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CONTRA COSTA
HEALTH SERVICES

Contra Costa Health Plan
COMMUNITY PROVIDER NETWORK MEETING

1350 Arnold Drive, Conference Room #103, Martinez

Tuesday, January 26,2010 7:30 AM to 9:00AM

Continental Breakfast will be served

L Call to order J. Tysell, MD

11 Approval of Minutes J. Tysell, MD

II.  Children with Special Needs G. Hamilton, MD
o CCS Y. Baybayan, PHN
¢ Regional Center East Bay/changes B. Jacobs, FNP

IVv. Medical Director’s Report J. Tysell, MD
e HEDIS

e Provider Bulletin

V. Flu Update B. Jacobs, FNP
V1.  Provider Concerns J. Tysell, MD
VII. Adjourn J. Tysell, MD

Next Meeting — April 27, 2010

Please RSVP: Provider Relations (925) 313-9500



CONTRA COSTA HEALTH PLAN

Community Provider Network -- Central/East County

Meeting Minutes — January 26, 2010

Attending:
T. Kaji, MD; Beverly Jacobs, FNP; Terri Lieder, MPA; Gretchen Graves, MD; Juan O’Meany, PA;
Jasbir Rana, MD; Edward Risgalla, MD;

Guests: Yodeillie Baybayan, PHN; Gwen Hamilton, MD

Discussion

Action

Accountable

Meeting called to order at 7:35 am.

T. Kaji, MD

IL

Approval of Minutes: Minutes approved as submitted.

T. Kaji, MD

Children with Special Needs
« CCS
A.
*Overview of agency and responsibilities
*Brief history of program
‘Financial responsibilities
-Physicians and institutions
Sanctioned by CCS
Scope of services
B.
‘Referral process/procedure
-Financial eligibility
‘Eligibility conditions
» Regional Center East Bay/changes
‘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

Y. Baybayan, PHN

Y. BayBayan, PHN
G, Hamilten, MD

B. Jacobs, PHN

Flu Update:

‘More HINT available if provider needs additional supply. Apply
through Internet or contact B. Jacobs.

‘No new HINI cases hospitalized this past week

B. Jacobs, FNP

Provider Bulletin:

Contents reviewed and importance of several issues discussed
particularly pending changes in recording BMI, notation of excerise,
and where to note this information on PM160. This is a new HEDIS
requirement.

T. Kaji, FNP

VL

Provider Concerns:
None

T. Kaji, MD

VIL

Adjourn:
Meeting adjourned at 9:00 am

T. Kaji, MD

Next meeting — April 27, 2010
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What Is The Geneticaily :m:&nmﬁvmn_
Persons Program (GHPP)?

The GHPP is a State funded program which
coardinates care and helps pay for medical costs of
persons with the following conditions:

-, - Hemophilia and certain other hereditary
bleeding conditions

-, . Cystic Fibrosis
- - Sickle Cell Disease and Thalassemia

- . Huntington's Disease, Fredreich's Ataxia and
Joseph's Disease

- - Selected hereditary metaholic disorders
including Phenylketonuria {PKU)

-~ Von Hippel Lindau Disease
What Are The Goals Of The Program?

To help each client achieve the best level of health
and functioning possible through:

- - early identification and enroliment in the
program

-, . prevention and treatment services from highly
skitled comprehensive center teams

- -.ongoing care in the home community provided
by qualified physicians and other health
professionals

u

Who Is Eligible?

Anyone with an eligible GHPP condition who is a
rasident of California may apply. Those under 21
may be eligible to receive care through the
California Children Services Program. All clients
must complate an application-and may be required
to apply to Medi-Cal.

What Services are Covered?

Program benefits authorized by GHPP include the
fallowing, if medically necessary:

- - Special Care Center services, including
comprehensive evaluation and development of
treatment plan

Iomu:m_: inpatient and outpatient medical
services including x-ray, laboratory, and other
diagnostic services

-. -, Physician/dental services

-, . Prescription medications, food supplements,
blood products, oxygen, and medical supplies

.. Physical therapy. occupational therapy, and
speech therapy

... Psychosocial services, and referrals

- - Prosthetic and orthopedic appliances, durable
medical equipment

- - Certain home health agency services

All services, except emergency care, covered by
GHPP must be authorized prior to the service being
provided.

Who Can Provide These Services?

.. GHPP approved Special Gare Centers which
are teams of medical, nursing, social work, and
other health professionals with expertise in the
care of GHPP eligible conditions.

- - (GHPP approved private specialists and
community physicians working in cooperation
with the approved Special Care Center team.

GHPP approved hospitals and many other
providers.

What Advantages Does The Program
Offer Persons Covered By Insurance,
Medicare or Medi-Cal?

- - GHPP promotes high quality, coordinated
medical care through case management
services which assure collaboration between
the comprehensive Special Care Center team
and local physicians.

- - GHPP refers clients to appropriate medical
specialists and other health care providers in
the clent's community to provide services
recommended by the Center.

- .. GHPP pays for medical care in case of loss of
private heaith insurance or Medi-Cal due to
change in employment or income.

- - GHPP often pays for medical services not fully
covered by other plans.

- -~ GHPP protects families, who are self-
supporting, from undue financial hardship at
times of unusual heavy medical expenses.
GHPP makes it possible for seif-employed and
part-time workers without private health
insurance coverage to work and continue 1o
receive essential medical care.

Does GHPP Cover The Entire Cost Of
Medical Care For All Clients?

No. Some services are not benefits of GHPP. For
example, long term care in a facility when patients
can no tonger be cared for by family members at
home and experimental drugs or treatment are not
GHPP benefits.

GHPP pays for services at rates set by the State,
Health care providers may not get paid the
full-billed amount. When GHPP authorizes a
service, the authorized provider must accept the
GHPP rate as payment in full and cannot bill the
client for the balance.



CARE
Parent
Network

Family Support,
Resources, and Training
for Families of Children

with Special Needs

925-313-0999
800-281-3023

ﬁ>=m PARENT Zmﬂ.S..OEA

Qur Services:

¢ One-to-One Peer Support
% Mentor Parent Program
¥ Support Groups

¢ Quarterly Zmém_mﬁm_,

¥ Browsing Library

% Resource Directories

% Customized Inforrmation Packets
¥t Helping Families to Find Services
¥ Information on Specific Disabilities
E

b e
#
%
%
P e

Information for Families >Uo£
California’s Early Start Program
Training for Community Agencies and
Professionals

Early Education Council

Community Qutreach

Inclusion Resources

% Quarterly dco_,_ajo_um
* Internet Access
% Transition Resource Center

¢ Parent Liaison to hm_:no_,:_m Children
Services (CCS)

7 Care Notebooks (organizing tools for
children’s records)

How Can You
Contact Us?

CARE Parent Network Serves
Contra Costa County

We are located at:
1340 Arnold Drive, #115
Martinez, CA 94553

Website:
www, careparentnetwork.org

Phone: 925-313-0999 or
800-281-3023

Fax: 925-370-8651

Email: careofarc@aol.com

We believe that children reach
their full potential when parents,
professionals, and the
community work together in
partnership to enable families to
successfully meet the special
needs of their child.



CARE
Parent
Network

Family Support,
Resources, and Training
for Families of Children

with Special Needs

925-313-0999
800-281-3023

CARE PARENT NETWORK

Our Services:

% One-to-One Peer Support
“ Mentor Parent Program
¥ Support Groups

Quarterly Newsletter

Browsing Library

Resource Directories

Customized Information Packets
Helping Families to Find Services
Information on Specific Disabilities

Information for Families About
California’s Early Start Program
Training for Community Agencies and
Professionals

Early Education Council

Community Qutreach

Inclusion Resources

P X R R

Parent Equcation:
¥ Quarterly Workshops

% Internet Access

¢ Transition Resource Center

Health Care Information:

ﬂw Parent Liaison to California Children

Services (CCS)
#% Care Notebooks (organizing tools for
children’s records)

How Can You
Contact Us?

CARE Parent Network Serves
Contra Costa County.

We are located at:
1340 Arnald Drive, #115
Martinez, CA 94553

Website:
www.careparentnetwork.org

Phone: 925-313-0999 or
800-281-3023

Fax: 925-370-8651

Email: careofarc@aol.com

We believe that children reach
their full potential when parentis,
professionals, and the
community work together in
partnership fo enable families to
successfully meet the special
needs of their child.
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CONTRA COSTA
HEALTH SERVICES

as personas son aten |da por orden de Ilegada Por favor llegue lo mas
temprano posible porgue no se aceptan clientes cuando la clinica esta llena. La
época del afio cuando estamos méas ocupados es de Agosto a Septiembre. Las
vacunas no se dan durante el embarazo en ninguna clinica (excepto /a vacuna de
Ja gripe). Las clinicas de vacunas estan cerradas durante los dias festivos. Solo
dmero efectivo o cheques - no se acepta credito o tarjetas de ATHM.

1-800-246-2494

No necesita cita en estas climcas

Richmond Departamento de Salud Pablica

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 Pdablica

2311 Loveridge Rd., Pittsburg
Todos los Miércoles, 1:00 - 4:30 p.m.

Concord Departamento de Salud Piblica

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



Costo de Vactnag  iectivo 1712010y

DTaP or DT Hib

Td Meningococo

Tdap MMR

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

Hepatitis B Varicela Chickenpox

$15.00 | Polio (inyectable)
Flu/Gripe (para adulto)-----------~--

Hepatitis A ----------- $ 70.00 (cada dosis) | MMR =-----=—-==smmmmnmm- ---% 80.00

Hepatitis B ----------~ $ 65.00 (cada dosis) | MeningoCOCO --=-============nr=nn=- $140.00
HPV (edades 19-26 afias)-$140.00 (cada dosis) | ppneumococcal (para adulto)

varicela «----==--s---- $12000 (cada dosis) Herpes Z0Sster-(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:

o Todocs los menores de 14 afios de edad deben venir acompafiados por uno de
iospadres, apoderado legal o {a persona autorizada por los padres.

B o Nifios de 14 a 17 afios de edad que no estén acompafiados por un adulto, deben

' de tener un consentimiento firmado por los padres, apoderado legal o persona

autorizada por los padres

La persona que firme el consentimiento debe indicar en el mismo su parentezco

con nifio y el nimero de teléfono a donde se les pueda localizar




La fey de Callffornia requiere, que cuanda los nifios se registren en las escuelas de California, tienen que tener, o deben obtener
las siguientes vacunas {con algunas excepciones dependiendo de |z edad, creencias religiosas o por razones médicas}):

VACUNAS REQUERIDAS PARA INGRESAR A LA ESCUELA

POLIO 4 désis 3 dosts cumplen con el requisito si por o
menos recibid una dosis después def cuario
cumpleaiios.

DIFTERIA - TETANOS - TOS FERINA (DTP)

Menores de 6 aftos 5 dosis Cuatro dosis cumplen con el reguisito si la
(Requieren la vacuna conira fa Tas Ferina) pero... {iltima daosis se administrd después de los 4

DTP/DTaP o cuaiquier combinacién de DTP/DTaP con anos de edad. :
DT ¢ Td (Tétanas y Difteria)

Mayores de 7 afios 4 dosis 3 désis llenan los requisitos para las edades de
(No requieren la vacuna contra la Tas Ferina) PEFD... 7 a 17 afios si por lo menos una dosis fue dada

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

SARAMPION, SARAMPION ALEMAN, PAPERAS - MMR 102 Debe darse en el primer afio o después del

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

HEPATITIS B 3 dosis Requerida para entra af kinder durante el mes
de Agosto de 1997 o después y para todos los
nifios que entren al 7o. grado el 1 de Juiio de
1999 o después.

VARICELA 1 dosis Requerida para todos los nifios que entran a

kinder, nifios de 18 meses y mayores. Como
alternativa se acepta documentacién del
poroveedor médico indicando que el nifio tuve
varicela.’

(1) Para nifios mayores de 7 afios se recamienda la vacuna contra las Paperas, pero no es obligaterio.
(2) Una segunda dosis de la vacuna MMR (Sarampion, sarampidn aleman, paperas) es un requisito legal para

ingresar al kinder y para ingresar al 7 grado.

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

Edad del nifip Vacunas y nimero de dosis requeridas
Menos de 2 meses Ninguna
2 a 3 meses ) 1 Polio, 1 DTaP (v DTP), 1 Hib,y 1 Hep B
4 a 5 meses 2 Polio, 2 DTaP (o DTP), 2 Hib, y 2 Hep B
6 a 14 meses 2 Polio, 3 DTaP (o DTP)y 2 Hiby 2 Hep B
15 a 17 meses 3 Polie, 3 DTaP (¢ DTP) y 2 Hep B
1 Hib
Una de MIMR es requerida al afie de edad o después
18 meses a 4 afios 3 Poli, 4 DTaP (o DTF), 3 Hep By 1 Hib
1 MMR es requerida al afio de edad o después.
J,a vacupa de varicela g5 reqaisito en nifios mayores de 18 meses . Conzo alternativa se acepta
documsentacién de un proveeder de salud indieando que el nifio tuvo varicela.

=¥ DOCUMENTACION: Todcs los estudiantes qus entren a ma escuela guarderia o programa de apr
presentar una prueba por escrito del doctor o clinica de innmmizaciones, indicando
cambiando de escuela pueden presentar 1z doswmentacién de la escusla anterior,

fechas de vacunas recibidas,

recibio cada vacuna; si la vacuna MMR y Hib fie recibida en el mes del primer cumpleafios, debe indicarse el mes, dia v afio.

endizaje en California deben
Los estudiantes que se esién
Esta documentacién debe indicar el mes y el afio en que se



Plan Recomendado de Vacunas Durante la Infancia

Al nacer

2 meses de edad ————mmmmm—

4 meses de edad —------———-
8 meses de edad ——erm—m-mem
6-18 meses de edad -——-
6 meses -- 18 afios de edad-

12-15 meses de edad -—-----—

1-2 afios de edad —----wemm——

4 - 6 afos de edad ----———
(ingreso a ia escueia)

11-12 afios de edad —-—---—-—-

Primera dosis Hep B

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

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

Gripe (durante la temporada de la gripe)

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

Hep A (dos dosis 6 a 12 meses aparia)

Quinta dosis contra DTap, cuarta desis contra Polio,
Segunda dosis MMR, Varicela

Tdap refuerzo, Meningococcal,
HPV (3 series de dosis para ninas)

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

Servicios de salud de contra costa recomiendan obtener las vacunas con el medico 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
Sarampion, paperas y sarampién aleman

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

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

Para informacion acerca de las vacunas recomendadas para adolescents y -
Adultos, visite www.cdc.gov/vaccines

st -
CONTRA COSTA
HEALTH SERVICES




CONTRACOSTA

HEALTH SERVICES

Clients are seen on a first come, first served basis. Please come early, 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.

Brenwogd PuthHeaml

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

Pittsburg Public Health

9311 Lovernidge Road, Pittsburg
Wednesdays, 1:00 - 4:30 p.m.

Concord Public Health

2355 Stanwell Circle, Concord
Fridays, 1:00 - 4:30 p.m.
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Polio (injectable)
- Hepatitis A |
Hepatitis B

HPV

$ 70.00 (each dose; -
Hepatitis B ************ $ 65.00: (eaich dose) .

THPV(HQES ig 25 years) '“$14‘O OO (each dose) :4
' ,Varicella ~~~~~~ ez $120000 esch os)

“|"Meningotoccal =~ 7
: ,_MMR
I Pneumococcal (Pedlatr;c)

- | Rotavirus .

Varicella- Ch/ckenpax

4 Flu -

_For trave} !mmumzations cail 925 313 6488

| ‘-:',',,Unaccompanled children 14 17 years ‘must. ha\)e :
_7;5|gned by thel parent !egal guard an.or. authqh_ze':

R .the1r relatlonshlp to the chlid and glve a phone

1 reached

rhber where they can 'be‘
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California law requires, that at the fime of enrollment in California schools, children must have or mustebtain:
the following immunizations {with some exceptions based on age, religious belief, or medical reasons): )

r TMMUNIZATIONS REQUIRED FOR SCHOOL ENTRY, {-12 )
POLIO 4 But... 3 doses meet reguirement if At [e85t one dose was - ' -
dosas given on or after the. 4% bithday. . -~ . -~ — ST
DIPHTHERIA, TETANUS, AND PERTUSSIS e o ' S S S i K
Age 6 years and under (Pettussis is required} 5 4 doses meet reguirements for @ges 4-6 if at leastone_. . .- .
DTaP or DTP, or any combination of CTaP/DTP with DT - |—doses. | dosewas given on or.after the 4% birthday, - o
or Td (Tetanus and Diphtheria) - | -but.. - ST : -
Age 7 years and older {Pertussis is not required) - 4 3 doses meg};_fgqﬁ"ﬁfgrﬁé_ntjqr ages 7-17-’- \?ears if at least
Td, DT, DTaP, DTP, Tdap or any combination of - doses one dose was given on or after the 2™ pirthiday. If last:
these o but... dosewas given before the 27 hirthday, one more (Td or:
S Tdap) dose is requited. - - T LRI
MEASLES, MUMPS, RUBELLA (MMR) | 1orz | Masthe given onof after the st birthday. -
Given together as one injection doses ’ :
(2)
HEPATITIS B 3 “Réquired for all children entefing kmdergartenono
| doses 8/97, and ali children entering 7™ grade on or after.
SR I 2 EY 1T T T A S D
VARICELEA " jidose | Réguired for ail‘¢hildren entering kindergarten; 18 - .
N 1 months of age'and older ot as an alterhative; provider
|. decumentation of chickénpox disease. - ST

(1) Mumpsis recommended but not regitired for children over age 7 e
(2) Asecond dose of MMR is_legally required at kindergarten entry and 7t grade entry.

MMUNIZATIONS REQUIRED FOR DAY CARE-CENTERS, PRESCHOOLS, HEADS
FAMILY DAY CARE HOMES, AND.CALWORKS ELIGIBILL

Age of Child Number of doses required”

Under 2 MONENS..osresenecenrs veresees .| -Nonereguaired s - s -

2-3 MONtAS.camreerereins e s | 1 Polio, 1 DTaP (or DTP), L-Hiband L HepB = °
4-5 months.......coieeee Veezananers Desearsice 2 Paolio, 2 DTaP (or DTP), 2 Hib and 2 Hep BT ’
6-14 months..ein. e v erenraa 2 Polio, 3.DTaP(or DTR),.2 Hib and 2 Hep B

B | 3 Polio, 3 DTaP (or DTP) and-2-Hep B
1517 MONERS.crrersreeersecses e |-LHib At ARV Bge T
: 1 MMR is needed-on or

after the 1st birthday
| 3 Polio, 4 DTaP (or DTF), 3 Hep 8, L Hib
18 months through 4 years...e— | 1 MMR given on or after thg it birthday .
1 Varicella required for all children 18 m
‘provider documentation of chickenpoX

&/ hOCUMENTATION: All pupils entering schools, day care, preschool, heatlstarts o famil
present a written immunization record froi a hezlth care provids}r.-s-‘l‘-rat‘:ijsfe’ﬁ'st'ad'e;_‘_l i it HHE-Caliform
School Immunization Record (the biue card) from their prior schooi. The record must w themonth and year .

for each vaccine received, and month, day, and year for MMR-and Hib -if recelved in the month.of the first. birthda




- Recommended Schedule of Childhood Immunizations
_ “ - t"Hepd T it
ist DTaP, Palio, Hib, PnuCon Rotavirus, ' W 8
2nd Hep B _

-2nd DTaP Poho th PnuCon Rotavxrus

3rd DTaP H|b HepB PnuCon Rotawrus

5" | “3rd-Potic .

6 months - 18 years Olde-eemmrimmmes | Flu (’dur"ing ﬂU'season)

_12-15 months old — : | dst MMR Varlcel]a (chlckenpox)
' % ' al 4th Hib' DTaP' PnuCon

172 years old-- - - - : Hep A (2 doses 6 12 months apart)

5th DTaP 4th Poho -

__;an MMR Var .
14212 years old---srremie 'Tdap booster Memngococcal _ R D
' : LT HPV (3 dose serles for glrls) L e |

= HepatmsAvac P
-- Pediatric Pneumococcal conjuga‘ce Vaccme IR
Rotawrus wvaccingl, et LT

- 'Tetanus, Dlphthena Pertussls vactme S
Meningococcal con;ugate;vacc:me fj AR
Human Papﬂiomav rus ifaccme

Contra Costa Health Ser\nces recommends that [mmumzatlons be obtamed fromh ohe's”
_prlvate doctor whenever p0551ble (schedules in prlvate practlce may. differ. sllghtly)




CS207330-A

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

Variceila™

Vaceine ¥ Age b 7-10 years 11-12 years 13-18 years
Tetanus, Diphtheria, Pertussis’ SR Tdap :
........... s e _ Range of
Human Papillomavirus® see footnote 2 i PV S doges) o re:milmer;ldeu
. ages for al
; 3 BEREE ¥ o5 ARSI children except
Menlngococcal .......................... gy certein high-risk
5
infiugnzat growp
Pneumococcal® .
nerssssenstiressatbarrrans e Rang
i AB regommended
Hepatifis A ages for
catch-up
immunization
9 Range of
Measles, Mumps, Rubellam. recommended

ages for certain
high-risk groups

This schadule includes recommendations in effect as of December 15, 2009,
Any dose nat administered at the recommended age should be administered ata
subsequent visii, when indicated and feasible. The use of a combination vaccine
generaily is preferred over separate injections of its equivalent component VACCines.
Considerations should include provider asssssment, patient preference, and
the potential for adverse events. Providars should consult the relevant Advisory

1. Tetanus and diphtheria toxoids and aceliular pertussis vaccine (Tdap).

(Minimum age: 10 years for Boosfrix and 11 years for Adacel)

« Adminisier at age 11 or 12 years for those who have compiefed the recom-
mended childhood DTP/DTaP vaccination series and have not received a
tetanus and diphtheria toxoid {Td} booster dose.

= Parsons aged 13 through 18 years whe have not received Tdap should receive
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,

2. Human papitlomavirus vaccine (HPV}. (Minimum age: 9 years}

= Two HPV vaccines are licensed: a quadrivalent vacelne (HPV4) for the pre-
vention of cervical, vaginal and vuivar cancers (in famales) and genital warts
{in farnales and males), and a bivalent vaccine (HPV2) for the prevention of
cervical cancers in females.

« HPV vaccines are most effective for both males and females when given
before exposure to HPV through sexual contact.

« 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.

» Administsr the first dose to fermales at age 11 or 12 years.

« Administer the second dose 1 to 2 months after the flrst dose and the third
dose 6 months aftar the first dose {at least 24 weeks after the first dose).

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

» HPV4 may be administered in a 3-dose seties fo males aged @ ihrough 18
years to reduce their likelihood of acquiring genital warts.

3. Meningococcal conjugate vaccine (MCV4).

» Administer at age 11 or 12 years, or at age 13 through 18 years if nol previ-
ausly vaccinated.

« Administer to previously unvaccinated college freshmaen living in a
darmitory.

s Administer MCV4 to chiltdren aged 2 through 10 years with persistent comple-
ment compenent deficiency, anatornic or functional asplenia, or certain other
conditions placing them at high risk.

« Administer 1o chifdren previously vaccinated with MCV4 or MPSV4 whe
remain at increased risk after 3 years (if first dose administered at age 2
through & years) or after 5 years (if first dose administered at age 7 ysars or
older}, Persons whose only risk factor is living in on-campus housing are not
recommendad fo recelve an additional dose. See MMWR 2009,58:1042-3.

Committee on Immunization Practices staiement for detailed recommendations:
http/fwwwcde. gov/vaccines/pubs/acip-list.htm, Clinically significant adverse
events that foliow immunization should be reported fo the Vaccine Adverse Event
Reporting System (VAERS) at bitp:/www.vaers.hhs.gov or by telephone,
800-822-7867.

4. Influenza vaccine (seasonal).

= Administer annually to children aged 6 months through 18 years.

« For healthy nonpregnant persons aged 7 through 18 years (i.e., those who
do not have underlying medical conditions that predispose them fo influenza
complications), either LAIV or TIV may be used,

+ Administer 2 doses (separated by at least 4 weeks) fo children aged younget
than 9 years who are receiving influeniza vaccine for the first time or who were
vaccinated for the first time during the previous influenza season but onty
received 1 dose. ]

« For recommendations for use of influanza A (H1N1) 2009 monovalent vaccine.
See MMWR 2009;58(No. RR-10).

5. Pneumococcal polysaccharide vaccine (PPSV},

« Agminister 1o children with certain underlying medical cenditions, including a
cochlear implant. A single revaccination should be administered after 5 years
to children with functiona! or anatomic asplenia or an immunocompromising
condition. See MMWHE 1957;46(No, RR-8).

6. Hepatiiis A vaccine (HepA).

« Administer 2 doses at least 6 months apari.

 HepA is recommended for children aged older than 23 months who live in areas
whare vaccination programs farget older children, who are at increased risk for
infection, or for whom immunity against hepatiifis A is desired.

7. Hepatitis B vaccine (HepB).

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

* A 2-dose series (ssparated by at least 4 menths) of adult formulation
Recombivax 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 after the jourth
birihday and at least 6 months following the previous dose.

= [f both OPY and IPV were administered as part of a serfes, a iotal of 4 doses
should he administered, regardiess of the child’s current age.

9. Wieasles, mumps, and rubeila vaceing (MMR}).

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

who have received only 1 doge, with at least 28 days between doses.
10. Varicella vaccine.

= For persons aged 7 through 18 years without avidence of immunity (see
MAMWR 2007;55{No. RR-4]), administer 2 doses if not previously vaccinafed
or the second dose if only 1 dese has been administered.

= For persons aged 7 through 12 years, the minimum interval between doses
is 3 months. 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 minimurn interval between doses
is 28 days.

The Recommended Immunization Schedules for Persons Aged { through 18 Years are approvad by the Advisory Commitise on immunization Practices
{htipsfiwww.cde.govivaccines/recs/acip), the American Academy of Padiatrics (hitp:/fwwaw.aap.org), and the American Academy of Family Physicians {http/Avww.aafp.org).

Department of Heaith and Human Services ¢ Gentsrs for Disease Gonirol 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 caich-up schedule

1 i 2 i A

Vaccine ¥V Age b

12 0 15 ; 18 i 1923 ! 23 | 46

Henatitis B i
Rotavirus®

Diphtheria, Tetanus, Pertussis®

Birth month months months months

Range of
resommanded
ages for all

Hasmophilus inflenzee type b*

Pneumoceccal®

Influenza”

Measles, Mumps, Rubella®

Varicella®

Hepatitis A™®

Meningococoal ™!

children excont
certan high-risk
groups

Range of
recommended
ages for certain

B
see foolnote high-risk groups

see fostnote®

This schedule includes recommendations in effect as of December 15, 2008.
Any dose not administersed at the recommended age should be administered at a
subsequent visit, when indicated and feasible. The use of a combination vaccine
generally is preferrad over ssparate injections of its equivalent component vaccines.
Considerations should include provider assessment, patient preferencs, and
the potential for adverse events. Providers shoutd consult the rzlevant Advisory

1. Hepatitis B vaccine {HapB). (Minimum age: birth)

At birth:

+ Administer monovalent HepB io all newborns before hospital discharge.

= if mother is hepafitis B surface antigen (HBsAg}-positive, administer HepB
and 0.5 mlL of hepatifis B immune globulin (HBIG) within 12 hours of birth.

e 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 jater than age 1 week).

After the birth dose:

= The HepB series should be completed with either monovalent HepB or a com-
hination vaceine containing HepB. The second dose should be administered
at age 1 or 2 months. Monovalent HepB vaccine should be used for doses
administered before age § waeka. The final dose should be administered no
earlier than age 24 weeks.

= Infants born fo HBsAg-postiive mothers should be tested for HBsAg and
ansbody to HBsAg 1 to 2 monihs after completion of at least 3 doses of the
HepB series, at age 9 through 18 months (generally at the next well-child
visit},

= Administration of 4 doses of HepR fo infanis is permissible when a combina-
fion vaccine containing HepR is administersd after the birth dose. The fourth
dose should bs administared no earlier than age 24 weeks.

2. Rotavirus vaccine {RV). (Minimum age: 6 weeks)

» Administer the first dose at age 6 through 14 weeks (maximum age: 14
weelks 5§ days). Vaccination should not be Initiated for infants aged 15 weeks
0 days cr oider.

= The maximum aga for the fina! dose in the series is 8 months 0 days

« If Rotarix is administered at ages 2 and 4 months, a dose at 6 months is not
indicated.

3. Diphtheria and tetanus toxolds and acellular pertussis vaccine (DTaP).

{Minimum age: 6 weeks) ’

« The fourth dose may be administerad as early as age 12 months, provided
at least 6 months have slapsed since the third dose.

« Administer the final dose in the series at age 4 through 6 years.

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

{Minirnum age: 6 weeks)

« |t PRP-OMP (PedvaxHIB or Comvax [HepB-HIb]) is administered at ages 2
and 4 months, a dose at age 8 months is not indicated.

o TriHIBit {DTaP/Hib) and Hizerix (PRP-T) should not be used for doses at ages
2, 4, or 6 months for the primary series but can be used as the final dose in
children aged 12 months through 4 years.

5, Prneumococcal vaccine. (Minimurm age: 6 weeks for pneumnococcal conjugate
vaccine [PCV}; 2 vears for pneumococcal pdlyseccharide vaccine [PPSV])

« PGV is recommended for all children aged younger than 5 ysars. Administer
1 dose of PCVY to all healthy children aged 24 through 59 months who are
nol compietely vaccinated for their age.

» Administer PPSV 2 or more months after last doss of PCV 1o children aged 2
years or older with certain underlying medical conditions, including a cochlear
implant, See MI{WR 1897;46{No. RR-8).

Commitiee on Immunization Practices staternent for detailed recommendations:
hitp://www.cde . govfvaccines/pubs/acip-list.htm, Clinically significant adverse
events that follow immunization should be reported t6 the Vaccine Adverse Event
Reporting System (VAERS) al hifp://www.vaers.hhs.gov or by telephone,
800-822-7967.

&. Inactivated potiovirus vaceine (IPV) (Minimum age: 8 weeks)

« The final dose in the series should be administerad on or after the fourth
hirthday and at least 6 months following the previous dose.

« |t 4 doses are administersd prior to age 4 years a fith dose should be agmin-
istered at age 4 through 6 years. Ses MMWR 2009;58(30):828-30.

7 Influenza vaceine {(seasonal). (Minimum age: 8 months for trivalent inacti-
vated infiuenza vaccine [TIV]; 2 years for live, attenuated influenza vaccine
ILAIV])

« Administer annually to children aged 6 months through 18 years.

« For healthy children aged 2 through 6 years {i.e., these who do not have under-
lying medicai conditions that predispose them to influenza complications},
either LAIV or TIV may be used, except LAIV shouid not be given to children
aged 2 through 4 years who have had wheezing in the past 12 months.

« Chitdren recelving TIV should receive 0.25 mk if aged 6 through 35 months
or 0.5 mL if aged 3 years or older.

» Administer 2 doses (separaied by &t least 4 weeks) fo children aged younger
than 9 years who ara receiving influsnza vagcing 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) 200% moenovalent vaccing
ses MMWR 2009;58(No. RR-10),

8. Measles, mumps, and rubeita vaccine (MMR), (Minimum age: 12 months)
« Administer the second dose routinely at age 4 through 6 years. However, the

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

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

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

» For chiidren aged 12 months through 12 years the minimum interval between
doses is 3 months. 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 age: 12 months}

+ Administer o all children aged 1 year {i.e., aged 12 through 23 monihs).
Adminisier 2 doses af least 6 months apart.

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

= HepA also is recommended for oldsr children who live in areas where vac-
cination programs targat oider children, who ara at increased risk for infection,
or for whom immunity against hepatitis A is desired.

1. Meningoceccal vaccine. (Minimum ags: 2 years for meningococcal conjugate
vaccine [MCV4] and for meningococeal polysaccharide vaccine [MPSV4])

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

o Administer MGV4 to children previousty vaccinated with MCV4 or MPSV4
after 3 years if first dose administerad at age 2 through 6 years, See MMWA
2009;58:1042-3,

£5207330-A

The Recommended Imrunization Schedules for Persons Aged 0 through 18 Years are approved by the Advisory Committee on immunization Practices
(hitp:fiwwnw.cde.govivaccines/recs/acip), the American Academy of Pediatrics (httpiwww.aap.org), and the American Acacemy of Family Physicians (http:vrwew.aafp.org).

Department of Health and Human Services = Cantars for Disease Control and Preventlon



Catch-up mmunization Schedule for Persons Aged 4 Months Through {8 Vears Who Start Late or Whe Are More Than 1 Month Behind—united States « 20410
The table below provides catch-up schedules and minimurm intervals between doses for children whose vaccinations have been delayed. A vaccing
series does not need to be restarted, regardiess of the time that has elapsed between doses. Use the section appropriate for the child's age.

PERSL A ) 4 * RO B AR
Vaoeine | + L Minimiim Age | F R e ' ~ " Minimuim interval Betwean Doses S PR T
= ] forDose1 | " " DoselioDose?2 e Dose 2 to Dosé 3 Dase 340 Dose 4 1 Dose 4toDose §
" . 8 weeks
1
Hepatits B Birth 4 wesks {and at least 16 weeks afier first dose)
Rotavirus? : & wks 4 weeks 4 weeks?
Diphthetia, Tetanus, Pertussls® 6 wks 4 weeks 4 weeks B months § months®
4 weeks 4 weeks®
if first dose administered i younger than age 12 months #f current age is younger than 12 monihs & weeks (s finat dosej
8 weeks {&s final dose) 8 weeks {as final dose}’ This dose only necessary
I N # firet dose administered at age 12-14 months i currert age is 12 months or older and fire! dose for children aged 12 manths
4
Haemophius fiflienzas type B B wits No further doses nesded administered at younger than age 12 months and through 58 months who
i first cose administared at age 15 months 4 oider second dose adminlstered at youngsr than 15 months raceivad 3 doses before
Wo further doses neaded age 12 monihs
if pravious dose administersd al age 15 months or older
4 weaks 4 wezeks .
; - ! & weeks {as final tdose}
if first dose administered &t younger than age 12 monins i current age is younger than 12 momhs “Trés dose only necessary
& weeks (as final dose for healihy chiidren) 8 weeks for children aged 12 manths
if first dose administered al age 12 months or pldar {as fingl d for healihy child through 59 months whe
5 £ gl dose for healihy © rens g
Preumosocsat & wis of Gurrent age 24 thraugh 58 monihs if current ge is 12 months or oider recelved 3 doses befora
Wo further doses neated Mo fLither doses needed ?igsi ;ﬁi{é‘;‘:ﬁh‘:}rggg
for healthy children 1f first dose for healihy chiidren if previous dose administered al age 3 doses at any age
adminkstered at age 24 months of older 24 manths or older ¥ ad
Inaciivaiet Poliovirus® & wks 4 weeks 4 weeks 8 months
Measies Mumps, Rubelia? 12 mos 4 waeks
Varicellaé 12 mes 3 months
Hepaiffis A% & months
) B "PERSONS AGED 7 THROLIGH 18 YEARS - '
4 weeks & o
i If first ciase: administerzd at youngar than age 12 months MONLRE
Ez::gﬂ:‘g:p:?zg:fpermssls‘ﬂ 7 yrs™® 4 weeks yound o if first dose administerad at
-U1p ' . & months younger than age 12 months
i first diose administerad &t 12 months or older
Human Fapiliomavirus! §yrs Ruuting osing intervats are recommended?
Hepaiiis A? 12 mos . & months
" . § weeks
1
Hepatiis B Births 1 weeks {and at least 16 weeks after firsi dose)
Inactivaied Foliovirus® G wks 4 weeks 4 weeks 6 mohths
Measles, Mumps, Aubalia’ 12 mos 4 yiseks
3 months
i f perscn is youngas thar age 13 years
Varicella! 12 mos 4 weeke
if person is aged 13 years of older

1. Hepatitis B vacecine (HepB).
« Administer the 3-dose series to those not previously vaccinated.
- A p-dose series (separated by at lzast 4 months) of adult formulation Recombivax
HB is licensed for children agad 11 through 15 years.

» A fourih dose is not necessary if the third dose was adminisiered at age 4 years
ar older and at least 6 months following the previous dose.

« Inihe first 6 months of life, minimum age and minimum iniervals are only recom-
mended if the person is at risk for imminent exposure 10 girculating poliovirus (i.e.,

2. Rotavirus vaccine (BRY).

» The maximum age for the first dose is 14 weeks 6 days. Vaceination should not be

initiated for infants aged 15 weeks 0 days or older.

sravel fo a polio-endemic region or during an outbreak).

7 Weasles, mumgps, and rubelia vaccine (MMR).

s Administer the second doss routinely ai aga 4 through 6 years. Howaver, the second
dose may ba administerad beicre age 4. provided ai least 28 days have elapsed
since the first dose.

+ The maximum age for the final dose in the series is 8 months 0 days.
¢ If Roiarix was administered for the first and second doses, a third dose Is not

indicated. « if not previously vaccinated, administer 2 doses with at least #8 days between
3. Diphtheria and tetanus toxoids and aceliular pertussis vaccine (DTaP). deses.
« ‘The fifth dose is not nacessary if the tourth dose was administerad at age 4years 8. Varicella vaccine.
or oider. e Administer the second dose routinely 2t age 4 through 8 years. However, the second

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

« Hib vaceine is not generally recommended for parsons aged 5 years or oider. No
efficacy data are available on which fo base a recommendation concerning use of
Hib vaccine for oider children and aduits. However, studies suggest good immu-
nogenicity in persons who have sickls cell dissase, lsukemia, or HIV infection, or after the first dose, it can be accepted as valid.
who havs had a splenaciomy; administering 1 dose of Hib vaccine to these persons = For persons aged 13 years and oldar, the minimurn interval between doses is 28
who have not praviously received Hib vaccine is not contraindicated, days.
£ the first 2 doses were PRP-OMP (PadvaxHIB or Comvax}, and administered at 9. Hepatitis A vaccine {HepA).
age 11 months or younger, the third {and final} dose should be administared ai « HepA is recommended for ehildren aged oider than 23 months who live in areas
age 12 through 15 months and at least 8 weeks after the second dose. where vaccination programs target oider children, who are at increased risk for

e 1f the first dose was administared at age 7 through 11 monifs, administer the second infection, or for whom immunity against hepatitis A Is desired.

dose at least 4 weeks later and a final dose at age 12 through 15 months, 40.Tetanus and diphtheria toxoids vacsine {Td) and tetanus
5, Pneumococcal vaccine. and diphtheria toxoids and aceliular pettussis vaccine (Tdap).
 Administer 1 doss of pheumococeal conjugate vaccine (PCV) o all healthy children e Doses of DTaP are counted as part of the Td/Tdap series
aged 24 through 59 months who have not raceived at least 1 dose of PCV on or  Tdap should be substituted for a single dose of Td in the catch-up series or as a
afier age 12 months. booster for childran aged 10 through 1B years; use Td for other doses.

« Forchildren aged 24 through 58 months with underlying medical conditions, admin- 1. Human papiliomavirus vaceine (HPV).

ister 1 dose of PCV if 3 doses were received previously or administer 2 doses of s Administer the saries to females at age 13 through 18 years if not previously
PCV at least 8 weeks apalt if fewer than 3 doses were received praviously. vaceinated.

=+ Administer pneumococcal polysaccharide vaccine {PPEV) to children aged 2 years » Use recommendad routine dosing intervals for series catch-up (i.e., the second and

or oldar with certain underlying medical conditions, including a cochiear implant, third doses shoutd be administersd at 1 to 2 and & months afier the first dose). The

minimurm intarval between the first and second doses is 4 weaks. The minimum

at least & weeks sfter the last dose of PCV. See MMWR 1987;45(No. RR-8).
6. Inactivated poliovirus vaccing (FV). interval between the second and third doses is 12 wegks, and the third dose should
» The final dose in the series should be administered on or after the fourth birthday be administered at least 24 weeks after the first dose,

and at ieast 8 months foliowing the previous dose.

dose may be adminisiered before age 4, provided at least 3 months have elapsed
since the first dose.

= For persans aged 12 months through 12 years, the minimum interval between
doses is 3 months. However, if the second dose was administered at |lsast 28 days

Infogrnation abaut reporting reactions after immunizaton is avaliable online at hitp:fireiw. vaers.hhs.gov or by telephons, 800-822- 7967, Suspecied cases of vacoine-preventable discases should be reportad 1o the state
or local health department. Agditional information, Including precautions and contraindications for immunization, (& available from the National Center for Immurnization and Pespiraiory Diseases al http:isnany.cde.govd
vaccines or telephone, B30-CDC-INFO {800-232-4838),

Depariment of Hsalth and Human Sarvices « Canters for Disease Cordrol 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 apged 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 usc of combination vaccines in
the introductory paragraph has been changed to refiect 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 bicthday and at least 6 months after the previous
dose. In addition, if 4 doses are administered before age
4 years, an addicional (ffch) dose should be administered
at age 4 through 6 years {3).

The hepatitis A footnote has been revised to allow vaccina-
dion of children older than 23 menths for whotn immunity
against hepatitis A is desired.

Revaccination with meningacoccal conjugate vaccine is
now recommended for children who remain at increased
risk for meningococcal disease after 3 years (if the frsc
dose was administered at age 2 through 6 years), or afrer
S years (if the first dose was administered at age 7 years
or older} (4).

Footnotes for human papillomavirus (HP'V) vaccine have
heen modified to include 1) the availability ofand recom-
mendations for hivalent HPV vaccine, and 2) a permissive
recommendation for administration of quadrivalent HPV
vaccine to males aged 9 through 18 years to reduce the
likelihood of acquiring penital warts (5},

The secommended imrmnizaion scheduics for persons aged 0 through 18 years atul
the catch-up immunization schedule for 2010 have been approved by the Advisory
Cammittee un Immunizition Pracrices, the Amerizin Acaderny of Pediatrics, and the
American Academy of Family Physieians,

Suggesied citation: Centers for Disease Control and Prevention, Recommended
immuntzation schedules for persons aged 0 through 18 years—United States, 2010,
MMBFR 20105805 1852).

"The Narional Childheod Vaccine Injury Act requires that

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 departmentsand from CDC
at htep:/ fwww.cde.govivaccines/ pubs/vis/default.hum.

Detailed recommendations for uging vaccines are avail-

able from ACIP statements {available at htrp://www.cdc.
gov/vaccines/pubs/ acip-list.htm} and the 2609 Red Book (6).
Guidance regarding the Vaccine Adverse Event Reporting
Systern form is available at http:// www.vaers.hhs.gov ar by
telephone, 800-822-7967.
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FIGURE 1. Recommended immunization schedule for persons aged 0 throtigh 6 years - United States, 2010
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This schedule inciudes recommendalions in effect as of December 18, 2008, Any dose
not administered al the recommended age should be administered at a subsequent
visil, when indicaled and feasible. The use of a combinzalion vaccine generally is
preferred over separats injections of its equivalent component vaceines, Conslderations
sheuld include provider assessment, palient preference, and Lhe potential for adverse

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

At birth:

« Administer monavalent HepB to all newborns hefore hospital discharge,

« i mother is hepatilis B surlace antigen (HBsAg)-positive, adminisier HepB and
0.5 mL of hepatitis B immune globulin (HBIG) within 12 hours of birlh.

« il molher's HBsAg status is unknown, administar HepB withln 12 hours of birlhk.
Detormine rnother's HBsAg status as soon as possible and, if HBsAg-positive,
administer HRIG (no later lhan age 1 weel).

Afler the birth dose:

» The HepB series should be completed with either menovalent HepB or a combina-
{ion vacuine containing HapB. The second dose should be administered at age
1 or 2 monihs, Menovalent HepB vaccine should be used for doses administered
hatore age 6 weeks. The final doss should be administered no earller than age
24 wagks.

Infants born to HBsAg-positive mothers should be tesled for HBsAg and antibody
to HBsAg 1 to 2 months after completion of at least 3 doses of the Hepb series,
at ags 9 threugh 18 months (generally al lhe next well-child visit),
Administration of 4 doses of HepB to infants is permissible when a combinalion
vaccine containing HepB [s administered alter the birth dose. The fourth dose
should be administered no earlier lhan ags 24 weeks,

2. Rotavirus vaccine [RV). (Minimum age: 6 wesks)

= Administer the first dose al age 8 lhrough 14 weeks {maximum age: T4 weeks
6 days), Vaccinalion should not be initiated far infanis aged 156 weeks 0 days
or older.

= Tha maximum age for the final dose in the series is & Inenths 0 days

« If Fotarix 1s adminislered at ages 2 and 4 months, a dose at 6 months is not
indicated.

3. Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP).

{Minimum age: 6 weeks)

» The fourth dose may be adminislered as early as age 12 months, provided at
leaslt & months have elapsed since the Lhird dose.

» Adminisler the final dese in the series at age 4 through 6 years.

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

{Minimum age: 6 weaks)

* [ PRP-OMP (PedvaxHiB or Comvax [HepB-Hib]) is administered at ages 2 and
4 months, 8 dose at age 6 monlhs s not indicated.

» TriHiBil (DTaP/Hib} and Hiberix (PRP-T) should not be used for doses at ages
2, 4, or 6 months for tha primary series but can be used as the final dose In
children aged 12 months through 4 years.

5. Pneumococeal vaceine. (Minimurn age: 6 weeks for pneumosoctal conjugale
vagecine [PCV]; 2 years for pneumococcal polysaccharide vaccine [PPSV]}

= PGV is recommended for all children aged younger than & yaars, Adminisier
1 dose of PCV to all healthy children agsd 24 through 59 monlhs who are ol
camplelaly vaccinaled {or their age,

« Administar PPSV 2 ar mora manths afler last dose of POV o children aged 2 years
or older with certain underlylng medical condilions, including a cochlear implant.
Sas MMWIR 1987,46{Np. RR-8}.

gvents. Providers should consult the relevant Advisory Commiliee on Immunization
Praclices statement for detailed recommendations: hilp:www.cde.govivaccines/ipubs/
acip-list him. Clinlcally significant adverse events that fallow immunizalion shoufd be
reported 1o the Vaccine Adverse Event Reporling Syslem {(VAERS) at hitp:/Awvww,
vagrs.hhs.gov or by lelephone, B00-B22-7967.

6. Inactivated poliovirus vaccine (IPY) (Minimum ade: 8 weeks}

» The final dose in the series should be adminlsterad on or after tha fourth birthday
and al least 8 months following the previous dose.

+ It 4 doses are administerad prior to age 4 years a fifth dose should be administered
at age 4 through 6 years. See MMWR 2009;58(30):829-30.

7. Influanza vaccine {seasanal). {Minimurm age: 8 months for trivalent inactivated
influenza vaccine [TIV]; 2 years for live, atenuated influsnza vaccine {LAIV])

» Administer annually io children aged 6 months through 18 years.

» Forhaalthy children aged 2 through & years (i.e., those who do not have underly-
ing medical conditions that predispose them to influenza complications), either
LA or TV inay be used, excapt LAY should not be given lo children aged
2 through 4 years who have had wheezing in the past 12 months.

« Ghildran raceiving T1V should receive 0.25 mL if aged 6 through 35 months or
0.5 mL if aged 3 years or older,

= Administer 2 doses (separatad by at least 4 wesks) to children aged younger than
9 yaars who are recalving Infilenza vacoing for lhe first Ume or who wers vaccinated
far the first time durlng the previous inlluenza season bul only received 1 dose.

« For recommendations for use of influgnza A {H1N1) 2009 monovaient vaccing
see MMWER 2009;58(No. RR-10),

8. Measles, mumps, and rubefla vaccine (MMR). (Minimum ags: 12 monins}

+ Adminlster the second dose routinely at age 4 through G years. Howsver, the
second dose may be administared before age 4, provided at least 28 days have
alapsed since the firsl desa,

9. Varicella vaccina. (Minimum age: 12 months)

= Adrminister the second dose routinely at age 4 lhrough 6 years. However, the
second dose may be administerad belorg age 4, provided al least 3 months have
elapsed since the Hrst dose. ’

= For chlidren aged 12 months through 12 years the minimuim inlerval between
doses is 3 months. Howsver, if he second dose was administered at least
28 days after Ihe firsl dose, it can be accepled as valid.

10. Hepatitis A vaccine (HepA). [Minimum age: 12 months}

+ Administer lo all children aged 1 year {i.e., aged 12 through 23 months). Administer
2 doses al ieast € months apart.

» Children not fully vaccinaled hy aga 2 years can be vaccinatad at subsequent
visils

« HepA also is recommended for older children who llve in areas whare vaccina-
tian programs target older children, who are at increased risk for infeclion, of for
whorn immunity againsl hepatitis A is desired.

11. Meningococeal vaccine. {Minimum age: 2 years for meningoceccal conjugale
vaucine [MGV4] and for meningococeal polysaccharide vaccine [MPSV4])

+ Administer MCV4 to children aged 2 through 10 years with persistent comple-
mant component deficiency, anatomic or funclional asplenia, and serlain other
condllions placing tharn al high risk.

« Administer MCV4 to children previously vaccinated with MCV4 ar MPSV4 after
3 years if lirst dose administered al age 2 through 6 years. See MMWR 2008;
58:1042-3.

The Recommendad Iitmunsization Scheduias lor Persons Aged O throught 10 Years aie approved by The Advisory Gommiltes on lmmunizalion Praciices
{hittp/fwww. cde.govivaccines/racs/acipg, the American Academy of Padiairics (htlp/fwww.aap.org), and he American Academy of Family Physicians (hitp/Avww.aaip.org).
Department of Healih and Human Services « Centers for BDisease Control and Pravention
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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 schedule [Table])

Vaccine ¥ Age b 7-10 years 11-12 years 13-18 years
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events. Providers should consult the relevant Advisory Commitiee on Immunization
Practices stalement for detailed recontmendations: Hp:iwww.cde goviaacinesubs/
acip-lisLhim, Clinically gignificant adverse evens that follow Immunization should be
repotted 1o the Vaccine Adverse Event Reporting System (VAERS) at hitlpeihoww,
vaers.hhs.gov or by telephone, 800-822-7967.

This schedule includes recommendations in effect as of Decamber 15, 2009, Any dose
not administered at Ihe recommended age should be adminlstered at a subsequent
visit, when indicaled and feasible. The use of a combination vacclne generally s
preferrad over separate injections of s equivalerd componant vaccines, Considerations
should include provider assessment, palient prelersnce, and lhe potential for advarse

. Tetanus and diphtheria toxoids and acellular pertussis vaccine {Tdap).

{Minimurn age: 16 years for Booslrix and 11 years ior Adacel}

= Administer al age 11 or 12 years for those who have completed the recommended
childhood DTI/DTaP vaccination serles and have nol recelved a telanus and
diphtheria toxoid (Td) booster dose.

» Parsons aged 13 through 18 years who have not received Tdag should recelve
a dose.

« A 5-year Intsrval from Lhe last Td dose (s encouraged when Tdap is used as a
boosler dose; however, a shorler interval may be used i perlussis immunity is
needed.

. Human papillomavirus vaccine (HPV). (Minimum age: & yaars)

» Two HPY vaccines are licenset: a quadrivalent vaccine (HIPV4) for the prevention
ol cervical, vaginal and vulvar cancers {in lemales} and genital warts {in females
ang males), and a bivalenl vaccine (HPV2} for the prevention of cervical cancers
in fernales.

HPV vacenes are most effective for bolh males and fernales when given before
exposure to HPY through sexuat contacl.

HPV4 or HPV2 is recommended for the prevenllon of cervical precancers and
cancers In females.

HPV4 is recommended for the preventfon of cervical, vaginal and vulvar precan-
cers and cancers and genital warts in females,

Adminisler the firsl dose to fermnales al age 11 or 12 years.

Admintster the second dose 1 to 2 months after the first dose and the third dose
& months after the first doss (at least 24 weeks afler the first dosa).
Administer the series to females al age 13 through 18 years if not previously
vaccinaled.

HPY4 may be administered in a 3-dose serlas lo males aged & lhrough 18 years
1o reducs their lilkefinood of acguiring genital warts.

. Meningococcal conjugate vaccine (MCV4),

» Administer at age 11 or 12 yaars, or at age 13 through 18 years if not praviously
vaccinated.

Administer lo previously unvaccinated coliege freshmen lliving in a dormitory.
Adminisier MCVA4 to children aged 2 through 10 years with persisient comple-
ment component deficiancy, analomic or functicnal asplenia, or cerlain other
conditions placing lhem at high risk.

Adrminister to children previously vaccinated wilh MGV4 ar MPSV4 who remain at
increased risk after 3 years {if first dose adiministered at aga 2 through 6 years) or
after 5 ysars {if first dose adininistered al age 7 years or clder). Persons whose
only risk factor is living In an-campus housing are not recommended to receive
an additional dose. See MMWR 2009;58:1042-3,

.

. Influenza vaccine {seasonal}.

« Administer annually 1o children aged 6 monlhs through 18 years.

» For healthy nonpregnant persons aged 7 through 18 vears (Le., those who
do not have underlylng medical conditions that predispose them 1o influenza
complications), sither LAV or TIV may be used.

« Administer 2 doses (separaled by at leasl 4 weeks) to children aged younger
[han 9 years who are receiving influenza vaceing for the first tine or who were
vaccinated for the first time during the previcus influenza season bul cnly recelved
1 dose.

« For recommendations for use of influgnza A (IHiN1) 2009 monovalenl vaccine,
See MMWR 2009;58(No. RR-10)

. Pneumoegnccal polysaccharide vaccine (PPSV).

« Administer to children wilh certain underlying medical conditions, including &
cochiear implant. A single revaccination should be administered afler 5 years
1o children with functional or analomlc asplenia or an immunocompromising
gondition. See MMWR 1997,46(No. RR-8).

. Hepatitis A vaccine (HepA).

« Administer 2 doses al leas{ 6 months apart.

+ HepA is recornmendad for childran aged older ihan 23 mordhs who live in areas
where vaccination programs largat older children, who are at increased risk for
Infection, or for whom immunily against hepatills A |s deslred.

. Hepatitis B vaccine (HepB).

+ Administer the 3-dose series to those not praviously vaccinated.
« A2-dose seties (separated by al least 4 months) of adult formulalion Recombivax
HB is licensed for children aged 11 through 15 years.

. Inaclivated poliovirus vaccine (1PV).

» The final dosa in the series should be administered on or aller the fourthbirthday
and at least 6 months following lhe previous dose.

« If both OGPV and IPV were adiminisiered as parl of a seres, a total of 4 doses
should be adminlstered, regardless of the child's currenl age.

. Measles, mamps, and rubella vaceine {(MMR),

« |f not previously vaccinated, administer 2 deses or the secand dose for those
who have received only 1 dose, with at least 28 days belween doses.

10. varicella vaccine.

« For persons aged 7 through 18 years without evidence of immunity {see MMWR
2007;56[No. RR-4]), administer 2 doses if not previously vaccinated or the sacond
dose |f anly 1 dose has been administered.

« For persons aged 7 through 12 years, the minimum interval batween doses |s
3 monihs. Howevar, if the second dose was adminislered at least 28 days after
the first dose, it can be accepted as valid. .

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

The Recomrentled mmunization Schedules for Persens Aged 0 through 18 Years are approved by tha Advisory Committer on Immunizalion Praclices
(hhipiiweww.cde govivaccines/recsfacip}, the American Acadainy of Pedialrics {hitlp-iwww.aap.org), and the American Academy of Family Physicians (httpfiwww.aalporg).
Department of Health and Human Services » Cenlers for Disease Conlrol and Praventian
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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
“fhe table below provides calch-up schedules and minimum Intervals belween doses for children whase vaccinalions have been delayed. A vacsine series does not need o he
restarted, regardless of the time that has elapsed between doses. Use the section appropriale for the child's age.

Vs Miziliyaim Ade :
Vactine far Dose 1 " Dose | loDese 2
3 weeks
i o .
Hepatitis B Birth 4 weeks {and at leas! 16 woaks aher firs| dose)
Holavirus? G whs 4 waeks 4 weeks?
Oightheria, Tatanus, Perlussis 6wk 4 weoks A weeks & months & monihe?
4 weeks 4 weeke!

il livs| duse adrminisiered al younger than age 12 monilis

B woeks s fingl dose)
if (5! dose adiministered al age 12-14 months

il currenl age 1s yaunget lhan 12 menths 8 weeks (as Hnal duse)

This dose only necessary
lor children aged 12 monihs

& weeks {as fnal dase)!
1t currant aga is 12 months or older and lirsl dose

g s i zae 0 3
Hagaiwphiiss infhenzae type b 6 wis No furthor doses needer administerad al youngar lhan age 12 months and through 5% months who
- - sacond dosa adminislered a! younger lhan 15 monihe received 3 doses befare
il first dose adminislered al age 16 monlks or older age 12 months
No further doses needed 4
if previnus dose adimintslared at age 15 monlhs or oldar
ERUT) 4 weoks )
p f 8 weeks (as final tlase)
il list duse administersd al younger Ihan age 12 manths if current aga is younger than 12 monlbs This dose oy necessary
# wenks (as Bnal dose for hoalthy children) & warks for childran aged 12 monlhs
el if firsl dose adminislered al age 12 months or nider (as linal tose for healthy chifdren) through 58 months wha
Preumococcab & Wi or currord age 24 through 50 manths if currenl age is 12 months or older 1aceived 3 doses belore
gh-
Mo further doses nesded No further doses needed ?ﬂz lﬁi;g,‘:::g::é;\iq
for heallhy children i first dose for haalthy childran if previous dose administared at ags 3 doses al any aga
adminislered al age 24 manlhs or older 24 months or aldar
Inaclivaled Poliovirus® G wiks 4 waehs £ wasks 6 monihs
Measles,Mumps, Ruballa’ 12 mos 4 Wit
Varicella® 12 rmns 3 months
Hepalltis A? 12 hos & month

Telanus, Ciphtherial

it firsl dose adiministered al younger than age 12 months

HOUGH 18YEARS

4 woeks

& menths

h - . 7 yrg'® 4 waghs il firat doss adininistered al
- X 10 y s
Tatanus,Diphtheria, Pel ussis o 6 maonihs younger than aga 12 monihs
if first dose agministerad al 12 manlhs or older
Human Papillomavirus! gyrs Flgutine dosing Intervals are recommented !
Hepalilis A 12 mos & months B
- B weeks
1 kit o]

Hepaillis & Birlh 4 weeks {and al lazsl 16 weeks aiter sl dose)
Inacllvaled Palioviru A whe 4 waeks 4 weeks B months
Measlos,Mumps, Rubelia? 12 mes 4 weaks

3 months

il peraos is younger than age 13 years

VarioeBa® 12 mos

4 woels
il parson is aged 13 years or older

Hepatitis B vaccine (HapB).

= Adiminlster lhe 3-dose sares lo thasa not praviously vaceinaled.

« A2-gdase series {separated by atlgast 4 months) of aduit formulation Recombivax HB is licensed
for children aged 11 through 15 years.

Rotavirus vaccine (RY).

» The maximum age lor the first dose is 14 weeks 6 days. Vaccinatlon should not be Inilialad far
infants aged 15 wesks 0 days or older,

+ The maximum age for the final dose in Ihe saries is 8 months 0 days.

+ Il Aetariy was adminisierad for the firsl and sacond dozes, & third dose s not Indicated.

3. Diphtheria and tetanus toxolds and acellular pertussis vaccine {DTaP).

+ The fiilh dose is not necessary Il tha fourth dese was administered at age 4 yeals or older,

4. Haemophilus inflienzae type b conjugate vaccine (Hil).

Hits vactine is not generally recommended lor persans aged 5 years or alder, No elficacy dala are

availabiie o Which [0 base a recommendaton concaming usa of Hik vaceina for older childien and

adults. Howaver, studies suggas! good lmmunogenicily in persens wha have sicide cell disease,
leukamia, or HIV inlection, or who have ha 2 spleneclomy; administering 1 dose of Flib vaceine
to these persans who have not praviously recelved Hib vaccine is nat conlraindicated.

It he first 2 Uoses were PRP-OMP {Padvax!-lB or Gomvax), and atministered al aga 11 monlhs

or younger, lhe third {and itnal) dosa should be administersd at ags 12 through 15 months and

at leas! A weeks afler the second dosa. )
- il the first dose was adminlslered at aga 7 through 11 manths, adwinisier the second dose at
leas! 4 woels later and a linal doss at age 12 Ihrough 15 moriths,

5. Pneumococcal vaccine.

« Administer 1 dose of preumocaccal canjugale vaseine (PCY) lo ali healthy children aged 24
fhrough 58 months who have not received at least 1 dese of PGV on o after aga 12 fonths.

« Fot childen aged 24 through 59 months with undarlying medical corwlitions, administer 1 dosa
of PGV Ii 3 doses were raceived proviously or administer 2 dosas of PCY al lsacl & weaks aparl
Il fewer than 3 doses were received previously.

« Adminisler pneLimococeal polysaccharide vaceing (PPSV) Lo childien aged 2 years of oldar with
cerlain underlying medical condilions, including a cochigar implant, at least 8 weeks afler the
last dose ol PCV. Sec MIMWA 1987,46{No, BR-8).

Inactivated poliovirus vaccine (IPV).

« Mg final dose in the sefies sholld be agministered on or after 11e fourth pirthday and al lsast 6
months following the previous dose.

Information abeul reporting reactions afler imnwnization 1s
ule or oeal roalil depariment. Addilional information, incluiding procautions and car
sgevivacEIngE of leluphone, BOO-CLOG-INFO (BA0-232-4634).

« Alourth dose is not nacessary If ihe third dose was adminlstered at age 4 years of older and
atleast 6 months follawing the previaus dose.

« fnthe lirst 6 manths of lite, minimum age and minimum Intervals are only recommended if the
person i al risk lor Imminant exposurs 1o clrculaling poliovirus {l.e., travel lo a polis-erdemic
region or during an cutbreak}.

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

« Adminisler the second dose roulinaly at age 4 through 6 years, However, ha second dosa may
be adminisierad before age 4, provided at loast 28 days have elapsed since the first dose.

« |f not proviously vacsinalsd, administer 2 doses with &l least 28 days betwaen doses.

8. Varicella vaccine,

« Admnlster the secand dose routinely al age 4 lhrough 6 years. However, the sacond dasa
may be administered before aga 4, provided at least 3 manlhs have elapsed since the lirst
dosa,

+ Far parsons aged 12 months through 12 years, the minimum interval belween doses is 3
montis, However, if lhe second dose was adminisierad at least 28 days after the fivst dose,
it can be acceplad as valid.

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

9. Hepalitis A vaceing (HepA).

+ Hep# is recommended jor children aged older than 23 months who live In areas where vac-
cination programs larget older childran, who are al increassed figk tar infection, or for whom
Immunity againsl hepatltls A Is desired.

10. Tetanus and diphtheria toxoids vacclne (Td) and tetanus and diphtheria toxalds and
acellular pertussis vaccine (Tdap).

« Dasas of DTaP are counled as part of the Td/Tdap serles

= Tdap should ba substiluted for a slngls dose of Td In the catch-up serles or as a boostar for
children aged 10 Yrougn 18 years; use Td for oliter doses,

1, Human papillomavirus vaceine {(HPY).

+ Administar the series to lemmales al aga 13 through 18 years if not previousty vacclnaterd.

« Use rgcommended routing dosing intervals for serles cateh-up {i.e., the sscond and Wi
doses should be administered at 1 to 2 and 6 months aller the first dose}, The minimum
intarval belwaen Lha firel and secand doses is 4 weeks, The minimum inlarval betwaen tha
second and third doses s 12 weeks, and the third dose should be administerad i Izast 24
weelks after the lirst dose.

avaikable oniine o hilp s vaars ihs.gov or by 1elephone, B00-822 7907, Suspectat cases of vageing-preventable diseasss should e raporied
sraindications for immunization, is availabio ram thy National Gonter oy Immunizalon and Respiralory Dissases

Deparlment of Health and Human Services » Genlers for Dizaase Contol andg Preymition
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Year 5 Default Allocations
(to be effective Decamber 1, 2008 through November 20, 2019)

“Plan Detault
Counties Code |Plan Name Rates
Alameda 300 |Alameda Alliance for H_eatth B63%
240 |Anthem Blue Cross _37%
Contra Costa 301 |Conira Costa Health Plan [ BBY%N
' 244 |Anthem Biue Cross \12%/
Cresno 341 |Anthem Blue Cross _ . 23%
351 |Health Net Community Solufions 77%
Kern- 303 {Kem Family Health Care 43%
360 |Health Net Community Solutions 57%
Los Angsles 304 {L.A, Care Healin Piap - 859%
' 352 |Health Net Community Solutions 39 %
Riverside 305 lnlapd Empire Healih Plan 50%
‘ 355 |Molina Healthcare of CA 50%
. 306 |Inland Empire Health Plan 55%
San Bernardine 355 Tiolina ~osThoare 6T CA 45%
San Franciseo 307 |San Francisco Health Plan 71%
343 |Anthem Blue Cross 500/,
San Josquin 308 |Health Plan of San Joaguin B4%
358 |Anthem Blue Gross 35%
Santa Clara 300 |5anta Clara Family Heaith Plan 73%
245 |Anthem Blue Cross 279%,
Stanisiaus 310 |Anthem Blue Cross _ 2%
361 [Health Net Community Solutions [ 3BYe
Tutare 311 |Anthem Blue Cross _ 28%
253 |Health Net Community Solutions 7254
180 |Anthem Blue Cross 17%
150 |Health Net Community Solutions 23%
GMC Sacramente | 170 Kaiser Permanente: North 31%
130 IMolina Healthcare of CA 28%
140 [Western Health Advaniage (i terminats 12-51-0) 0%
187 (Care 1st 17%
029 |Community Health Group 20%.
GMC San Diego 068 IHealth Net Community Solutions 15%
079 lKaiser Permanente: South 18%
131 {Molina Healthcare of CA 30%

Year 5 Default Allocafions for HCO 10-6-08.xs
DefauitRates Years 12-00to1 1-10

October &, 2009

MMCD: Program Data - Performance Measurement Section



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 /Avww.fns. usda.gov/wic/regspublished/foodpackages-interimrule. htm.

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, efc.)
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.
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“Cheking Game"” Awareness and Participation Among 8th Graders —
Oregon, 2008

The “choking game” is an acriviry in which persons strangu-
late themselves to achieve euphoria through brief hypoxia (/). It
is differenciated from anrcerotic 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 adelescent males aged 11-16 years (4). To
assess the awarcness 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 parricipation in this activicy.
This report describes the 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 arcas were significantly
more likely (6,7%) to have participated than youths in urban
areas (4.9%), Choking game participation was higher among
8th graders wha reported mental healch risk factors (4.0%),
substance use (7.9%), or both {15.8%), compared with those
who rteported neither (1.79). Public health surveillance of
these strangulation activities among youths should be expanded
to better quantify the risks and understand the motives and
circumstances surrounding participation. Parents, educators,
counselors, and athers who work with youths should be aware
of strangulation activities and their serious health effects; they
should watch for signs of participation in strangulation activi-
tics, 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'r designed
to monitor and measure adolescent health and well-being, is

* Available at e fwnwwedhs state.onus/dhs/ph/chs/pouthsurvey. Beginning in 2009,
Oregon Healthy Teens will be a bisnnual survey conducied in odd years only.

' The Oregon Heatthy Teens survey includes seudents in 8th and 1k grades,
Fowever, knowledge of and participation in the choking game were only assessed
on the 8ch-grade survey, Therefore, all discussion aud description of the survey
in this report refers to the 8th-grade portion only.
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based on the CDC’s Youth Risk Behavior Survey (YRBS) and
includes questions on physical and mental health, sexual activ-
iry, substance uss, physical activity/nutrition, and community
characteristics, In 2008, all 647 Oregon public middle and high
schools were part of the sampling frame, which was stratified
into eight regions. Schools were sampled randomly from within
cach region, with a total of 114 schools being sampled. The data
were weighted to achieve a statewide representative sample.
Weighting was based on the probability of school and student
selection, and a post~stmtiﬁcati0n adjustrment for county par-
ticipation. Schools use an active notification/passive consent
model with parents, who may decline their child’s participation.
In 2008, the survey contained 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 choking game, had heard of some-

Recommended Adult Immunization
Schedule — United States, 2010

.QU}:;E’(AG de
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6 Cuthreak of Adenovirus 14 Respiratory Hiness —
Prince of Wales Island, Alaska, 2008

10 Announcements

11 HNotices to Readers

12 QuickStats

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Disease Conerel and Prevention
www.cde gov/mmwr
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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 accomimodate the survey design and weighting
appropriately. The strength of association between
variables was analyzed using a chi-square test with
Rao-Scott corrections, and all reported p-values are
based on cotrected 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
to be male and nonwhire and more likely ro report

§ The survey stated, “The next question vefers to the ‘Choking Game,’
also called Knock Qur, Space Monkey, Fladining, or The Fainting
Garne. This is an acdvity that some youth pardcipate in to ger a
high by cutting 0ff blood and oxygen ta the brain with a belt, towel,
rope, or other item. Which of the following is true for you? (Please
mark all that apply.) a. T have never heard of the Choldng Game;
b. I've heard of someone participating in the Chaking Game; ¢. |
have helped someane else participate in the Choking Game; d. |
have participated in the Choking Game nvyself”

MMWR 59;1

www.cde.gov/mmwr

higher levels of sexual activity, substance use, and
mental 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 femnales reported participat-
ing compared with males (5.3% versus 6,1%, p=0.13).
Hispanic (7.7%) and American Indian/Alaska Native
(7.6%) youths had the highest participation rates,
followed by white {5.4%), black (4.5%]), Native
Hawaiian (3.4%), and Asian (2.8%) vouths.® Youths
living in rural areas had a significandy 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 significantly more likely to also report other
unhealthy behaviors and mental health risk facrors. In

1 Persons identified as American Indian/Alaska Nadve, whire, black,
Native Hawailan, and Astan are all non-Hispanic. Racefethnicity
categories are mutually exclusive.

January 15, 2010
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TABLE. Demographic characteristics and risk factors for participation in the “choking game”™ among 8th-grade students -—

QOregon Healthy Teens survey, 2008

Prevalence of reported

participation in

Characteristic/Risk factor No, (9%} choking game (%) PRE(95% CI%) p-value
Sex
Male 3,642 (47) [ Referent 013
female 4115 (53] 5.3 0.9 (0.6-1.2)
Geography
Urban 3,944 (55) 49 fieferent 0.01
Rural 3,813 (45) 6.7 1.4 {1.0-1.9}
Race/Ethnicity”
White 5,298 166} 5.4 Referent 0.00%
Hispanic 1,184 (186 7.7 1.4(1,0-2,0}
Arnerican Indian/Alaska Native 518 (7 7.6 1.4{1.0-2.0)
Black 220 (4) 4.5 0.8 (0.5-1.3)
Native Hawaiian 144 (2) 3.4 0.6 (0.3-1.5)
Aslan . i 308 {5) 2.8 0.5 (0.2-1.7}
Mental health or substance use**
None 3,525 {45} 1.7 Referant {001
Mental health only 1,878 {25} 4.0 2.3{1.3-4.1)
Substance use only 880 {11) 7.9 4.6(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 guestion refers to the ‘Choking Game, also called Knock Out, Space Monkey,
Flatlining, 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 other ltem. Which of the follewing is tre for you? (Please mark all that apply.) a. | have never heard of the
Choking Game; 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 mysel£’
t Prevalence ratio.
§ Confidence interval.

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

are mutually exclusive.

*= pdental heafth only included youths who answered “yes”to at least one of four mental health risk questions: 1) contempiated suicide in

past 12 months; 2) self-rated mental health status as "fair” or “poor” {versus "excellent;

e

very good;” or "good”); 3} had an unmet mentat

nealth need in the past 12 months; or 4) gambled for money in the past 12 menths. 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) alcohol, 2) cigarettes, 3)
marijuana, ar 4) other illegal drugs (e.g, stimulants, LS, ecstasy, cocaing, or heroin). Youths indicating a mental health risk factor were
excluded. Subsiance use and mental health included youths indicating a mental health risk factor and substance use.

particular, youths who had used substances™ and also
reported mentaj health 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 either risk factor. Among
those who reported substance use only and no mental
health risk facrors, the participation rate was 7.9%,
and among those reporting mental health risk factors
.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 subsrance use nor mental health

risk factors (1.7%) (Table).

“ Included youths who inclicated using at least one of four substances
{alcchal, cigarettes, marijuana, or other illegal drugs) in the past
30 days.

# Included youths who indicated ar least one of four mental healdh
risk facrors (suicide contemplation it the past 12 menths, self rated
mental health as “fais” or “poor” unmet mental health need in past
12 months, and ever gambled for money).

MPMWR 59;1

www.cdc.gov/mmwr

Reported by

SK Rammuoski, MSW, R] Nystvom, MA, NR Cheumeton,
PhD, KD Rosenberg, MD, Public Health Div, Oregon Dept
of Human Sves. | Gilehrist, MD, Div of Unintentional
Injury Prevention, National Center for Injury Prevention
and Control, CDC.

Editorial Note

This study represents the first systemacic assess-
ment at 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 ane third of 8th-grade students were aware
of someone who participated in the choldng game,
and nearly 6% acknowledged trying it. Public health
experts stress that this high risk activity is not a game
and should not be referred to as such {7},

Before this study, published reports of this activicy
were anecdotal {(2-8) or were based on small surveys,
including one survey of 357 youths aged 12-18 years

January 15, 2010
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j'What is aiready known 6 téns topic’

..Durmg 1995- 2007 CDC ldermﬁed 82 \Jnmtentional deaths o
:‘among chc[dren and adolescents related to partumpatlonl o
; the”chokmg game and other stranguEation aCtiVItEES :

j.Whm is aﬁdeé hy thls mpert? :

) 1_In 2008 nearly, 6% Df Oregon. Bth graders reported ever B
: _havmg parnmpated in the chaking game, with rates Iughest -
“among those also rcportmg substance use and mental "

' ?-health rlsk factors R

B What are the smpi;catrm&s fnr pu%}hc haa%th practzce" S ;

) _counselors and hea\th -care prowders) should be aware Df :
“thege activities and thelr serlous health consequences and L
they should look forand be able to recognlze signs of stran- :
':guiatmn actl\ntles especially amang youths Wlth reported B

{ substam:e use of mental heallh risk factors, |

in Williams County, Chio,%® and one nonrandom
survey of 2,504 youths aged 9-18 years in Texas and
Ontario, Canada (9). Reported lifetime parricipation
in strangulation activities was 11% in the Ohio study
and 6.6% in the Texas/Canada study.

The resules of the Oregon study suggest that the
risk for participation in strangulation acrivities was
higher for youths who had other health risk fae-
tors, particularly substance use and certain mental
health risk factors. This is the first study to examine
these risk asscciations in a scientific and systemaric
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 that youchs who engage
in strangulation activities 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 berween poorer mental health and strangula-
tion activitics has been reflected in some case studies,
suggesting that youths experiencing peer rejection or
other disruptive factors are more likely ro participate
in strangulation activities (6,8). Case reports also sug-
gest that participation in stran gulation activitics might
occur alone, which mighs result in increased risk for
fatality or serious injury (), or in groups gathered to
watch athers lose consciousness (6).

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

8 Additional information available at htip/vwww.co.williams.ob.us/
Family W20f sc/williams % 20hinal M2t eport 6 202-6-07.pdt.

MMWR 59,1
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models for effective prevention strategies. Prevention
messages for this activity 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 factors, effective prevention
messages could be incorporated into existing sub-
stance use and mental health screening instruments,
curricula, or related public health rools.

The previous survey of youths aged 9-18 years
conducted in Texas and Ontario, Canada, found that
40% of surveyed youths thought no risk existed for
participating in the choking game existed (9). This
common misconception highlights the need for basic
factual information ebout 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 (J).

Parents, educators, counseloss, health-care provid-
ers, and others who work with youths should become
aware of strangulation activities and the signs of
participation {¢.g., mention of the chaking game [or
the game by its other names]; bleodshot eyes; marks
on the neck; frequent, severe headaches; disorienta-
tion after spending time alone; and ropes, scarves,
and belts tied ro bedroom furniture or dootknobs or
found knotted on the Aoor) (3). Nearly one third of
163 pediatricians and family praceitioners 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
yourhs, health and mental health pracdrioners should
consider adding a question about strangulation activi-
ties to clinical screening tools, especially for youths
identified as having substance use or mental health
risks.

The findings in this report are subject o at least
four limitations. First, because only public school
students were surveyed, youths who attended private
schools, were homeschooled, were institutionalized,
or were not attending school were not represented
in the results. Second, the survey did not ask about
ﬂ“equency of participarion or time elapsed since most
recent participation. Substantial differences might
exist among youth_s who participated zregarding fre-
quency or recency. Third, this analysis is based on
a prevalence determination from a single question
that was not tested for reliability or validity. Finally,
a substantial proportion of the 8th graders surveyed

January 15, 2010
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(23%) did nor complete the choking game question. A
comparison of responders and nenresponders 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 unders cand
why and under what circumstances youths engage
in strangulation activities. In the meantime, based
on the findings described in this repore, the Oregon
Public Health Division is develaping and evaluating
educational marerials for educarors and clinicians
who wotk in school-based health centers and other
primary-care focations.
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Outbreal of Adenovirus 14 Respiratory liness —
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 Social Services (ADHSS) of an unusu-
ally high number of adulr patients with recently
diagnosed pneumonia (n = 10), including three
persons who required hospitalization and one who
died, ADHSS and CDC conducted an investiga-
tion to determine the cause and distribution of the
outhbreak, identify risk factors for hospitalization, and
implement conrral measures, This report summarizes
the results of that investigation, which found thar the
outbreak was caused by adenovirus 14 (Ad14), an
emerging adenovirus serotype in the United States
that is associated with a higher rate of severe illness
compared with other adenoviruses. Among the 46
cases identified in the outbreak from Seprember
1 through October 27, 2008, the most frequently
observed characteristics included the following:
male (70%), Alaska Nartive (61%), underlying pul-
monary disease (44%), aged 265 years {26%), and
current smoker {(48%). Patients aged 265 years had a
fivefold increased risk for hospitalization, The most
commonly reported symptoms were cough (100%),
shortness of breath (87%), and fever (74%). Of the
11 hospit&lizcd patients, three required intensive
care, and one required mechanical ventilation. One
death was reported. Ad 14 isolates obrained during the
outbreak were identical genetically to those in receat
community-acquired cutbreaks in the United States
which suggests the emergence of a new, and pos-
sibly more vitulent Ad14 variant, Clinicians should
consider Ad14 infection in the differential diagnosis
for patients with community-acquired prewmonia,
particularly when unexplained clusters of severe
respiratory infections are detected,

On Ocrober 1, 2008, epiclemiologists from
ADHSS arrived at Prince of Wales Island o identify
cases and help collect clinical specimens from partients
at elinics A and B. On October 6, CIDC confirmed
that six of 13 nasopharyngeal samples collected
from patients at clinics A and B from Seprember 1
through October 6 tested positive for Ad14 infection.
Before the outbreal (October 2005-August 2608),
only six sporadic cases of Ad14 infection had been
identified by the Alaska State Virology Laboratory.

MMWR 59;1
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On Qctober 12, ADHSS and CIDXC investigators
returned to the island to conducr additional inves-
tipations. Investigators reviewed hospital and clinic
medical records using a CDC data collecrion 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 acure lower
respiratory tract infection in a resident of Prince of
Wales Island who had been created ar clinic A or B
from September 1 through Ocrober 27. A confirmed
case was delined by laboratory-confirmed Ad14 infec-
tion by polymerase chain reaction, viral culture, or
serology during the same period. Sera were collected
at the time of the clinic or home visit and tested
for Adl4-specific neutralizing antibodies using a
standardized neutealization assay for Adl4; a titer
of 21:80 was considered evidence of recent Adi4
infection (1), Paired sera were not collected. Patients
who met the probable or confirmed case definitions
completed a written questionnaire on risk factors for
hospiralization, smoking status, travel history, and
social history.

From Seprember 1 through Ocrober 27, 46 cases of
Ad14 infection (20 probable and 26 confirmed) were
identified at clinics A and B; symprom onset ranged
from August 29 to October 19 (Figure). Patients
ranged in age from 2 to 95 years {median: 47 vears);
70% were male, 61% were Alaska Native, and 48%
were current smokers, The most common symptoms
included cough in 4G patients (100%), shoriness
of breath in 40 {87%), and self-reported fever in
34 (74%) (Table 1). Chest radiographs were obtained
for 39 (85%) patients; 30 {77%) of the radiographs
were consistent with acute lower tract respiratory ill-
ness, most commonly patchy or interstidal infiltraces.
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%),
bronchodilators (4196), or corticosteroids (28%)
{'Table 1); none received antiviral therapy. ‘

*The acute respivatory illiess outbreak dara collecrdon shost form,
available at horp:/ fvvwew. bitcde.goviurdo/ pdifshortform.pd £
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FIGURE. Number of confirmed and probable cases of adeno-
virus 14infection™ (N =46), by weeak of iiiness onset — Prince
of Wales Istand, Alaska, 2008

Confirmed {n = 26)
T [ Probalte fn = 20)

No. of cases

10/5 10612 10419

8/24 8/31 97 9714 9/21 9/28

Week of illness onset
* Confirmed cases were those in which Jaboratory confirmation of
adenovirus 14 infection by polymerase chain reaction, cuiture, or

serciogy was obtained. Probable cases were those Inwhich a clinical
diagnosis was made of acute lower respiratory tract infection.

Among the 11 (24%) patients who were hos-
pitalized, ages ranged from 33-78 years (median
age: 68 years); nine paticnts 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 lor adenovirus was not
performed.

Among the 46 cases identified, 28 (61%) also had
pulmonary 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 madel that included age, current smok-
ing status, race, underlying pulmonary disease, and
comorbid condition, enly age 265 years remained a
statisrically 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 submiced
ASVL and CDC’s Gastroenteritis and Respiratory

Viruses Laboratory Branch for testing. Respiratory

MMWR 59;1

TABLE 1. Freguency of selected symptoms, signs, treatment,
and dinical outcomes among patients with confirmed or
probable adenovirus 14 infection® (N = 46) — Prince of Wales
Island, Alaska, 2008

www.cdogov/mmwr

Characteristic Not {96)
Symptoms
Cough 46 {100}
Shertness of breath 40 (87}
Fevar {self-reparted) 34 (74}
Praductive cough 32 {70}
Headache 26 {56}
Nasal congestion 25 {54}
Sore throat 24 {52}
Vomiting 11 {24}
Signs
tMeasured temperature 2100.4°F (238.0°C) 18 {39)
Tachypneal 10 (22)
Treatment
Antibiotics 42 {91}
Antivirals 0 ol
Bronchodilators 19 (41}
Corticostaroid {oral or inhaled) 13 {28}

Clinical outcome
Hosprtalized 1
Intensive care
Supplemental cxygen
Mechanical ventilation
Cardiopulmonary resuscitation
Death

W
B

s e DD
EEMNZ SR

o

_— = O s =
bt

[

*Confirmed cases were those in which laboratory confirmation of
adenovirus 14 infection by polymerase chain reaction, culture, or
seralogy was ohtained. Probable cases were those in which & 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; preductive cough, three;
headache, four; nasal congestien, three; sore throat, six; vomiting,
one; imeasured temperature, onhe; tachypnes, five; mechanical
ventilation, one,

§ Respiratory rate; adult, 225; child aged <5 years, 240; infant, =50.

specimens were cultured for respiratory syncytial
virus, influenza viruses, parainﬂuenza viruses, adena-
viruses, herpes simplex virus, thinoviruses, coxsackie
viruses, echoviruses, and enteroviruses. Respiratory
specimens were also tested for Ad14 DNA using an
Ad14-specilic real-time polymerase chain reaction
assay and viral isolates were sequenced,

Serum and/or nasal/oral swabs were collected from
39 (85%) patients (25 secum 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%6) had elevated Ad14 neutralizing antibody
titers. In total, 26 (67%) of 39 patients tested had
laboratory-confirmed Ad14 infection. The genetic
sequences of the Ad14 viruses isolated from this
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TABLE 2. Risk for hespitalization among patients with confirmed and probable adenovirus 14 infection® (N = 46), by selected
patient characteristics? — Prince of Wales Island, Alaska, 2008

Total cases Hospltalized
Characteristic No. No. (%) RR! 95% CI5 p-value
Sex
Male 32 8 {25.0) 1.2 {0.4-3.8} 1.00
Female 14 3 {21.4) 1.0 Referent
Age (yrs)
=65 12 7 (58.3) 5.0 {1.8-14.0) <0.01
<65 34 4 {11.8) 1.0 Referent
Race
Alaska Native 28 8 {78.8) 1.8 (0.4--8.3) 0.40
Not Alaska MNative 17 3 (17.6} 1.0 Referent
Unknown race 1 ¢] 0.0}
Laboratory-confirmation status
Confirmed 26 & {23.1) 0.9 10,3-2.6) 1.00
Probahle 20 5 {25.0) 1.0 Referent
Comorbid condition
Underlying pulmonary disease® 20 7 {35.0) 21 (0.6-6.9) .30
Other comarbid condition™ 8 1 {12.5) 0.8 {0L.1-8.1) 1.00
No comorbid condition 18 3 (16.7) 1.0 Referent
Smoking status
Current smoker 22 ¢ (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 wera those in which laboratory confirmation of adenovirus 14 infection by polymerase chain reaction, culture, ar serology
was obtained. Probable cases were those in which a clinical diagnosis was made of acute lower respiratory tract infection.

¥ Risk ratio.
§ Confdence interval,

 Underlying pulmonary disease included any patients with a history of congestive-obstructive pulmenary disease, asthma, or lung cancer,
Some patients defined as having underlying pulmonary disezse alse had other comorbid cenditions.
»% (ther comorbid conditions included cardiovascular disease, diabetes, cancer, and liver disease, Excludes any patients with underlying

pulmeonary disease.

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

Reported by

] MelLaughling MD, D Fearey, MS, SA Jenkerson, MSN,
K Martinel, MPH, Alaska Section of Epidemiclogy.
¢ Panozzo, MPEL E Schueider, MDD, [ Tite, PhD, Diy ofVim!
Diseases, Nativnal Center for Immunization and Respiratory
Diseases; CL Robbins, PRD, D Eiposito. MD, 1T Gardner,
PhD, EIS officers, CDC.

Editorial Mote

This report documents the first recognized
community outbreak of Ad14 infection in Alaska.
Adenoviruses have been associated with acute respira-
tory infections, pharyngocon junctival fever, gastroin-
testinal illness, and hemorrhagic cystitis (4). Although
adenovirus infections are typically mild, some persons,
including infants and immunocompromised persons,
are at increased risk for severe disease (2). Before 2003,
1.5, outhreaks of Ad14 most often occurred among
U.S. military recruits, and most cases were mild (3,5).
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However, recent U.S. 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 isolated Ad14
viruses in these recent outbreaks are identical and are
distinct from the Ad 14 reference strain of 1955, which
suggests the cmergence of a new and possibly more
virulent Ad14 variane (2,3).

During this outbreak, certain groups were more
frequently affected, including males, persons aged
265 years, and persons with underlying pulmonary
disease. In addition, 22 {48%) patients were cur-
rent smokers. Smoking has not been associated with
Ad14 infection previously. As parc of a separate
investigation of this outbreak, a case-control study
was conducted on Prince of Wales Island 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
from Seprember 1 through October 27, 2008. Age-
matched controls were randomly selected from the
community. Controls with self-reported signs of
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-What is aiready known enthis mplc““

.Before 2003, outbreaks of adenavirus 14 AdM) respnatory
Infections in the United States typically occurred among

- pilitary recruits; however, increasing numbers.of outbreaks.

of severe and sometimes fatal Ad14 infection in nonml!ttaxy -

: 5ett|ngs have been desmbeci recently :

- 'Whaz is added %zy !hls re,pcarz"“

: Th|s outbreakofcommumty acquwred AdM occurred; a.
: remote Alaskan communlty and Alaska Natives (61%), males g
A 70%) and persons with underlying pulmonary dksease :
{449%) were maie frequemly affected; persons aged. 265
B years were at five times greater nsk for hospltallzaﬂon Z

'_What arethe ;mpilwtmns for pubhc hea!th pmctim?

:_'Cllmcnans should conmdar Ad14 mfecuon in the differentlal
‘diagresis for patients with community- -acquired pneumo-
nia, parLtcuiarEy when unexplained clusters of savere rosplra—' :
_-tory ‘infections are detected.. : : -

febrile acute upper respiratory infection or acuce lower
respiratory tract illness in the 2 weeks preceding onset
of symptoms in the case-patient to whom they wese
matched were excluded. Preliminary results indicate
that smoking (OR = 13.0, p = 0.002), comorbid
condition (OR = 3.5, p = 0.03), and conract with
an Adlé4-infected person (OR = 18.0, p<0.001) to
be sisk factors for disease {CDC, unpublished data;
2009). Although smoking prevalence for the Prince of
Wales Tsland was unavaiiable, 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 Native popula-
tion (38%)." This inding, when combined with the
preliminary results of the case-control study, suggests
thar smoking was associated with Ad14 illness in this
outbreak, In addition, 70% of the patients whe met
the case definition were Alaska Natives, a group that
constitutes only 33% of the Prince of Wales Istand
population. Alaska Narives living in rural Alaska have
been shown to be at increased risk for many respira-
tory infections, likely due to multiple risk factors,
including lack of modern sanitation services, crowded
housing conditions, and barriers to health care (6).
During this cutbreak, 11 of 46 (24%) patients
were hospitalized. In the multivariable analysis, the
only statistically significant independent risk factor
for hospiralization was advanced age (265 years).
In other studies of Ad14, additional risle factovs for

T Alaska Department of Health and Social Services, Alaska Behavioral
Risk Factor Survey—2007 annual report. August 2008. Available at
hipet i hss.state aleusfdph/chronic/hsl/brisspubs/brfss07 pef.
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hospitalization have included certain underlying
medical conditions, such as pulmonary and car-
diovascular disease (7). No such assaciations were
found in this investigation, but the ability to assess
the individual effect of these risk facrors was limited
by small sample size.

Among the 46 patients, 42 (91%) were pre-
scribed antibiotics at the time of their clinic visit.
Although cidofovir, gancyclovir, and ribavirin mighr
be beneficial (4), no specific antiviral medicartion is
recommended for the rreatment of severe adenovirus
disease, and none of the patients received antiviral
medications. No licensed vaccine for Ad14 currently
exists. However, 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 trials are in progress, and vaccines for
these adenovirus serotypes might offer some cross-
immunity to Ad14 (3,9).

Adenovirus infections conrinue to be identified
in communities throughout Alaska; the lase reporred
cases of Ad14 were in August 2009. Health-care
providers should consider Ad14 in cheir differential
diagnosis for patients with community-acquired pneu-
monia, obtain respiratory and serologic specimens for
laboratory confirmation, and report suspected Ad14
outbreaks to public heaich 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 respiratary infections (/0}. Health-care
providers should follow standard contact and droplet
precautions when caring for persons hospi ralized with
an adenoviral infection (70).
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National Glaucoma Awareness Month —
January 2010

January is National Glaucoma Awareness Month.
Glaucoma is a group of disorders that damage the
optic nerve and lead to vision loss (7). According to
the National Eye Institute, glaucoma affects approxi-
mately 4 million people in the United States, and
neatly half of those with glaucoma are not aware that
they have the disease (2).

Persons aged »60 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 diabetes (2}, Glaucoma can be detected
with a comprehensive dilated eye examination. Early
detection and treatment can prevent ot control vision
loss (2).
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Information on CDC’s Vision Health Initiative
and strategies for prevention and control of com-
mon eye diseases is available at hoep://www.cde.gov/
visionhealch., Additional information abour glau-
coma is available at hetpi/fwww.nei.nih.gov/health/
glaucoma,
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Motices to Readers

New Look for MMWR Weekly Publication

The MMWE weekly has a new look starting with
chis issue, the first issue of Volume 59, The changes
are intended to give the weckly 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 Reports and Surveillance
Summaries) will feature the same new look when
prhlished in 2010. In conjunction with the new
look for the weekly, the MMWR website also has
been redesigned. The website can be accessed at
hrip:/fwww.cde.govimmwr,

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

This issue of MMWR incorporates changes to
Table [ (Provisional cases of infrequently reparted
notifiable diseases, United States) and Table II
(Provisional cases of selected notifiable diseases,
United States). This year, the modifications add and
remove diseases designared as narionally notifiable by
the Council of State and Territorial Epidemiologists
(CSTE) in conjunction with CDC (1--5).

Two new diseases have been added to the list of
nationally notifiable infectious discases: viral hemor-
rhagic fever and dengue fever, Incidence data for viral
hemorrhagic fever will appear inJable I, and dengue
virus infections will appear in Table I1. The surveil-
lance case definitions adopted for these discases are
listed in their respective CSTE position statements
(1,2) and are included in the case definitions section of
the National Notifiable Diseases Surveillance System
(NNIDDSS) website {3).

Two diseases have been removed from the list of
nationally notifiable infectious diseases: invasive group
A streprococcal disease and coccidioidomycosis (4,5).
Incidence darta for these discases no longer appear in
Table II.

Roclky Mountain spotted fever has been renamed
spotted fever rickettsiosis (6). Incidence data for spot-
ted fever ricketrsiosis continue to appeat in Table IL

Streptococeus pnewmoniae, invasive disease has
replaced owo previous nationally notifiable diseases: 1)
Streptococeus pneumoniae, nondrug resistant invasive

MIMWR 5971
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disease in children aged < 5 years and 2} Streptococcus
prenmonice drug—rcsistant invasive disease (7)),
Incidence data for Streptococcus prenmioniae, invasive
disease appear in Table IL.

Data for hepatitis C viral, acute, and ehrlichiosis/
anaplasmosis {including subcategories Ebrlichia chaf-
feensis, Ebrlichia ewingii, Anap lasma phagocyraphilim,
and chrlichiosis/anaplasmosis, undetermined) are now
digplayed in Table I because case reports exceeded
1,000 during 2009.
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Pregnancy, Birth, Abortion, and Fetal Loss Rates Per 1,000 Women Aged
15-19 Years, by Race and Hispanic Ethnicity — United States, 2005
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Estimated pregrancy, birth, abortion, and fetal loss rates among non-Hispanic white women aged 15-19 years during 2005
were substzntially lower than among their non-Hispanic black and Hispanic counterparts. Although overall pregnancy rates
for non-Hispanic black and Hispanic women aged 15-19 years are similar, black wormnen in this age group had lower birth rates
and higher abortion rates than their Hispanic counterparts

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

Ventura 5J, Abma JC, Mosher WD, Henshaw S, Estimated pregnancy rates by outcome for the Unitad States, 1990-2004, Nat Vital Stat Rep
2009;56(15}. Available at http:/!www.cdc.gov/richs:’data/nvsr/nvsr56/nvsr56_1S.pcéf.
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Notifiable Diseases and Mortality Tables

TABLE I. Provisional cases of infrequently reported notifiable diseases (1,000 cases reported during the preceding year) — United States, week ending
January 9, 2010 (1st week)*

Total cases reported

S-year ’
Current Cum weye!dy for previous years States reparting cases
Disaase weelk 2010 average’ 2009 2008 2007 2006 2005 during current week (No.}
Anthrax - — — — — 1 1 —
Botulism, total — -_ 3 93 145 144 165 138
foodhorne —_ e 0 12 17 32 20 19
infant —_ o 2 58 109 a5 o7 85
other (wound and unspecified) — — 1 23 19 27 48 31
Brucellosis — — 2 102 80 131 121 120
Chancroid 1 1 a 24 25 23 33 17 5C(1)
Cholera — — 0 10 5 7 9 8
Cyclosporiasts” — — 4 125 139 93 137 543
Diphtheria — b - — g — - —
Demestic atboviral diseases™
California serogroup virus disease -— — — 43 62 55 67 80
Eastern equine encephalitis virus disease — — — 4 4 4 8 2%
Powassan virus disease — — — 1 7 1 1
St. Louis encephalitis virus disease — — 4] 10 13 9 10 13
Western equine encephalitis virus disease — — — — — — — —
Haemophilus r'J'ii‘hmmfm,’“E invasive disease (age <5 yrsk
serotype b — — 1 26 30 22 29 9
nonsarotype b 1 1 5 205 244 199 175 135 COQ]
unknown serotype 3 3 5 223 163 180 179 217 PA) MG
Hansen disease” — — 2 59 80 101 66 87
Hantavirus pulmonary syndrume§ — — ¢l 13 18 32 40 26
Hemalytic uremic syndrome, |‘.m:i‘fdiarrh«aal§ i 1 5 213 330 292 288 2 MI(1)
HIV infection, pediatric (age <13 yrrs)H — — 1 — — e — 380
Influenza-associted padiatric mortality 5 7 7 1 360 90 77 43 45 NY(2),IL(0, M), TX(2), CRIT)
Listaricsis 2 2 18 765 759 808 8B4 B9G VA (1), TN (1)
Measkes'® — — ] & 140 43 55 &6
Meningocaccal disease, invasive**:
A, Y, andW-135 e — [} 273 330 325 318 297
serogroup B —_ - 5 146 188 167 193 158
othar serogroup — — 1 23 38 35 32 27
unknown serogroup 8 8 15 464 B16 550 651 765 NYC 41Y, PA (23, OH 1), 81 (1), GA {1}, FL(2}
Mumps e — 17 989 454 800 6,584 314
Novel influenza A virus infectionswr — — — 43,771 2 4 NN BN
Plague — — o3 7 3 7 V7 8
Poliomyelitis, paralytic ‘ — — — - — — 1
Polio virus infection, m‘,\mparah,ﬂti(9 — — — — — -— NN NN
Psittacosis’ - — 0 9 8 12 2t 16
Q fever, total — — 3 99 120 171 169 136
acute — — 2 84 108 — — —
chronic — — Q 15 4 — — —
Rabies, human — — ¢} 4 2 1 3 2
Rubella*™ — — 0 3 16 12 11 M
Rubella, congenital syndrome — — — 2 — — 1 1
SARS-CoVE — — — _ - =
smalipox® — — — e
Streptococeal toxic-shock syl‘l:‘irorﬂe§ — — 4 127 157 132 125 129
Syphills, congenital (age <1 yr} - — 6 257 431 43¢ 349 329
Tetanus —_ — 1 14 19 28 41 27
Toxic-shock syndrome (smpl‘lylacoccaI)§ — — 2 76 Al 92 101 0
Trichinellosis — — 0 12 34 5 15 16
Tularemla — — 2 82 123 137 35 154
Typhoid fever ) 3 3 a 396 449 434 353 324 VA(2),FL(1)
Vancomycin-intermediate Staphylococcus aureuﬁg — — Q 70 63 37 3 2
Vancomycin-resistant Staphylococcus aureus’ — — i 1 — z 1 3
Vibriosts {(noncholera Vibrio spacies infectirms)g — — 5 597 588 549 NN NN

’ . T
Viral Hemorrhagic Fever ! — e

Yellow fever — -

NN NN NN NN NN

:

See Table | footnotes on next page,
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Notifiable Diseases ond Mortality Tables

TABLE I (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week ending
January 8, 2010 {1st weelk)*

—_. No reported cases. N: Not reportable, Ni: Not Natlonally Notifiahle Cum;: Cumulative year-to-date counts.

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

7 Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the cuirent week, for a totsl of 5 preceding years.
Additional infarmation is available at http:/Awww.cde.goviepe/dphsi/phsiles/Syearweeklyaverage.pdf.

§ Not reportable in all states, Data from states where the condition is not reportable are excluded from this tabe, except starting in 2007 for the domestic arboviral diseases and influenza-
associated pediatric mortality, and in 2003 for SARS-CoV, Reporting exceptions are available at http:/fwww.cde.gov/epo/dphsi/phs/infdis bom,

% Includes both neurcinvasive and honneuroinvasive. 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 Il,

#» Data for H. influenzae (all ages, all serotypes) are available In Table Il.

# Updatad monthly from reports ta the Divislon of HW/AIDS Prevention, National Center for HIV/AIDS, Viiral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting influences
the number of cases reported. Updates of pediatric HIV data have been tempararily suspended unttl upgrading of the national HIV/AIDS surveiliance data management system is
completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly.

55 Undated weekly from repatts to the Inflienza Division, Nationa! Center for Immuhization and Respiratory Diseases. Since April 26, 2009, a total of 255 influenza-associated pediatric
deathis assodiated with 2069 influenza A (H1NT) virus infection have been raported. Since August 20, 2009, a total of 236 influenza-associated pediatric deaths occurring during the
2009-10 influenza season have been reported. A total of 130 influenza-associated pediatric deaths occurring during the 2008-09 influenza season have been reported.

5 Mo mmeastes cases wete reported for the current week.

#*% Dara for meningacoceal disease (all serogroups) are available in Table Il
tit £DC discontinued reporting of individual confirmed and probable cases of 2009 pandernic influenza A (H1N1] virus infections on July 24, 2009.CBC will report the total number of 2009
pandemic influenza A (H1N1) hospitalizations and deaths weekly on the CDCHINT influenza website {littp://www.cde gow/h1n1ilu). in addition, three cases of novel influenza A virus
infections, unrelated to tha 2009 pandernic influenza A (H1N1) vieus, were reported to {DC during 2009,
586 17 2009, Q faver acute and chionic raporting categories were recognized as a result of revisions to the Q fever case definition. Prior to that tirne, case counts were not differentiated with
respect to acute and chronic Q fever cases.
M No rubelia cases were reported for the current week.
r##r Undated weekly from reports ta the Division of Viral and Rickettsial Diseases, National Center for Zoonatic, Vector-Bome, and Enteric Diseases.
1 Thera were no rases of Viral Herarrhagic Fever during week one. See Table |l for Dengue Hermorrhagic Fever,

Figure 1. Selected notifiable disease reports, United States, comparison of provisional 4-week
totals January 9, 2010, with historical data

CASES CURRENT
DISEASE DECREASE INCREASE 4 WEEKS
Giardiasis 608
Hepatitis A, acute 6%
Hepatitis B, acute &1
Hepatitis C, acute 33
Legicneltasis 93
Measles 1
Meningococcal disease 45
Mumps 104
Pertussis 224
T T T T T
0.25 0.5 1 s 4 8

Ratia {Loy scale)*
Beyond historical limits

* Ratic of currant &-week total to mean of 15 4-week totals ifrom pravious, comparable, and subsequent d-week perlods for the past
5 years). The point where the hatched area begins is based on the mean and two standard deviations of these 4waek totals.

Notifiabie Disease Data Team and 122 Cities Mortality Data Team
Patsy A, Hall-Baker

Deborah A, Adams Rosaline Dhara
Willie J. Anderson Michael 5. Wodajo
Jose Aponte Pearl C. Sharp

Lenee Blanton
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Notifiable Diseases and Mortality Tables

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

Chlamydia trachomatic infection Cryptosporiciosis
) Current _Previots 52 weeks Cum Cum Current _Previous 52 weeks | Cum Cum

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

United States 8,474 22,405 26,592 8474 20,54 7 113 259 27 a9

New England 356 760 7,482 356 304 — [ 45 - 45
Connecticut 2 225 400 2 34 — 0 38 —_ 38
Maine? — 47 75 — 56 — Q 4 — 1
Massachusetts 340 377 944 340 212 —_ 2 16 — 5
New Hampshire 1 34 61 i 35 — 1 5 —_ 1
Rhode Island? — 63 244 — 29 — 4] 3 — —
Vermont! 13 22 63 13 28 — 1 9 —

Mid. Atlantic 2,262 3014 4,307 2,262 2,555 4 13 37 4 5
New Jersey 180 429 838 190 426 —_— 1] 5 — —
New York (Upstate) 187 607 1,193 187 148 1 3 12 1 1
New York City 1,495 1,160 1,956 1,495 1,243 — 1 8 — 1
Pennsylvania 390 820 1,001 380 738 3 8 19 3 3

£.M. Ceniral BOS 3442 4,280 805 4,008 10 25 54 14 17
lilinois 2 1,046 1,427 2 1,427 -— 2 B — 2
Indlana 140 399 695 140 374 — 4 9 -— 3
Michigan 543 870 1,332 543 841 1 5 Hh| 1 2
Ohic 55 697 1,044 55 1022 7 7 16 7 4
Wisconsin &5 375 471 65 . 344 2 7 24 2 8

W N, Central 219 1,339 1.687 219 1,148 1 18 61 1 4
lowa — 74 258 — 191 — 3 14 — 1
Kansas 6 176 561 6 102 — 2 5] — —_
Minnesota — 260 338 — 315 e 4 34 — —
Missouri 71 508 G628 71 412 1 3 12 1 2
Nebraska¥ 39 100 236 39 65 — 2 9 — 1
North Dakota 3 32 91 3 3 — 0 5 e —
South Dakota — 53 g0 — 55 — 1 10 — —

5. Atlantic 2,305 3,854 5,360 2,305 3,059 5 i9 45 5 12
Delaware 65 38 180 65 48 - 0 b — —
District of Columbia — 124 225 — 112 — 0 1 — e
Florida 557 1,421 1,670 557 1,154 4 8 24 4 7
Georgia — 681 1,150 — 185 1 5 23 1 5
Marylang? 262 425 896 262 275 — 1 5 - e
North Carglina — o 0 — - 0 9 —

South Carolinat 488 523 1421 438 807 —— E 7 — —
Virginia* 907 598 926 207 422 e 1 7 — —
West Virginia pla 69 136 26 56 — 4] 2 e —

£.5. Central 487 1,739 2,217 487 1,941 2 3 14 2 1
Alabama* 9 466 629 9 439 — 1 5 — 1
Kentucky e 249 642 — 373 1 1 4 H —
Mississipfai —_ 442 840 - 532 — Q 3 e —
Tennessee! 478 579 809 478 607 1 1 5 1 —

W.S, Central 1,530 2,952 5,806 1,530 2,932 1 8 35 1 b
Arkansas! 224 269 417 224 332 — 1 5 — —
Louisiana e 525 1.130 - 596 — il 6 — —
Oklahotna 1,306 167 2,117 1,306 192 — 2 9 — —
Texast — 2,007 2,519 — 1,812 1 4 20 1 —

Mountain 282 1,432 2,089 282 903 2 9 6 2 10
Arizona 174 499 755 174 27 — 1 3 b 2
Colorado — 299 727 - 509 —_ 2 10 — 2
Idahot 33 69 184 33 Rt i 1 7 1 1
Montanat 2 56 86 22 56 1 1 4 1 i
Mevada® 4 170 477 4 99 — ] ? — —
New Mexicot 42 175 344 42 38 — 2 8 e 3
Utah 7 110 160 7 133 — a 3 — o
Wyomingt — 36 89 — 3 — 33 2 — 1

Pacific 228 3,483 4,688 228 3,601 t4 25 2 5
Alaska — 99 137 — 104 — 0 1 — —
California 228 2,689 3,591 228 2,870 — 8 20 —_ 2
Hawail — 120 147 —_ 130 — 0 1 — —
Qregon — 200 468 — &5 2 3 9 2 3
Washingtan —_ 388 571 —_ 432 o i & — -—

American Samoa — 0 0 —- — N 0 0 N

CNML — — — — - — o — — —

Guam — 0 o] — — 0 3] — —

Puerto Rico 75 135 332 75 5 N Q 0 Il N

1.5, Virgin islands — 9 17 — — 0 0 e —

.MM Commenwealth of Northern Manana isiands,

U: Unavailable. —: Mo reported cases. N:Not repertable. Ni: Mot Natlonally Notifiable. Cum: Cumulative yaar-to-date counts. Med: Median. Max: Maximum.

* |ncidence data for reporting years 2009 and 2010 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears guarterly.
t Contains data reported through the National Electronic Disease Surveillance Systern (NEDSS).
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Notifinble Diseases and Mortality Tables

TABLE II. (Continued) Provisional cases of selacted notifiable diseases, United States, waeks ending January 9, 2010, and January 10, 2009 (1st week}*

Cengue Virus Infection

Cengue Fever

Dengue Hemorrhagic Fever!

) Current Braviots 52 weeks Cum Cuin Current Brevious 52 weeks Cum cum
Reporting area week Med Max 2010 2009 week Miad Max 2010 2009
United States — o] o] — NN - (] 4] — NN
New Englond — 0 0 — NN — 0 0 — NN

Cannecticut — 0 0 — NN — ] Q — NN
Maine? — o} 0 — NN — 0 0 — K
Massachusetts — 0 0 — NN — 0 0 — NN
New Hampshire — o] o] —_ NN — 0 Q — N
Rhade Island? s 0 0 o NN — o} o — NN
Vermont® — ] 0 — NN - o s} — NN
Mid. Atlantic — 0 o} — NN — o 0 —_ NN
New Jersey — 0 0 - NN — 0 ¢ - NN
New York {Upstate) - Q 0 — NN — 0 O — NN
New York City — a 0] — NN _— 0 0 —_ NN
Pennsylvania — ol 0 — N — o 0 — NN
E.N. Centrat — 0 0 - N — a a —_ NN
1ilinois — G 0 — N e 0 0 — NN
Indiana — o] 0 — NN — 0 0 — N
Michigan — 0 0 — NN — 4] 0 — NN
Ohio —_— 0 g —_ NN — 0 0 - NN
Wiscansin — o3 4 — NN — 0 o] — WM
W.N. Central — 4] 0 — N — 0 0 — NN
lowa — 3] q — NN o 0 o] — NN
Kansas — 0 0 — NN — 0 0 — NN
Minnesota — 1] Q — NN — 0 o — k]
Missouri e 0 o e NN — 0 1] e NN
Nehraska® —_ o 0 —_ NN — 1] 0 — [
North Dakota — 0 0 — NN — 0 0 — NN
South Dakota — 0 0 — NN —_ 0 0 — NN
S. Atlantic — 0 0 — N e 0 0 — [Nl
Delaware — 0 a9 — NN — 0 a — NN
District of Columbia — 0 0 — NN — 0 0 — NN
Florida - 0 0 — NN — Q Q — NN
Georgia — 0 0 — NN m Q 0 — NN
Maryland$ — 0 0 — NN — ¢ & — NN
MNorth Caroilna e 4] 0 - NN — ) O e NN
Sauth Carolina® —_ ¢} 0 - AN — 43 5 —— NN
Virginla® — a ] — NN — & ¢ — NN
West Virginia — 0 a — NN — 0 0 — NN
E.S5. Central e Q 0 o NN — 0 0 — N
Alabama® — 0 0 — NN — 0 o} —_ NN
Kentucky — 0 0 — NN — 0 0 — NN
Mississippi — ¢ 0 e NN — 0 0 — NN
Tennessee® — 0 0 e NN — 0 0 — NN
W.S. Central — 0 Q — NN — 0 0 — NN
Arkansas® e 0 53 e NN — Q 0 — NN
Louisiana e 0 o3 — NN — g G — NN
Oklahoma — 0 0 — NR — 9 0 —_ NN
Texas? — 0 4] — NN — 0 g — NN
Mouhtain — 0 0 — NN - 0 0 — NN
Arizona — 8} o] —_ NN — 0 0 - NN
Colorado — 0 0 — NN — 0 0 — NN
Idaha® — 4} [} — NN — 0 o — NN
Montanal — 0 Q — NN e o ol — NN
MNevada® — a o —_ NN — o3 0 — NN
New Mexico? — 0 0 — NN — b o e NN
Utah — Q ] — NN — [\ 0 — NN
Wyoming® — 0 0 — NN — 0 0 — NN
Pacific e a a - NN e 0 0 — NN
Alaska — ol 0 — NN — ] 8] s NN
California — 0 o] B NN — 0 4] — NN
Hawait — 0 c — NN — 0 0 e NN
" Oregon — ¢ 0 — NN — 0 0 — NN
Washington — 9] 0 -— NN — 0 0 — NN
Arnerican Samoa — o 4] e N — 0 1] — NN
C.NLMLL — — — — NN — — — — NN
Guam — o G — NN — 0 0 — NN
Puerto Rico e 0 Q — RN — Q 0 e NN
U5, Virginislands — & 0 — NN — 0 0 — NN

C.N.M.L: Commonweaith of Northern Mariana islands,
U:Unavailable. —: Mo reported cases. M: Not reportable, NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Incidence data for reporting years 2009 and 2010 are provisional,

Tt DHF inciudes cases that meet arfterla for dengue shock syndrome (DS$), & more severe form of DHE,

$ Contains data reported through the National Electronic Disease SurveiBance System (NEDSS5).
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Netifiable Diseases and Mortaiity Tobles

TABLE Il. (Continued) Pravisional cases of selected netifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (15t woek]®

Ehrlichiosisf/Anaplasmosist

Ehifichia chaffeensis Anaplasma phagocytophifum Undetermined

Current  Previous 52 weeks Pravious 52 weeks Previous 52 weeks

) Cumn Cum Current Cum Cum Current Cum Cum
Reporting area week Med  Max 2010 2009 woek Med  Max 2010 2009 week Med Max 2010 2009

- 12 48 — — —
21 — — —

=

N

N

ODG‘ OOODOCODC}OGOCO—-ﬂGOOCOU\O#OG\DMCG—-OOCQMDOOLHU‘:OOU'AW—!C!'-&—-O’JGMJDMD——‘—tODC:M N

United States 1 1

New Engfand e
Caonnecticut —_
Matne’ —
Massachusetts —
New Hampshire —
Rhode Jsland® —
Vermant? —

Mid, Atlantic e
New Jersey -
New York (Upstate) -
New York City —
Pennsylvania —

EN. Central -
Iliincis —
{ndiana —
Michigan —
Ohio —
Wisconsin —

W.N. Central -
lowa —
Kansas —
Minnesota -
Missouri —
Nebraska$ —
North Dakota —
South Dakota —

S, Adantic 1
Delaware —
District of Columbia —
Florida 1
Georgla o
Maryland? —
Narth Carclina —
Sauth Carolina’ —
Virginia® —
West Virginia —

E.S. Central e
Alabama® —
Kentucky —
Mississippi -~
Tennessees —

W.S, Central —
Arkansast —
L.auisiana —
Oklahoma —
Texas? —

AMNOORE N SWHR =D 2 a2 O—Dh
|
|
l

|
{

]
CDMN N = NO
|
\
|
coo|l ceccC0 C CANDOCODO O N SO0 N OO - O—a0m -~ wO= MO0 = =00
|
|
t

%
&
e
|

teNWE aRmhbN—ON
\ [
| |
1 i

Mountain
Artzona —
Colorado —_
ldaho® —
Montana’ —
Nevadal -
Mew Mexico® —
Utah —
Wyeming’ -

Pacific -
Alaska —
California —_
Hawalt -
Oregon —
Washington —

OOGOOOOOODDDGOOOOODOG‘—*OGG—‘OOOC—'ODOCWOGD—‘CCO—' COoODoOoO = CcCaO—~0ON oo DOoOoo —

American Samoa
CNALL —
Guam —
Puerto Rico —

115, Virgin fslands —

C)OO!C)OODOODDCQOODODOOOODOOQOOOOODOOOOCOCOOOGOOOOMOGOONODWOWODOOOG—\
H
CDC{OGGGC}OOCDODOSDOOOGODDDC‘L’JOOOCIDDOOCOOQDOOOODOOOCODD*‘CGOOGDOOOOCGN

OOO‘ D OOD 20 =000 DORO0O O = 0oun D
]
[
|

DC)C)I

C.N.M.L; Commonwealth of Northern Martana Islands.

U Unavailable. —: No reperted cases. N: Not reportabile. NN: Nat Nationally Notifiable. Cum: Cumulative year-to-date cotints. Mecl: Madian. Max: Maximum.
* Incidence clata for reporting years 2009 and 2010 are provisional.

t Cumnulative total £ ewingii cases reported as of this week = 0.

5 Contains data reparted through the National Electronic Dlsease Survelllance System (NEDSS)
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Notifiable Diseases and Mortality Tables

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

Haemophilus influenzae, invasivel

Glardiasls Gonorrhea All ages, all serotypes
Current  Previous 52 weeks ¢, Cum Curreny  Previous S2weeks Cum Cument _CreviousSZweeks — cun o cum
Reporting area weel Med Max 2010 2009 week Med  Max 2010 2009 week Med  Max 2010 2009
United States 93 321 508 a3 244 2,11 5316 6,606 2171 5316 22 59 92 22 69
Mew Engiand 5 30 6% 5 19 a1 Q6 210 51 45 — 3 12 — 4
Connecticut - 5 15 — 5 2 A7 107 2 7 — 0 9 — —
Maine? 3 3 13 3 3 — 3 9 — 2 — a 2 —_ 1
Massachusetts — 13 36 — 4 44 33 112 44 30 - 2 ) — 2
New Hampshire — 3 1 — 3 5 2 6 5 1 — ol 1 — 1
Rhode island® — 1 6 — — — 6 19 — 4 - a 2 — —
Vermont? 2 3 14 2 4 — H 5 — 1 — & 1 — -
Mid. Adantic 8 60 100 8 55 463 588 B46 463 597 G 12 25 5 14
New Jersey — 3 17 — 17 38 90 124 38 103 — 2 7 — 3
New York (Upstate) 4 25 54 4 9 35 106 244 35 54 1 3 9 1 2
New York City 1 16 26 1 12 289 210 366 289 239 e 2 11 - 2
Pennsylvania 3 15 35 3 17 01 195 275 101 201 5 4 10 5 7
E£N. Central 20 a5 74 20 44 263 1,085 1,400 263 1,400 2 N 28 p) 20
lllinots — 11 20 — 12 — 339 534 -_ 524 — 3 9 — o
indiana N ] 0 W N 51 136 206 51 139 — 1 5 — 2
mMichigan 3 " 24 3 ) 180 272 501 180 319 — a 3 e —
Chio 16 15 28 16 16 8 232 333 18 310 2 2 [ 2 4
Wisconsin 1 8 19 1 8 14 88 144 14 108 — 3 20 — 8
W.N. Central 13 15 145 13 23 62 276 365 62 287 3 3 W 3 4
lowa & [ 15 6 4 — 32 47 e 30 — 9] G — —
Kansas en 3 14 — 3 5 44 93 3 12 — 1] 2 — —
Minnesota — 0 124 — — — 40 &5 — 41 — 1] 9 —_—
Missouri 3 9 27 3 i 49 124 173 49 173 3 1 4 3 4
Nebraska® 4 3 g 4 7 22 55 7 19 — 0 4 — —
North Dakota —_ 0 8 — -— 1 2 14 i —— — 0 2 — —
South Dakota — 1 s — 4 — 5 14 — 12 -— 1] 0 -_ —
S. Atlantic 23 69 109 22 37 668 1,167 1,500 663 1,027 4 13 31 4 13
Delaware — 0 3 - 1 1 18 37 1 7 — Q 1 — —_
District of Columbla — 0 5 — 2 — 48 88 — 62 — 0 1 — —
Florida 21 33 39 21 138 243 410 476 243 400 3 4 5] 3 8
Georgia — 10 &7 e 6] — 228 465 e 79 1 3 9 1 2
tdaryland® — 5 13 e 5 G6 114 212 66 90 — 1 6 — 1
North Carelina N 0 o N N — ¢ 0 — - — 0 17 — 2
South Carolina® — 2 8 - 1 148 159 412 148 259 - t 5 e —
V‘trgir\iaé 1 8 18 1 4 184 147 272 194 113 —_ i 5 —_ —
West Virginia — i 5 — — G 9 21 6 17 — Q 3 — —
ES. Central 2 7 22 2 7 165 495 686 165 586 1 3 10 1 3
Alabama’ 2 4 13 2 2 4 136 186 4 143 — 1 4 — 1
Kentucky I 4] o] ] N —_ 72 156 — 124 e G 5 — —
Mississippi N 0 0 N N — 134 252 — 190 — 0 1 — —
Tennesseet — 4 18 — 5 161 156 229 161 229 1 P g 1 2
W.S. Central 4 7 19 4 — 410 873 1,555 410 991 — 2 7 — 2
Arkansas® 1 2 9 1 72 33 134 72 9z — 53 3 — 1
Louistana — 1 7 — — — 167 418 — 201 — 1] 1 — 1
Oklzhoma 3 3 10 3 — 338 59 612 338 73 — 1 5 — —
Texas® N 0 a N M - 554 695 — 626 — o 2 — -
Mountzin 13 27 61 13 22 29 175 233 29 118 5 5 10 5 7
Arizona 3 4 7 3 4 22 59 91 22 10 2 2 ] 2 3
Colorado 9 8 206 g 4 — 40 106 — &8 3 1 G 3 3
Idaho? 7 3 10 1 — 2 2 8 2 3 —_— a 1 -_— —
Montana¥ — 2 11 — 2 1 1 5 1 1 — 0 1 — —
Nevada¥ — 1 10 — — — 27 93 — 1 — Q 2 — -
New Mexico® — 2 3 — 3 4 21 34 4 17 — Q 3 — 1
Utah m 5 12 — 7 — 5 12 — 7 — 1 2 — -—
Wyoming® —_ 1 5 —_ 2 — i 7 — 1 —_ a 1 —
Pacific & 51 82 6 37 60 545 765 60 765 1 2 ] 1
Alaska — 2 7 — 1 — 18 32 — 18 — Q 3 — —
California — 33 60 — 29 G0 449 658 60 558 — 0 4 — —
Hawait —_ 0 2 — -— e n 24 s 18 — 0 3 — t
Qregon & 7 18 6 7 e 20 44 w— 6 1 i 4 i i
Washington — 7 25 — — 39 ral — &5 — a 2 — —
American 5amoa - 0 0 - - a o — — — a g — —
CNML, — — — — — — — — — — — - — —
Guam — o] 0 — — —_ 0 0 —_ — — a a — —
Fuerto Rico - 2 10 — 2 4 24 2 1 — 0 1 — —
U.S. Virginlslands — o a —_ — - 2 7 -— — l 0 Q N N
CNM,: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N:Not reportable. NN:Not Nationally Notifizble. Curn: Cumulative year-to-date counts. Mad: Median. Max: Maximum.

* |ncidence data for reporting years 2009 and 2010 are provistonal.
t Data for H. influenzae {age <5 yrs for serotype b, nonserotype b, and unknown seratype] are available in Tablel.
$ Contains data reported through the Natlonal Electronic Disease Surveillance System (NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE I, (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January §, 2010, and January 10, 2009 (1st week)*

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

Curtent  Previous 52 weeks

Previous 52 weels Previcus 52 weeks

Cum Cum Current Cum Cum Current Cum Cum
Reparting area week Med Max 2010 2009 week Med Max 2010 2009 wiek Med Man 2010 2009
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C.N.M.L: Commonwealth of Northern Mariana fslands.

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

t Cantains data reparted through the National Electronic Disease Surveillance System (NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE i, {Continued) Pravisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 (1st week)®

Lagicnallosis Lyme disease Malaria

Cusrent  Previous 52 weeks - Curm Current  Lrevious 52 weels - cum Cugrent Previous 52 weeks -, cum

Reporting area waek Med  Max 2010 2009 week Med  Max 2010 2009 week Med Max 2010 2009
United States 14 49 158 14 33 26 320 1,944 26 154 7 22 47 7 16
New England — 2 17 — i — a4 479 — 28 o 1 4 — 2
Connecticut — 1 S —_ — — 0 0 — — —_ 4] 3 — —
Mainet — 0 3 — — — 11 77 — — — g 1 — —
Massachusetts -_— 1 k4 — 1 — 26 EXY| —— 13 — Q 3 — 2
New Hampshire — Q 2 - — —_ 14 A9 —_ 9 — 0 1 — -
Rhade Isiand® — 0 4 — — — 1 i} — — — 0 1 — —
Varmont! — 0 1 — — — 5 40 — B e 33 1 — —
Midl, Atlantic 2 15 69 2 11 8 176 1,078 8 61 3 4] 13 3 —_
New Jersey —— 2 13 — 1 — 38 378 — 26 - 0 1 — —
New York {Upstate) 1 5 29 1 3 e 53 272 — 4 t 1 4 i —
Mew Yark City — 2 20 — 1 — 2 24 — 3 i 4 11 1 -
Pennsylvania 1 6 25 1 6 8 87 631 8 28 1 1 4 1 —
EN. Central 5 9 34 5 a — 2 216 — 11 — 3 10 — 1
Winois — 1 10 — — -— 1 i1 - — — 1 4 — —
Indiana - 1 3 — — — 1 6 — — — g 3 — —_
Michigan — 2 T - 4 — 1 10 — — — Q 3 — e
Ohio 5 4 17 5 4 — 1 5 — — — i 6 — 1
Wisconsin - Q 2 — — — 16 198 —— il — a 1 — —
W.N. Central 1 2 7 1 e e 5 31 - 2 — 1 a — 2
lowa — 0 2 — — — 1 14 — 1 — 0 1 — 1
Kansas — ¢ H — - — 0 2 — 1 - 0 1 e 1
Minnesota 1] 4 — - — Q 25 — — e 0 % — —
Missouri 1 1 5 1 — — 0 1 - — — o] 2 — —_
Nebraska! — 1] 2 - — — 0 3 — — — 0 1 — —
North Dakota e 0 1 — - — 0 0 — — m— 0 1 o —
South Dakota — 0 1 — — — 1] 1 -_ — — Q 1 — -
5. Atlantic 3 10 21 3 5 18 58 236 18 47 3 5 7 3 3
Delaware — 4] 5 —_ — 4 12 a5 4 8 — 0 1 —_— —
District of Columbia — 4] 2 —_ — — 0 5 — — — Q 2 - —
Florida 1 4 0 1 1 3 2 1 3 — — 1 7 — e
Georgia — 1 5 — 1 — 1 6 — — i 5 — —
Maryland? 2 2 12 2 3 5 27 125 5 38 1 13 }
North Carolina — a <] — - — Q 14 — — — 0 5 —_ 1
South Carolinat - s} 2 — - — 0 3 — — — 0 1 — —
Virginiat — 1 5 — — 6 8 44 6 1 % i 5 1 1
West Virginia — 4] 2 — — — 0 33 — —_ a 1 — —
£,5. Central - 2 12 - 3 - 1 2 — - 1 0 3 1 -
Alabamat — 0 2 — 1 — o 1 — — 1 0 3 1 —
Kentucky _— 1 3 — 3 — 1} 1 — — — 0 3 - —
Mississippi — o] 2 — — — V] 0 —_ — — Q 1 —_ —
Tennesses’ — 1 9 — 1 — 1 2 - — — 0 3 — —
W.5. Central i 2 7 1 1 — 0 3 - - - 1 10 - —
Arkansas? — 0 1 - — — 0 0 — — — ol H — s
Louislana — ol 2 — 1 — a 0 — - - 33 1 — —_
Oklahoma —_ 0 2 — — — a o] — — B 4] 1 — —
Texas’ 1 2 6 i — — 0 5 —— — — ¢ 9 - —
Mountaln 2 3 8 2 2 - 1 4 —_ — — 0 6 — 1
Arizona 2 1 3 2 2 — 0 2 — o — 0 2 — —
Colorado — 0 4 — — — o 1 — — — o] 3 — 1
idahot — 0 2 — - — 0 3 — — —_— 0 1 — -—
Montana' — 0 2 — — - 0 1 wn — o 0 3 — —
Mevadat — 0 1 e — — 0 1 - — — 0 0 —_ —
New Mexico® — 0 2 — - — a 1 — - — 0 o — —
Utah — Q 4 — — - 0 1 — — — a 2 — —
Wyoming® — 9 2 — — nm 0 1 — — — ] 0 — —
Pacific — 3 12 — 2 - 4 I8l — 5 — 3 9 — 7
Alaska —- Q 1 —_ — — 0 1 —_— — — 0 1 m —
California — 3 1 — 2 — 3 10 — 4 — 2 3 — o
Hawaii — 0 1 o — N ] Q N N — 0 1 — —
Oregon - 4] 2 e — Q 4 — 1 — Q 2 — 1
Washington — 0 4 e — -— Q 3 - — - v; 2 — —_
Amerlcah Samoa N 0 0 N N N 0 o N N — 0 o — -
CNM. — — — — —— — — — —_ — — — — — —
Guam — 0 0 -— — 0 9 — — — 0 0 — —
Puerto Rico — o] 1 — —_ N a 1] N N — 0 1 — 1
U.5. Virgin Istands — 0 ¢l — — N 0 0 N N — 0 0 — —

C.N.NLL: Cormmonwealth of Northern Mariana {slands,

U:Unavailable. —: No reported cases. N:Not reportable. NN:Mat Nationafly Notifiable. Cum: Cumulative yeat-to-date counts. Med: Median. Max: Maximum.
# [ncidence data far reporting years 2009 and 2010 are provisional.

t Contains data reported through the National Electranic Disease Surveiilance System {NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE H. {Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 {150 week)®

Meningococcal disease, Invasive!

All groups Pertussis Rabies, animal
Current w Cum Curn Current m Cum Cum Current w Cum Cum
Reporting area week Med  Max 2010 2009 week Med  Max 2010 2009 week Med  Max 2010 2009
United Statas 3 17 33 8 13 50 264 436 50 244 14 a5 140 14 26
New England — (] 4 — e — 12 24 — 23 4 a 24 1
Connacticut — 9 2 — — —— 1 4 e 1 — 2 22 -
Maine® — 0 i — — - 1 10 e 3 — 1 4 -
Massachusatts — 0 3 — — — 7 18 — 18 — 0 Jl — —
New Hampshire — 0 1 — — — 1 7 — 1 1 0 3 1
Rhode lsland? — o 1 — — — ¢ 7 — — — 1 7 — —
Vermont?® — 0 1 — — — 0 1 — — 3 1 5 3 —
Mid. Atlantic 3 2 6 3 2 4 21 38 4 20 5 10 23 5 4
New Jersey — 0 2 — —_ — 3 11 — 6 — 0 0 = —
Mew York (Upstate) — 0 2 — — — 4 15 — 1 5 7 22 5
New York City 1 0 2 1 2 —_ 0 n e wene — 0 3 —
Pennsylvania 2 i 4 2 — 4 12 29 4 13 — 0 16 — —
E.N. Central 2 3 10 2 4 23 54 100 23 83 2 19 1 1
lHlinois — 1 4 —_ 1 - 12 33 — 33 e 1 9 — 1
Indiana — 1] 3 — — — [¥] 15 — 14 — 0 ] —_ —
Michigan 1 Q 5 1 — 4 14 40 g — 1 4 - —
Chio 1 1 3 1 2 19 18 49 1% 25 1 a 5 1 —
Wisconsin — a 3 —_ i — 3 12 — P N ¢ 0 i N -
W.N. Central s 2 6 -_ 2 5 31 145 5 56 — 7 8 — 3
fowa — ¢ 2 — — — 3 10 — 4 — Q 3 — —
Kansas — o] 2 — —_ — 4 12 — 2 —_ 1 [ o 3
Minnesota — 0 z — — — a a9 — — — a 1 — —
Missouri — 0 3 e 2 2 i8 47 2 45 — 1 5 — —
Nebraska® — 0 1 — - 3 2 n 3 2 — 1 6
Nerth Dakota — 0 1 — — - Q 12 — — — 0 7 — —
South Dakota — 0 1 - — — 0 <] —_ 3 — 0 4 — e
5. Atlantic 3 2 0 3 4 8 28 71 8 23 4 26 111 4 10
Delawrare — 0 1 — — — 0 2 — — — 0 G — —
District of Columbia — 1] ol — — — 0 1 — — — 1] 0 -
Florida 2 1 4 2 2 5} 8 29 6 7 0 95 —
Georgla 1 0 2 1 — 1 3 11 l 4 a 72 —
Maryland® — 0 1 — — — p ] — 3 — 7 15 — 5
North Carolina — 0 10 — 1 0 65 — — N 4 4 N N
South Carolina® — 0 1 — — — 4 18 - 8 — o ¢ — —
Virginia® - 4 2 — 1 — -3 i3 —_— 1 — 10 26 — 5
West Virginia —_ 0 2 — — 1 0 5 1 —_ 1 2 a 1 —
E.S. Central — 0 4 — — 4 14 30 4 17 — i 6 — 2
Alabama® — 0 1 e — — 4 19 — — 0 4 - —
Kentucky — 0 1 — - 2 3 15 2 1 — 1 4 — —
Mississipsi — 0 1 — — — 1 5 — 2 — a 1 — —
Tennessee® — 0 2 — — 2 3 9 2 4 — 0 4 — 2
W5, Central — 1 8 — 2 2 60 139 2 2 — o 13 — —_
Arkansas® — 4 2 — 1 — 5 21 — — — o 10 — —_
Louisiana —_ 0 3 — 1 — 1 8 — 2 — a a3 — -
Oklahoma — 0 2 — —_ — Q 32 — — — 0 13 — —_
Texas® — 1 3 — — 2 48 125 2 — — 0 1 — —
Mountain — H 4 — 1 4 17 a2 4 17 — 1 6 — 1
Arizona — 0 2 — — — 4 il — 2 N 0 0 N N
Colorada — [t} 3 — — 1 4 12 1 5 — [} 0 — —
Idaho® — 4] 1 — — 3 i 2 3 1 r 0 0 — —
Montana¥ — 0 2 - — 1 6 e — — 0 4 — —
Nevada® — 0 1 — 1 — 0 3 e — — Q 1 — —
New Mexico® —_ "] 1 — —_ — 1 [ — 2 — o] 2 - 1
Utah — o] 1 — —_— — 3 16 — 7 — 0 2 — —
Wyoming® — 0 2 — — 0 3 — — e 0 4 — —
Pacific — 3 10 — 3 — 19 a3 — 3 — 4 12 — 4
Alaska — a 2 — 1 — 1 4 - 1 — 0 3 — 3
California — 2 6 — 1 — 10 22 — 1 — 4 12 — 1
Hawali — Q 1 — —_ — 1] 3 — — — el 1] — —
Oregon -— Q 7] — 1 - 3 15 — 1 — ] 3 — —_
Washington — 9] 7 — R — 5 26 — e — 3] [\] —_ —
American Samoa - o 0 - - — Q 0 — - N Iy 0 N N
CNA, — — - — — - — — — — — — — — —
Guam — V] Q — — — 0 3] — — = [¢] 0 — e
Puerto Rico — 0 5} am — — of 1 — — — 1 3 — —
U,5. Virgin isiands — 0 0 — en — 4] 0 —_ — M 0 1] N I\

C.MNMI: Commonwealth of Narthern Mariana Islands.

U; Unavailable. —: No reported cases. N: Not reportable. MN: Not Nationally Netifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximurm,
* Incidence data for reporting years 2009 and 2010 are provisional,

f Data for meningococcal disease, invasive causad by seragroups A, G Y, and W-135; sarogroup B; other serogroup; and unknown serogroup are available in Table .
% Contains data reported through the National Electronic Disease Survelllance System (NEDSS).
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Notifiable Diseases and Mortality Tables

TABLE II. {Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 201G, ancl January 10, 2009 (15t week)”

Salmaneliosis Shiga toxin-producing E. colf (STEC) Shigellosts

Current  Previous 52 weeks Previous 52 weeks Previous 52 wecks

Cum Cum Current Cum Cum Curtent Cum Cum
Reporting area week Med  Max 2010 2009 week Med  Max 2010 2009 week Med Max 20010 2009
United States 221 842 1,372 221 1,030 ) 81 153 o 124 82 284 485 82 331
New England —_ 3 437 — 431 — 3 85 — 65 — 4 45 —_— 45
Connecticut -— ol 406 — 4406 — 0 65 — &5 e ] 40 — 40
Maines — 2 7 - 2 — 0 3 — — — 0 2 — —
Massachusetts — 23 51 - 15 — z ] — — — 3 27 — 5
New Hampshire — 1 42 — 4 -— 0 3 — — 0 4 - —
Rhode Island® — 2 1% — 3 g 26 — — — 0 7 — e
Vermont® — 1 5 — 3 — Q 3 e — — 0 1 — —
Mid, Atlantic 13 8 196 13 59 1 6 21 1 6 10 57 a7 10 57
Mew Jersey — 13 46 — 13 - 0 4 — 2 — 8 27 — 21
New York (Upstate) — 23 66 wm [} 3 9 — 1 1 4 1 1 —_—
New York City 2 22 43 2 16 — 1 5 - 2 i 8 15 1 15
Pennsylvania 11 30 65 1 4 i 2 8 1 1 8 27 63 3 21
EN. Camral 29 a1 152 29 114 3 15 34 3 8 6 48 96 6 82
lilinais — 25 52 — 27 — 3 10 - 2 — 1 34 — 13
Indiana — 6 19 — 13 — 1 8 — — — t 5 — 5
wlichigan 5 8 34 5 22 t 3 8 1 —— — 4 13 - 13
Qhio 3 27 52 23 26 2 2 11 2 1 5] 18 57 3] 39
Wisconsin 1 12 30 1 26 — 5 20 — 5 — 7 26 — 12
W.N. Central 11 &7 86 1 2B 12 39 - 5 45 22 86 45 11
lowa 2 7 16 2 4 —_ P 14 1 o Q ] -— 4
Kansas - 5] 22 — 4 —_ 1 5 — 1 - 3 13 —
Minnesota — 12 29 — — — P 19 — — 1 7 — —
Missouri 9 12 30 9 13 — 2 10 e 2 45 16 72 45 1
Nebraska® — 5 41 — 2 —_ 1 -] 1 — ] 3 — -—
North Dakota — ¢ 21 — — - 0 3 — - 0 2 — —
SouthDakota — 2 22 —_ 5 0 12 e — [t} 1 — —
5. Atlantic 140 276 452 140 216 3 12 22 3 19 13 43 79 13 63
Delaware — 2 9 —— — — 0 2 o — 1 3 10 1 —
District of Columbia — 0 5 — — — 1] 1 — e — 0 2 - 1
Florida ’ 87 133 278 87 68 3 4 7 3 5 3 9 24 3 12
Georgia 37 42 98 37 25 1 4 — 2 9 12 29 g 12
Marylang? 1 16 32 1 9 — 2 5 3 — 6 19 — 7
North Carolina — 17 g2 —_ 92 1 11 — g — 4 27 — 24
South Carolina® — 17 67 — 15 — a3 3 — — — 2 8 — 2
Virginia¥ 5 20 45 5 7 — 2 7 —_ — — 3 12 — 5
West Virginia —_ 4 23 — — — 0 5 — — a 3 — —
£.5 Central 9 52 143 g 43 2 4 12 2 2 2 13 46 2 11
Alabama’ 1 14 38 1 18 2 1 4 2 1 — 2 1 — 3
Kentucky 4 8 18 4 10 — 1 4 — 1 — 2 25 — 2
Mississippl — 14 45 — 5 — 0 1 — — — 1 4 e —
Tennessee’ 4 14 33 4 10 1 10 — — 2 8 16 2 6
WS, Cantral 1 97 2186 1 8 — 5 15 — 1 1 48 149 1 8
Arkansas® — 10 25 — — e 1 4 — — 1 6 14 1 —
Louisiana —_— G 43 — 5 — a 0 — - — 1 ] —— 1
Oklahoma 1 1 30 1 —- — 3] 6 — — — 3 19 — -
Texast — 54 150 — 3 — 3 1 e 1 — 33 123 —_ 7
Mountaln 16 51 129 16 47 9 26 — 4 5 19 49 5 27
Arizona 1 19 50 1 12 1 4 1 - 14 42 - 18
Colorado g i1¢] 33 9 3 3 13 — — 5 2 6 5 2
Idahao® 4 3 10 4 3 — 1 7 - — — Q 2 — —
Montana® 2 1 7 2 1 -— 0 7 — — — 0 S — —
Nevada® — 3 11 — 3 Q 3 — — — 1 7 — 4
New Mexico? — 5 29 e 2 — 1 3 — 2 - 1 8 — 3
Utah - 5 15 — i5 — 1 1 — i — 0 2 — -_—
Wyoming® — 1 9 — 2 — 0 2 — — — 0 1 — —
Pacific 2 125 224 2 84 — 8 31 — 14 — 24 48 — 27
Alaska — 1 7 — — 3] 0 — — o a 2 e —
California - 93 151 — o7 — 4 15 e 14 — 8 a1 — 25
Hawaii —_ 4 59 — 13 —_ 0 2 —_ — 9] 4 — 1
Cregon 2 8 1% 2 4 —_ } 1 — - — 1 3 — 1
Washingten — 12 44 - — — 2 17 — — - 2 9 — —
American Samoa — Y 0 - - — 0 o - — - 1 2 - —
C.N.M.IL —_ — — — — e — — — — — — — — —
Guam — ¢ 0 — — - 0 0 — — — 0 a — —
Puerto Rico — 6 21 — 2 — 0 53 — — — 0 2 — —
115, Virgin Islands — 0 0 — 0 0 — — — a 0 — -

C.M.MJ: Commonwealth of Northern Mariana Islands,

U: Unavailable. —: No reported cases. N: Not reportable, NN:Not Nationally Notifialle. Cim; Cumulative year-to~date counts, Med: Median. Max: Maximum,
“ |ncidence data for reporting years 2009 and 2010 are provisienal. -

t Includes E. cofi ©157:H7; Shiga toxin-positive, serogroup non-0157; and Shiga taxin-positive, not serogrouped.

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

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

Spotted Fever Rickettsiosis {including RMSF)!
Confumed Probable

Previous 52 weeks Pravious 52 weels

. Current P LAt e Cum Cum Current Cum Cum
Reporting area week Med Max 2010 2009 week Med Max 2010 2009
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Colorado —
Idaho® e
Montana® e
Nevada¥ —
Mew Mexico® —
Utah B
Wyoming® —-

Pacific —
Alaska —
California —
Hawati —
Oregon —
Washington —

American Samoa —
CRh.M.L —
Guamn —
Puerto Rico -

U.5. Virgin Islands —

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

U: Unavailable. —: No reported cases. N:Not reportable. NN: Not Nationally Notifinble. Cum: Cumulative year-to-date counts. Med: Madian, Max: Maximum.

* Incidence data far reporting years 2009 and 2010 are provisional.

T lfinesses with similar c!inical presentation that result from Spotted fever group rickettsia infections are reported as Spotted fever rickettsioses. Rocky Mountain spotted fever (RMSF) catsed
by Rickettsia rickettsii, is the most common and well-known spotted fever.

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

TABLE . {Continued) Pravisional cases of selected notifiable diseases, United States, weels ending January 9, 2010, and Jarvary 10,2009 (1st week)*®

Streprococcus pnetmonioe,! invasive disease

All ages Age <5 Syphilis, primary and secondary
Current  Previous 52 weeks - Cum Current  Lrevious 52 weeks . cum Current brevious 52 waeks - Curm
Reporting area week Med  Max 2010 2009 wieek Med  Max 2010 2009 week Med — Max 2010 2009
United States 99 52 114 99 85 95 44 78 95 43 1 269 327 71 252
New England 3 1 50 3 2 4 1 22 4 — 2 [ 15 2 4
Connecticut — 1] 50 — —_ — 0 22 - — — 1 8 — -—
Mainef 1 ] 2 1 1 2 h] 2 2 e — s} i — —
Massachusetts — 0 1 - — — 0 5 — — 2 4 10 2 3
New Hampshire 2 0 3 2 — - 0 2 — — — 0 2 i
Rhode stand® — 0 4 — — — 0 E — — — 0 5 - —

Vermont® —_ 0 2 — 1 2 o i 2 o — o 0 —
el Atlantic 4 3 13 4 2 9 4 19 9 2 23 34 50 23 25
New Jersey — 0 Q — - — 0 4 e H 3 3 13 3 7
New York {Upstate) 2 2 13 2 — - 2 9 — 1 — 2 8 — —
New York City _— a 1 — — —_— G 11 — 20 22 39 20 8
Pennsylvania 2 1 8 2 2 9 Q 2 9 — o 7 14 — 10
EN.Central 13 12 25 13 3 9 7 15 19 10 g 24 42 9 22
ilincis — 0 0 — — -— 1 4 - 1 2 11 30 2 4
Indiana — 3 11 — 3 — i 4 — 2 3 2 10 3 1
Michigan 1 u] 2 1 2 15 1 4 15 2 4 4 13 4 2
Ohia 12 7 18 12 18 3 2 7 3 5 — 5 12 — 4
Wisconsin — 0 Q — 1 1 3 1 — - 1 3 — 1
W.N. Cantral 3 2 ! 3 5 4 3 13 4 3 - 8 12 —_ 8
lowa e ] 0 — — 0 0 e — — Q 2 — e
Kansas — 1 5 — 1 — 0 2 —_ 1 — 0 3 — —_
Minnesota — 0 o] - — — 0] 10 — — —_ 1 4 — 3
Missouri 3 1 6 3 4 — 1] 5 — 2 — 3 8 e 5
Nelraska® — 0 1 — 4 i} 2 4 — — 0 3 — —
North Dakota e Q 3 — — — 0 3 — e — 0 1 — —_
South Pakota — Q 2 - — — Q 2 — — — 0 1 - —
5. Atlantic 53 26 53 53 34 18 1 22 18 16 5 &1 95 5 48
Delaware — 4 2 — — — 0 2 — — — Q 3 — —
District of Columbla - 33 0 — — - ¢ a - — — 3 8 — 8
Florida 45 14 36 45 25 e 4 " e 4 19 32 16
Georgla 8 8 23 8 1 2 3 10 2 3 — 14 36 — —
Marylancd® — 0 1 — 1 16 1 7 16 3 3 6 12 3 2
North Carcling — 0 0 — _— e 0 [ - — 7 9 31 7 18
South Carolina® — 0 s} — — — 1 4 — 4 4 2 6 4 1
Virgimia§ — 1] 0 - — —_ o] 3 —_ 2 I & 15 11 3
West Virginia — 1 13 — — — Q 3 — — — 0 2 e —
ES. Central 2 3 25 2 15 14 2 10 14 4 6 22 17 5 27
Alabama® — Q 0 — — e 0 0 — — 2 8 18 2 15
Kentucky 2 1 5 2 5 — 0 2 — 1 — 1 13 — 1
Mississippi — 0 1 — 1 — 0 2 - 2 —_ 4 12 — —
Tennessee? — 2 23 — 9 14 2 9 14 1 4 8 15 4 1A
W.S. Central — 1 6 5 5 5 16 5 4 — 52 79 — 43
Arkansas® — 1 5 — 3 2 0 4 2 1 — 5 16 - —
Louisiana — 4] 5 — 2 — o] 4 — 3 e 13 4% n 10
Cklahoma — o] o] — — 1 1 4 1 — — 1 5 — 3
Texas® — 1] 0 - — 2 3 14 2 — — 3 48 — 30
Mountain 21 2 7 21 2 22 5 16 22 4 1 i 18 1 6
Arizona 21 ] 0 21 — — 2 10 — 2 1 3 9 1 —
Celorado — 0 0 — — 21 1 4 21 2 — 1 4 —_ 3
ldaho® — 0 0 - — — 0 2 - - — 0 1 — —
tontana® — 0 0 — — — 0 0 — — n 1 — —
MNevada® — 0 4 — — — 0 2 — — — i 10 — -
New Mexico® - 0 1 — — 1 0 4 1 — — 1 5 —_— 2
Utah — 1 5 - — —_ 1 ] —_ — — Q 2 — 1
Wyoming® — 0 2 e 2 — 0 1 — - — a 1 — —
Facific — a 1 — 1 —_ 0 4 — — 5 13 59 5 69
Alaska — 0 0 —_ - o] 3 — — — 0 o] — e
Californta — 0 o] — — — a 1] — — 5 40 62 5 62
Haweali — 0 3 — 1 — 0 2 — — — Q 3 — 3
Oregon — 0 2] n — _ 0 0 -— — — 1 5 — —
Washingten o a 1] — — — Q 0 — — — 2 7 — 4
American Samoa — Y 0 - — — 0 0 ol — — 0 a - —
CN.M — — — — — - — — e — — — — — P
Guam — 0 0 - — — G Q _ — — 0 ¢l — —
Puerto Rico — ol 0 — — — 4 4 —_ — P 3 17 2 —
LS Virgin slands - 34 0 -— — - 0 0 — — —_— Q o — —

CM.M.L: Commonwealth of Northern Mariana Islands, .

U: Unavailable. —: No reported cases. M:Mot raportable. Ni: Not Nationally NotiRabla, Cumn: Curnulative yeai~to-date counts, Med: Median. Max: Maximum.

* Incidence data for reporting years 2009 and 2010 are provisional,

¥ Inctudes drug resistant and susceptibie cases of nvasive Streptococcis pneumoniae disease among children <5 years and among all ages. Case definition: Isolation of 5. preumoniae from
a normally sterfie body site (2.9, blood or cerebrospinal fluid).

5 Contains data reported through the National Electronic Disease Survelllance System {NEDSS),
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Notifiable Diseases and Mortality Tables

TABLE |1, (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending January 9, 2010, and January 10, 2009 {15t weel)*

West Mile virus disease?

Varicella (chickenpox) Neurglnvasive Nonneuroinvasive®
Current w Cum Cum Current W Cum Cum Celrrent M."Eﬁbﬁ Cum Cum
Reporting area week Med  Max 2010 2009 week fed  Max 2010 2009 week Med Max 2010 2009
United States 87 289 653 87 379 — g 44 — — — 0 48 — —
New England e 6 19 — 1" — o o} — o e a Q - —
Connecticut — 4] Y] e — — 0 0 — — o o} 0 — e
Maine® — 0 12 — — e 0 0 — -— — 0 0 — —
Massachusetts — 0 2 — — — i} o —_ - — 0 0 — —
MNew Harmpshire — 3 10 — 9 —_ 0 0 — — _— Q 0 —_ —
Rhode island? — 0 1 — e — 0 0 — — — 0 a — -
Vermont® — 0 7 — 2 — 0 0 — e — 0 o — —
Mid. Atlantic 7 28 55 7 44 -_ 0 2 — w— — 9] 1 — —
New jersey N Q ol Bl N — 0 1 — — —_ 4] 4] — —
New York (Upstate) h ol v N N — 1] 1 — — — 1] i — —_
New York City — 0 o — m — ¢ 1 — — — 0 0 — e
Pennsylvania 7 28 55 7 44 — 0 0 — — — 0 a — —
EN. Central 47 19 232 47 154 —_ 0 4 — _ — 4] 3 —_ —
Hinais — 31 73 — 33 — G 3 — — — 4] 2 — —
Indiana — ¥ 30 -— " — 0 1 — — — a 1 — -—
Michigan 12 41 84 12 52 — 0 1 o — — Q ¢ — —
Ohio 34 35 88 34 48 —— 0 0 — - — a 2 e —
Wisconsin 1 8 57 1 10 — 0 1 — — — ol 3} — —
W.N. Centrai 2 15 62 2 20 — 0 5 — — — 0 M — e
lowa N 0 0 N N — o] 0] — — — 53 1 — —
Kansas — 3 19 —_ -— — (] 1 — — — v Z — —
Minnesota — Q 4] — — — o] 1 —_ - — 0 i - —
Missouri 2 ] 51 2 20 — Q 2 — — — 0 1 —_ —_
MNebraska' N o 0 N N — 0 2 -— — — 0 [ — —
North Dakota — 0 26 —_ - — 0 0 e — — 0 1 — —
South Dakota nem 0 2 — — —_ o 3 — — — 0 2 — —
S. Atlantic 14 24 109 14 Ell — 0 3 — - — 0 1 - —
Delaware - 0 2 — 1 — 0 4] — —_ -— 0 0 — -
District of Columbia — 0 3 — — — 0 0 - — — Q 0 — —
Florida B 15 61 ] 21 — 0 1 — — — G 1 — —
Georgia N (] 4] M N — 0 1 —— — — ¢l ) — —_
Maryland” N 0 0 N N o a 0 — — — Q 1 — —
North Carclina N 0 Q N N — 0 0 — — - Q 0 — —
South Caralina® — 0 54 —_ 2 — 0 2 — — — G 0 — —
Virginia® — 0 g 3 — 1] 1 — — _— o} 0 — —
Wast Virginia & 9 32 4 — 0 i} — — — 0 0 — —
E.S. Central — g 20 —_— ] — 0 5] — — — 0 4 — —
Alabama*® — g 27 — 5 — Q ¢l — - — 0 0 — —
Kentucky N 9] 0 N N — G 1 — — — 0 Q —_ —
Mississippi — 1] 2 —— — — o] 5 — — — 1] 4 — —
Tennessee® N 0 0 N N — 0 2 — — — Q 1 — -
W.S, Central — 71 260 — 47 — 4] 17 — — — ¢ 6 — —
Arkansas® — 0 23 — 6 — 0 1 — — — 0 0 — —
Louisiana — 1 7 — 1 — 0 2 — — — 0 4 — —
Oklahoma 0 0 N N — 0 P e — — o 2 — —
Texas? — 69 244 40 — o} 14 e — — o 4 — —
Mountain 17 18 62 17 61 e 0 12 — — — 0 17 — —
Arizona — Q 0 — — — Q 4 e — — 0 2 — -
Colorado 17 9 33 17 17 — sl 7 — _— — o] 14 - —
Idahgo® N Q 0 N N = v 3 — — — ] 5 — —
Maontana® — 0 16 — 14 — 0 1 - — — 0 1 — —
Nevada® N 4} 0 N N — 0 2 — e — 0 1 — —_
New Mexico’ — 0 20 — 12 — o} 2 — — - 0 1 — —
Utah — 7 32 — 22 — 0 1 -— — — Q 3 — e
Wyoming® — 0 0 — — — 0 1 — — — 0 2 — —
Pacific — 1 6 — 2 — o] 12 — — — ¢ 12 — —
Alaska — 1 3 mm 2 — a 0 — - — 4] 0 — —_
California — 0 53 — — - ¢ 8 - — — 0 6 — —
Hawali — Q 4 — — —_ G 0 —_ —— — Q a — -
Oregon N - Q 0 N N — a 1 — o — 0 4 — —_
Washington N o3 0 N N — ol & — — — 0 3 — —
American Samoa N 0 0 N N — a Q — - — 0 0 — —
CNML — — — — — — — — — — — — — — —
Guam 0 0 — — —_ 1] o] —_ - — 0 i — e
Puerto Rico — 6 26 - 3 — 0 o — — — Q Q — —
5. Virgin Isiands e a 8] — — — 0 4] — — — 0 0 — ——

CNM,L: Commonwealth of Northern Mariana [slands,

U: Unavailable. —: No reported cases. N:Not reportable, NM; Not Nationally Notifiabie. Cum: Cumulative year-to-date counts. Med: Maedian. Max: Maximum,

* Incidence data for reporting years 2009 and 2010 are provisional, Data for HIV/ADS, AIDS, and T8, when available, sre displayed in Tabie IV, which appears quarterhy.

t Updated weekly from reports to the Division of Vectar-Borne Infectious Diseases, National Center for Zoonatic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data for California
seroqroup, eastern equine, Powassan, St. Louis, and western equine diseases are available inTable & .

¢ Not repartable in all states. Data from states where the condition is not reporiable are excluded from this table, except starting in 2007 for the domestic arboviral diseases and influenza-
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are availahle at httpy/Awww.cdegov/epo/dp hsi/phs/infdis.htm.

% Contains data reported through the Matianal Electronic Disease Surveillance System (NEDSS).
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Notificble Diseases and Mortality Tables

TABLE IIi. Deaths in 122 U.5. cities,* week ending January 9, 2010 (1st week)

All causes, by age lyears)

All causes, by age (years)

Al P&t Al Palt
Reporting area Ages =65 45-64  25-44 124 Total Reporting area Ages =65  45-64  25-44 1-24 < Total
New England 675 468 158 34 7 8 75 5. Atlantic 1,380 924 318 38 34 16 68
Baston, MA 181 121 45 12 1 2 17 Atlanta, GA 112 64 33 10 4 1 2
Bridgepart, CT 32 19 12 1 amm — 5 Baltimore, MD i37 82 43 8 3 1 8
Cambridge, MA 25 19 6 — — - 2 Charlotte, NC 128 98 20 8 1 1 9
Fali River, MA 23 20 3 —m — —— 3 Jacksonville, FL 217 164 35 13 4 1 12
Hartford, CT 59 31 27 — 1 — 7 mlami, FL 106 78 15 9 2 2 3
Lowall, MA 25 19 4 — — 2 2 Norfolk, VA a7 68 25 3 1 — 4
Lynn, MA 15 11 2 2 — — t Richmond, VA 79 47 19 g9 3 1 4
New Bedfaord, MA 39 28 [ 4 1 — 3 Savannah, GA 52 34 12 3 3 — 4
New Haven, CT 34 26 5 1 1 t 9 St.Petersburg, FL 82 52 22 3 3 2 3
Frovidence, Rl 77 52 18 4 2 1 8 Tampa, FL 245 164 52 1o 9 4 14
Somerville, MA 1 1 — — -— — — Washington, 0.C. 103 56 38 5 1 3 2
Springfield, MA S1 45 4 1 o 1 2 Wilmington, DE 22 17 4 E — — 3
Waterbury, CT 30 i9 7 4 — — 5 £.5. Central 996 G617 259 53 18 26 96
Worcester, MA 83 57 19 5 1 1 11 Rirmingham, AL 166 105 44 7 4 6 12
Mid. Atlantic 2,342 1,712 165 103 34 28 145 Chattanooya, TN 92 59 26 S] 1 - 8
Albany, NY 37 26 10 i B — 4 Knoxville, TH 138 99 29 5 1 4 21
Allentown, PA 28 24 3 1 — —_ 1 Lexington, KY 75 40 29 4] — — 3
Buffalo, NY 82 57 13 7 2 3 5 Memphis, TN 200 10 50 17 8 5 23
Camden, NJ 43 27 1 4 — 1 — Moblle, AL 79 48 4 2 — 2 3
Elizabeth, NJ 21 12 7 2 o — } Mantgomery, AL 4?2 31 1 — — en 8
Erie, PA 47 40 5 1 — 1 3 Nashvitle, TN 204 125 56 10 4 9 12
Jersey City, NJ 10 4 5] — — — — WS, Central 1,615 1,032 381 11 49 42 106
New York Ciey, NY 1,454 1,049 303 67 21 14 95 Austin, TX 100 66 25 & 3 — 8
Newark, NJ 29 1 15 e 2 1 — Baton Rouge, LA 66 40 10 g 7 — —
Paterson, NJ 5 4 — e — 1 1 Corpus Chiistl, TX 66 43 is 3 2 — 8
Philadelphia, PA 121 94 20 7 - — 5 Dallas, TX 312 176 74 23 10 24 2
Pittshurgh, PA® 5¢ 36 10 — 2 2 7 £lPaso, TX 139 100 26 7 4 2 6
Reading, PA 35 30 4 1 — — — Fort Worth, TX u V] u U U u u
Rochester, NY 139 110 21 2 5 1 9 Houston, TX 298 193 71 24 6 4 18
Schenectady, NY 26 22 3 1 —_ — 2 Little Rock, AR 83 56 23 5 — 5 2
Scranton, PA 29 26 2 — — 1 2 New Orleans, LA u ] U U u U u
Syracuse, NY 119 E 20 5 — 3 9 San Antonio, TX 273 186 &4 14 7 ? 25
Trenton, NJ 24 16 5 2 i - 1 Shreveport, LA 116 66 30 1 5 4 ]
Utica, NY 14 10 2 2 e — — Tulsa, OK 156 106 40 4 5 1 10
Yankers, NY 29 23 5 — 1 —_ — Maountain 1,105 748 249 59 23 24 66
E.N. Central 1,958 1,325 465 102 38 28 132 Albuquergue, NM 144 106 27 B 1 2 2}
Akron, CH 55 46 13 4 1 1 6 Boise, ID 73 55 12 1 1 4 7
Canton, CH 4Q 28 8 1 3 — 6 Colorade Springs, CO 84 59 19 3 1 2 4
Chicage, IL U U u u U U U Denver, O 112 76 25 7 2 2 g
Cincinnati, OH i u u U U u u Las Vegas, NV 303 141 31 19 5 7 18
Cleveland, OH 320 230 66 20 2 2 13 Ogden, UT 40 32 5 2 1 — 2
Columbus, OH 238 156 55 10 6 11 17 Phoenix, AZ u u u U U U U
Dayton, OH 127 91 25 G 5 - ] Puebla, CO 28 19 3 1 — — 2
Detrolt, Mi 290 153 55 29 10 3 13 Salt Lake City, UT 156 80 46 14 10 6 7
Evansville, N 70 47 21 1 1 — 4 Tucson, AZ 165 130 26 4 2 1 3
Fort Wayne, IN 97 74 17 4 i 1 7 Pacific 1,827 1,285 Ga 96 53 25 167
Gary, IN 4 1 2 1 — — — Barkeley, CA 16 8 7 1 — —_ 5
Grand Rapids, M| 49 32 11 4 1 1 7 Fresna, CA 166 125 32 7 2 17
Indianapalis, [N 171 116 40 6 6 3 14 Glendale, CA 42 37 5 — — e 7
Lansing, Ml 45 a5 7 2 1 —_ 3 Honolufu, H 26 71 19 3 2 1 T
Milwaukee, Wit 137 84 48 4 — 1 10 Leng Beach, CA 63 34 20 3 3 i 6
Pacria, IL u u U U u U 19 Los Angeles, CA 318 196 0 31 15 6 35
Rockford, IL 79 53 18 4 1 3 & Pasadena, CA 37 32 4 — 1 — 6
South Bend, IN 57 48 8 — — 1 4 Portland, OR 155 113 27 6 7 2 10
Toledo, OH 81 57 20 4 —_ — 3 Sacramento, CA 130 94 26 6 4 — 14
Youngstown, OH 88 74 11 2 — 1 6 San Diego, CA 61 48 g 2 2 — 4
W.N. Central 769 515 186 41 11 14 64 San Francisco, CA 144 92 37 3 3 4 17
Des Moines, IA 11 79 25 4 3 — 11 San Jose, CA 232 170 43 e 4 5 20
Duluth, MN 41 31 9 T — s 1 Santa Cruz, CA 25 17 3 2 2 1 1
Kansas City, KS 39 21 11 7 - — 4 Seattle, WA 148 99 30 1 3 5 5
Kansas City, MO 108 75 23 6 1 3 10 Spokane, WA 62 53 8 1 1 — 3
Lincaln, NE 49 39 9 1 — m G Tacoma, WA 131 94 28 5 4 — 6
Minneapolis, MN 76 50 8 4 — 4 7 Total® 12,667 2,626 2,849 HH7 267 N 919
Omaha, NE 90 5B 24 4 Z 2 11
St. Louls, MO o8 50 29 El 5 3 &
St. Paul, MN 65 43 17 3 — 2 5
Wichita, KS 92 62 21 2 — e 3
U Unavailahble. —: 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.

t Pneumonia and influenza.
5 Because of changes in reporting methads in this Pennsylvania city, these nuimbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks.
“ Total includes unknown ages,
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Notiffable Diseases and Mortality Tables

TABLE V. Pravisional cases of selected notifiable disease,” United States, quarter ending January 2, 2010 {52nd week]

Tuberculosist

Current Previous 4 guarters
Reporting area quarter Min Max Cum 2009 Cum 2008
United States 1,823 1,823 2,778 9,383 12,928
New England 70 70 98 351 430
Connecticut 11 " 25 75 98
Maine — ol 4 7 9
Massachusetts 55 55 59 228 262
New Hampshire X — 0 6 16 9
Rhode Island 2 2 7 19 36
Yermant 2 0 3 G &
Mid. Atlantic 180 180 386 1,259 2,004
New Jersey 79 70 106 343 422
New York (Upstata} 9 39 55 186 303
New York City 20 20 204 543 493
Pennsylvania 42 15 55 132 386
EN, Central 103 103 189 619 988
Ilinois 45 45 91 287 481
Indiana 38 25 38 122 118
Michigan — o] 22 39 172
Ohio 19 9 23 159 213
Wiscansin 1 1 5] 12 4
WN, Central 52 51 84 252 476
lowa 4 4 12 34 49
Kansas _— 0 1] — 57
Minnescta 22 8 36 93 211
Missourt 21 12 27 a1 107
MNabraska 2 2 7 20 33
North Dakota 1 1 1 4 3
South Dakata 2 2 5 15 16
5. Atlantic 313 313 604 1,915 2,635
Delaware 1 1 7 15 23
District of Columbia 9 7 13 41 54
Florida 79 79 233 696 957
Georgia 40 45 109 358 484
Marytand 70 3 70 213 278
Noeth Carolina 1 " 74 192 331
South Carolina 33 Ed| 5i 153 188
Virginia 63 32 G8 230 292
West Virginia 1 i 8 17 28
E.S. Central 134 77 163 526 8760
Alabama 41 34 47 165 176
Kentucky 18 2 27 52 101
Mississippl 27 15 38 114 17
Tannassee 47 26 67 195 282
W.5, Central 173 175 453 1,440 1,914
Arkansas 3 3 27 02 84
Louisiana 1 0 67 118 227
Cklahoma 38 5 38 103 100
Texas 123 123 363 1,156 1,503
Mauntain 81 66 155 444 544
Arizona 41 15 75 194 227
Colorada 12 12 23 67 102
Idaho 5 3 & 17 11
Montana — 0 4 6 9
Nevada 6 6 43 85 102
New Mex/co 7 7 14 38 60
Utah 10 7 i1 37 27
Wyaming — 53 2 2 5
Pacific 715 556 ns 2,582 3,261
Alaska 8 1 12 30 50
California 475 475 804 2,189 2,784
Hawait 23 23 37 124 124
Oregon B 8 12 38 75
Washington 20 0 201 201 228
Amarican Samoz — 0 & — 3
CNALL = o] 0 — 34
Guam —— a Q — 90
Puerto Rico — 0 5 5 95
LS. Virgin lsfands —_ 0 Q — 4

CMML: Commonwealth of Morthern Mariana islands,

U: Unavailable. —: No reported cases. N:Not repartable. NN: Not Nationafly Notifiable. Cumn: Cumulative year-to-date counts, Med: Median. Max: Maximum.

* COCis in the process of upgrading the national survelliance data management system for human immunedeficiency virus/acquited Immunodeficiency syndrame, As aresult, the quarterly
data scheduled for this issue of MMWR is not being published in Table Iv.

t CDCis in the process of implementing Public Health Information Network tberculosis {TB) case notification message standards, which will simplify reporting of T8 cases. As a result, T8
pravisianal incidence counts for 2009 are now reported from the National Hectranic Disease survelllance System (NEDSS) and the Tuberculasis Information Management System (TIMS)
data sources. Praviously, provisianal T8 incidence counts were reported through the National Electrenic Telecommunications System for Surveillance (NETSS). The 2009 TB provisional
incidence counts are low in some reporting jurisdictions as these areas continue to catch up with data entry and transmission ta CDC during this transition.
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immunization Schedule -
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QuickGuide

The Advisory Committee on Immunization Pracdices (ACID)
annually reviews the recommended Adult Immunization
Schedule to ensure that the schedule reflects current recom-
mendarions for the licensed vaccines. In Ocrober 2009, ACIP
approved the Adult Immunization Schedule for 2010, which
includes several changes. A bivalent human papillomavirus
vaccine (HPV?2) was licensed for use in females in October
2009. ACIP recommends vaccination of females with either
HPV2 or the quadrivalent human papillomavirus vaccine
(HPV4), HPV4 was licensed for use in males in Gcrober 2009,
and ACIP issued a permissive recommendation for use in
males. Introductory sentences were added to the footnotes for
measles, mumps, rubella, influenza, pneumococcal, hepatids
A, heparitis B, and meningococcal vaccines. Clarifications were
made to the footnotes for measles, mumps, rubella, influenza,
hepatitis A, meningococcal, and Haemophilus influenza type b
vaccines, and schedule information was added to the heparitis
B vaccine footnote.

Additional information is available as follows: schedule {in
English and Spanish) at htep:/ Ferww.cde.govivaceines/recs/
schedules/adult-schedule. htm; adult vaccination at htep://
www.cde.gov/vaccines/default.htm; ACIP statements for spe-
cifie vaccines at htip:/fwww.cde.govivaccine/ pubs/acip-list.hm;
and reparting adverse events at hrepe/ fwww.vaers.hhs.gov or

by telephone, 800-822-7967.

The Recommended Adult Tnmmnizarion Sehiedule has been approved by the Advisory
Committee on Immunization Practices, the American Academy of Family Physictans,
the American Cotlege of Qbsterricians and Gynecologists, and the American College
of Physictans.

Suggested citation: Centors for Disease Control and Prevention. Reconumended adule
trmunizarion schedule— United States, 2000, MMWR 2010;35(1),

Changes for 2010

Fooinotes (Figures 1 and 2)

The human papillomavirus (HPV) foornote (#2) includes
language that a bivalent HPV vaccine (FIPV?2) has been
licensed for use in females. Rither FIPV2 or the quadrivalent
human papillomavirus vaccine (HPV 4) can be used for vac-
cination of females aged 19 through 26 years. In addition,
language has been added to indicate that ACIP issued a
permissive recommendation for use of H PV4 in males.
The measles, murmps, rubella (MMR) footnote (#5) has
language added to clarify 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 MM R vaccine. Also, interval dos-
ing information has been added to indicate when a second
dose of MMR vaccine should be administered. Language
fias been added to highlight recommendations for vaccinat-
ing health-care personnel born before 1957 routinely and
during outbreaks.

The rerm “scasonal” has been added to che influenza foot-
note (#G).

"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 language added to include
scheduls informarion for the 3-dose heparitis B vaccine,
The meningococeal vaccine footnote {(#11) clarifies which
vaccine formulations are preferred for adults aged <55
years and 256 years, and which vaccine formulation can be
used for revaccination. New examples have been added to
demonsirate who should and should not be considered for
revaccination.

The selected conditions for Haemaophilus influenza type b
(Hib) lootnore (#13) clarifies which high-risk persons may
receive 1 dose of I1ib vaccine.
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EIGURE 1. Recommended adult immunization schedule, by vaccine and age group — United States, 2010

VACCINE ¥ AGE GROUP & 19-26 years 27-49 years

50-59 years ! BO-64 years =65 years

Tetanus, diphtheria, pertussis (Td/Tdap)'"

Human papillomavirus®*

Zoster!

Measles, mumps, rubeila®*
Influenzab™

 Preumococaal (polysaccharide)®

Hapatitis A%*

Hepatitis B0

Meningococcal il

*

* Coverad by the Vaccing For all persons in this category who meet the age Recommended it some olher risk |::I No recormmendation
Injury Compensation requirements and who lack evidence of immunity factor is present (e.g., based an
Brogram. {e.g., lack documentation of vaccination or have medical, occupational, lifestyle,
no evidence of prior infection) or other indications)

EIGURE 2. Vaccines that might be indicated for aduilts, based on medical and other indications — United States, 2010

INDICATION b : ¢ immunocompro- i HIV infection®51212 1 Diabetes, : Asplenia’ {including i : ;
: i mising condi- CDa+rT | hearl diseasa, | elective splenectomy ! i Kidney failure, :
tions (excluding :  lymphocyle count  © chronic lung and persistent : i end-giage !
¢ human immuno- ! disease, complement Chronic | renal disease, :
! i delicienoy virus <200 I 2200 [ chronic component liver :  receiptof | Heahh-care
VACCINE ¥ Pregnancy ¢ [HIV)E-S12 f cells/pl 1 cellsiul ¢ alcoholism deficlancies) disease | hemodialysi rson

Tetanus, diphtheria,
pertussis (Tdffdjap)”

Human
paplllomavirus®”

Varicelia®*

Zoster*

Measles, mumps,
rubetlas*

Influgnzab*

Prnieumococcal
{polysaccharide)?®
Hepalilis AS*
Hepatitis B10-*

Meningococcal -+

* Covered by the Vaccine : For all persons in this catagory who meet the age Recommended it some other risk !::} No recommenda
Injury Compensalion raguirements and who lack evidence of imimunity factor is present (e.g., based on
Program, {e.g., lack documentation of vaccinalion or have medical, occupational, lestyls,
no evidence of prior infection) or other indications)

NOTE: The above recommendations must be read aleng with the footnotes on pages (3—G4 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 repiace a single dose of Td for adults aged 19-64 years primary series. The booster dosé of tetanus and diphtheria toxoid-containing

who have not received a dose of Tdap previously. vaccine should be administered to adults who 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 toxoid-containing vaccines should begin or or Td vaccine may be used, as indicaled.

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

of tetanus and diphtheria toxoid-containing vaccines; administer the first pravicusly, administer Td during the second or third trimester. 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 timmediate postparium period. A dose of Tdap s recommended
for postpartum women, close contacts of infants aged <12 manths, and all
health-care personnel with direct patient contast if they have not previously
received Tdap. An interval ag short as 2 years from the last Td vacgination
is suggested; shorter intervals can be used. Td may be deferred during
pregnancy and Tdap substituted in the immediate postpartum pericd, or
Tdap can be administered instead of Td 1o a pregnant woman.

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

2. Human papillomavirus {HPV} vaccination

HPV vaccination is recommeanded at age 11 or 12 years with catch-up
vgecination at ages 13 through 26 years.

Ideally, vaccine should be administered before polential exposure to HFY
through sexual activity; however, females who are sexually active should
still be vaccinaled consistent with age-based recommendations. Sexually
active females who have not been infected with any of the four HPY vac-
cine types (types 6, 11, 16, 18, ali 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 beneticial
for females who have already been infected with ane or more of the HPV
vaccine types. HPV4 or HPV2 can be administered to persons with a his-
tory of genital warts, abnormal Papanicolaou 1est, or posilive HPY DNA
test, because these conditions are not evidence of prior infection with all
vaccine HPV types.

HPV4 may be administered to males aged 9 through 26 years to reduce
their likelihood of acquiring genital warts, HPV4 would be most effective
when administered before axposure to HPV through sexual contact.

A complete series for either HPV4 or HPV2 consists of 3 doses. The
second dose should be administered 1-2 months after the first dose; the
third dose should be administered 6 months after the first dose.

Although HPV vaceination is not spacifically recornmended for persons
with the medica! indications described in Figure 2, "Vaccines that might
be indicated for adults based on medical and other indications,” it may be
administered to these persons because the HPV vaccine 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. Health-care personne! are not at increased risk becatise
of occupational exposure and should be vaccinated consistent with age-
based recommendations.

3. Varicella vaccination

All adults without evidence of immunity to varicella should recsive
2 doses of single-antigen varicella vaccine if not previously vaccinatad
or the second dose if they have received only 1 dose, unless they have a
medical contraindication. Special consideration should be given to those
who 1) have close contact with persons at high risk for severe disease (e.q.,
health-care personnel and family contacts of persons with immunocompro-
mising conditions) or 2) are af high risk for exposure or transmission (e.0.,
teachers; child-care employees; residents and staff members of institutional
settings, including correctional institutions; college students; military person-
nek adolescents and adults living in households with children; nonpregnant
women of childbearing age; and international travelers).

Evidence of immunity 1o varicelia in adults includes any of the following:
1) documentation of 2 doses of varicelia vaccine at ieast 4 weeks apart;
2 LL.S.-born before 1880 (although for health-care personnel and pregnant
women, birth before 1980 should not be considered evidence of immunity);
3) history of varicella basad on diagnosis or verification of varicella by a
health-care provider {for a pafient reporting a history of or having an atypi-
cal case, a mild case, or both, healih-care providers should sgek either an
epidemiologic link with a typical varicella case or o a laboratory-confirmed
case or avidence of labaratory confirmation, if it was performed at the time
of acuta disease); 4) history of herpes zoster based on diagnosis or verifica-
tion of herpss roster by a health-care provider; or &) laboralory evidence
of immunity or laboratory confirmation of disease.

Pregnant women should be assessed for evidence of varicslia Immunity.
Women who do not have evidence of immunily should receive the first
dose of varicella vaccine upon gompletion or termination of pregnancy and
before discharge from the health-care facility. The second dose should be
admiristered 4-8 wesks after the first dose.

4. Heirpes zoster vaccination

A single dose of zoster vaccine is recommended for adults aged >80
years regardless of whether they report a prior episode of herpes zosler.
Persons with chronic medical conditions may be vaccinated unless their
condition constitutes a contraindication,
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5, Measles, mumps, rubella (MMR) vaccination

Adults born before 1957 genarally are considered immune to measies
and mumps.

Measfes component: Adults born during or after 1957 should receive 1 or
mare doses of MMR vaccine unless 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 measles.

A second dose of MMR vaccing, administered 4 weeks after the first
dose, is recommended for adults who 1) have been recently exposed to
measlas or are In an outhreak setling; 2) have been vaccinated previously
with killed measles vaccing; 3) have been vaccinaled with an unknown type
of measles vaccine during 1963-19667; 4) are students in posisecondary
aducational institutions; 5) work in a health-care facility; or 6) plan to travel
internationally.

Mumps component; Adults born during or after 1857 should receive
1 dose of MMR vaccine unless they have 1) a medical contraindication;
2) documentation of vaccination wilth 1 or more doses of MMR vaccine;
3) laboratory evidence of immunity; or 4) documentation of physician-
diagnoscd mumps.

A second dose of MMR vaccine, administered 4 weeks afler the first
dose, is recommended for adults who 1} five in a community experiencing
a mumps outbreak and are in an affected age group; 2) are students in
postsecondary educational institutions; 3) work in a health-care facility; or
4 plan to trave! internationally.

Rubefla component: 1 dose of MMR vaccine is recommended for women
who do not have documentation of rubella vaccination, or who lack labora-
tory evidence of immunity. For women of childbearing age, regardless of
birth year, rubella immunity should be determined, and wamen should be
counseled regarding congenital ruballa syndrome. Women who do not have
evidence of immunity should receive MMR vaccing upon completion or ter-
mination of pregnancy and before discharge from the health-care facllity.

Healih-care personnel born hefors 1957: For unvaccinated health-care
personnel born before 1857 who lack laboratory evidence of measles,
mumps, and/or rubella immunity or taboratory confirmation of disease,
health-care facilities should consider vaccinating parsonnel with 2 doses
of MMR vaccine at the appropriaie interval {for measles and mumps) and
1 dose of MMR vaccine (for rubella), respectively.

During outbreaks, health-care facilities should recommend that urnvacci-
nated health-care personne! born before 1957 who lack [aboratory evidence
of measles, mumps, andfor rubella immunity or laboralory contirmation of
disease, receive 2 doses of MMB vaceine during an outbreak of measies
or mumps, and 1 dose during an cutbreak of rubelia.

Complete information about evidence of immunity is available at hitp://
www.cde.govivaccines/recs/provisional/defaull. htm.

6. Seasonal influenza vaccination

Vaccinate all persons aged =50 years and any younger persons who
would like to decrease thelr rigk for influenza, Vaccinale persens aged 19
through 49 vears with any of the following indications.

Medical: Chronic disorders of the cardiovascular or pulmonary systems,
including asthma; chronic metabolic diseases (including diabetes maliitus);
renal or hepatic dysfunction, hemoglobinopathies, or immunocompramis-
ing conditions (including immunocompramising conditions caused by
medications or HIV); cognitive, neurologic, or netromuscutar disorders; and
pregnancy during the influenza season. No data exist on the risk for severe
or complicaled influenza disease among persons with asplenia; however,
influenza is a risk factor for secondary bacterial Infections that can cause
savere disease among persons with asplenia.

Occupational: All heaith-care personnel, including those employed by
leng-term care and assisted-living facitities, and caregivers of children
aged <b years.

Other: Besidents of nursing homes and other long-term care and assisted-
living facliities; persons likely to transmit influenza to persons at high risk {e.g.,
in-horne household contacts and caregivers of children aged <5 years, per-
sons aged =50 years, and persons of all ages with high-risk conditions).

Heaithy, nonpregnant adults aged <50 years without high-risk medical
conditions who are not contacts of severely immunocompremisad persons
in special-care unils may receive either intranasally administered Tive,
alienuated influenza vaccine (FluMist) or inactivated vaccine. Other persons
should receive the inactivated vaccine.

7. Pneumococcal polysacchaside (PPSV) vaccination

Vaccinate all persons with the following indications.

tedical: Chronle lung disease (inciuding asthma); chronic cardiovas-
cular diseases; diabetes mellitus; chronic liver diseases, cirrhosis; chronic
alcohollsm: functional or anatemic asplenia (e.g., sickle ceil disease or
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splenectomy [if elective splethectomy s plannad, vaccinate at least 2 weeks
before surgery]); immunoacompromising conditions (inclucing chronic renal
failure or nephrotic syndrome); and cochlear implants and cerebrospinal
fluid leaks. Vaccinate as close to HIV diagnosis as possible.

Other: Residents of nursing homes or long-term care factiities and per-
sons who smoke cigarettes. Routine use of PPSY is not recommanded for
American Indians/Alaska Natives or persons aged <85 years unless they
have underlying medical conditiong that are PPSV indications, However,
putlic health authorities may consider recommending PPSV for American
Indians/Alaska Natives and persons aged 50 through 64 years who are living
in areas whera the risk for invasive pnsumococcal disease s increased.
8. Revaccination with PPV

One-time revacoination after & years is recommended for persons with
chronic renal failure or nephrotic syndrome; functional or anatomic asplenia
{e.g., sickle cell disease or splenectormny); and for persons with immunecem-
promising conditions. For persons aged 265 years, one-lime revaccination
is recormmendad if they were vaccinated =5 years praviously and were aged
<G5 years at the time of primary vaccination.

9. Hepatitis A vaccination

Vaccinate persons with any of the following indications and any person
seeking protection from hepatitis-A virus (HAV) infection.

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

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

Medical: Persons with chronic liver disease and persons who receive
clotting factor concenirales.

Gther: Persons traveling to or working in countries that have high or
intermediate endemicity of hepatilis A (a list of countries s available at
hitp:/fwwwn.cde.govitravel/contentdiseases.aspx).

Unvaccinated persons who anticipate close personal contact (e.g.,
household contact or regular babysitiing) with an international adoplee
from a country of high or intermediate endemisity during the first 60 days
after arrival of the adoptee in the United States should censider vaceina-
tion. The first dese of the 2-dose hepatitis A vaccine serles should be
administered as soon as adoption is planned, ideally »2 weeks before the
arrival of the adoptee.

Single-antigen vaccine formulations should be administered in a 2-dose
schedule at either 0 and 6-12 months {Havrix), or 0 and 8-18 months
{Vagta). if the combined hepatitis A and hepatilis B vaccine {Twinrix) is
used, adminisier 3 doses at 0, 1, and 6 months; alternatively, a 4-dose
schedule, administered on days 8, 7, and 2130 followed by & 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 pariner
during the previous 6 months); persons seeking evaluation or treatmant
for a sexually transmitted disease (STD); current or recent injection-drug
users; and men who have sex with men.

Occupational: Health-care personne! and public-safely workers who are
exposed to blood or other polentially infectious body fluids.

Medical: Persons with end-stage renal disease, including palients receiv-
ing hemodiatysis; persons wilh HiV infection; and persons with chronic
liver disease.

Other: Househald contacts and sex partners of persons with chronic
HBY infection: clients and staff members of institutions for persons with
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developmental disabilities; and international travelers to countries with high
or intermediate prevalence of chronic HBV infection (a list of countrles is
avallable at http:/Aiwwwn.cde.govitravelicontentdiseases.aspx).

Hepatitis B vaccination ls recommended for ali adults in the following
seftings: STD ireatrent facilities; HIV testing and treatment facilities; facili-
ties providing drug-abuse treatment and prevention services; health-care
setings targeting services to injection-drug users or men who have sex with
rmen; correctional facilities; end-stage renal disease programs and facllities
for chronic hemodialysis patients; and institutions and nonresidential day-
care facilitias for persons with developmental disabilities.

Adminlster or complete a 3-dose series of hepatitis B vaccing to those
persons not previously vaccinated. The second dose should be adminis-
tered 1 month after the first dose; the third dose should be administered
at least 2 months after the second dose (and at least 4 months after the
first dose). If the combined hepatitis A and hepatitis B vaccine {Twinrix)
is ueed, administer 3 doses at 0, 1, and 6 monihs; 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 olher immunccompromising
conditions should receive 1 dose of 40 ug/mL (Recombivax HB) adminis-
tered on a 3-dose schedule or 2 doses of 20 ug/mL (Engerix-B) adminisiered
simultaneously on a 4-dose schedule at 0, 1, 2, and & months.

11. Meningecoccal vaceination

Meningococcal vaccing should be administered to persons with the
following indications.

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

Other: First-year collega students living in dormitories; microbiclogists
routinely exposed to isolates of Neissera meningitidis; military recruits; and
persons who travel 1o or live in countrles in which meningococcal disease
is hyperendemic or epidemic (e.g., 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 is required
by the government of Saudi Arabia for all travelers o Mecca during the
annual Hajj.

Meningococsal conjugate vaccine (MCV4) is preferred for adults with
any of the precading indications who are aged <56 years; meningocsceal
polysaccharide vaccine (MPSV4) is preferred for adults aged =56 years.
Revaccination with MCV4 after 5 years is recommended for adulis previ-
ously vaccinated with MCV4 or MPSV4 who remain at increased risk for
infaction (e.9., adults with anatomic or functional asplenia). Persons whose
only risk factor is living in on-campus housing are not recommendad to
raceive an additional dose.

12. Immunocompromising conditions

inactivated vaccines generally are acceptable {e.g., pneumococcal,
meningecoceal, influenza [inactivated influenza vaccine]) and live vacsines
generally are avoided in persons with immune deficiencies or immunocom-
promising conditions. Information on specific conditions is available at http://
www.cde.govivaccines/pubs/acip-list.htm,

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

Hib vaccine generally is not recommended for persons aged =5 years. No
efiicacy data are available on which to base a recommendation concerning
use of Hib vaccine for older children and adults, However, studies suggest
good immunogenicity in patients who have sickle cell discase, leukemia,
or HIV infection or who have had a splenactomy. Administering 1 dose of
Hib vaccine to these high-risk persons who have not previously received
Hib vaccine is not contraindicalad,

acip-list.htm).

report are available at hitpc/fwww.vaers.hhs.gov or by telephone, 800-822-7967.

and the American Goliege of Physicians.

These schedules indicate the recommended age groups and medical indicalions for which administralion of currenlly licensed vaceines is commonly indicated for aduits
aged =19 years, as of January 1, 2009. Licensed combinailon vaccines may be used whenever any componanis of the combination are indicated and when the vaccing's
other components are not contraindicated, For detaled recommendalions on all vaccines, inctuding those that are used primavrily for fravelers or are issuad during the year,
consult the manufacturers’ package inserts and the compiete stalerents from the Advisory Committes on Imimunization Practices (AGIP) (tipdfwean.ode. goviacnines/pubs/

feport all clirically significant postvaccination reactions 1o the Vaccine Adverse Event Reporting System (VAERS). Reporting forms and instructions on filing & VAERS

Information on how io file & Vaceine Injury Compensation Frogram claim is avaitable at http:www s govivaccinacompensalion or by telephone, B00-338-2382, To file a
claim for vaccing injury, contact the U.S. Court ol Federal Glaims, 717 Madisan Placa, N.W., Washington, D.C. 20005; telaphone, 202-357-G400.

Additional Inlormation about the vaccines in this schedule, extent of available data, and contraindications for vaccination is available at itp:faww. ade.govivaccings or
frorm the CDC-INFO Conlact Cenler af 800-CDC-INFO {800-232-4636) in English and Spanish, 24 hours a day, 7 days 2 week. )

Use of trade names and commercial saurces is for idenlification anly and does not imply endorsement by the U5, Department of Health and Human Services,

The recommendations in this schedute were approved by AGIP, the American Academy of Family Physicians, the American College of Obstelriclans and Gynecologists,
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