, Hawaii 95 73 15 5 1 1 12
Long Beach, Calif. 62 46 9 4 - 3 9
Los Angeles, Calif. 280 176 68 22 10 4 18
Pasadena, Calif. 33 26 6 1 - - 6
Portland, Oreg. 187 128 39 11 5 4 15
Sacramento, Calif. 230 183 32 10 2 3 21
San Diego, Calif. 196 137 39 12 4 4 25
San Francisco, Calif. U U U U U U U
San Jose, Calif. 186 149 28 5 2 2 26
Santa Cruz, Calif. 39 31 6 2 - - 6
Seattle, Wash. 121 75 28 11 4 3 8
Spokane, Wash. 67 58 7 1 - 1 9
Tacoma, Wash. 139 100 21 12 3 3 13

 TOTAL 11,835¶ 8,287 2,290 793 236 223 1,041

TABLE III. Deaths in 122 U.S. cities,* week ending March 9, 2002 (10th Week)

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

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

weeks.
¶ Total includes unknown ages.

All Causes, By Age (Years) All Causes, By Age (Years)

All P&I† All P&I†

Reporting Area Ages >65 45-64 25-44 1-24 <1 Total Reporting Area Ages >65 45-64 25-44 1-24 <1 Total
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