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World Health Day — April 7, 1995

“Target 2000—A World Without Polio” is the theme for the annual World Health

Day on April 7, 1995 (1 ). In 1988, the World Health Organization (WHO) established

as an objective the global eradication of poliomyelitis by the year 2000 (2 ). Pro-

gress toward this goal has included the elimination of endemic polio from the

Western Hemisphere and the global reduction in reported polio by more than 70%

since 1988—achievements that also have underscored the feasibility of eradicat-

ing this disease. In addition, strategies recommended by WHO for achieving polio

eradication have been implemented in many countries with endemic polio (3 ). For

example, the number of countries with endemic polio that have conducted Na-

tional Immunization Days (NIDs) increased from 15 in 1988 to approximately 36 in

1995; an additional 25 countries are planning to conduct NIDs later this year. The

global partnership among governments and organizations working toward this

common goal includes polio-endemic countries, WHO, Rotary International,

United Nations Children’s Fund (UNICEF), the International Development Banks,

and the governments of Australia, Canada, Japan, and the United States. On

World Health Day, a program will be conducted in Washington, D.C., by the Pan

American Health Organization and the WHO Regional Office for the Americas.

Additional information about the global polio eradication initiative is available

from WHO headquarters in Geneva, the regional offices of WHO, and CDC.

Reported by: Special Program for Vaccines and Immunization, Pan American Health Organi-
zation, Washington, DC; Global Program for Vaccines and Immunization, World Health
Organization, Geneva. Respiratory and Enterovirus Br, National Center for Infectious Dis-
eases; International Health Program Office; Polio Eradication Activity, National Immuniza-
tion Program, CDC.
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Mass Vaccination with Oral Poliovirus Vaccine —
Asia and Europe, 1995

OPV Mass Vaccination — ContinuedThe theme of World Health Day, April 7, 1995, is “Target 2000—A World Without

Polio” (1 ). In conjunction with World Health Day activities, 18 geographically contigu-

ous countries in Europe, Central and South Asia, and the Middle East are conducting

coordinated National Immunization Days (NIDs)* with oral poliovirus vaccine (OPV)

(Figure 1). The World Health Organization (WHO) has designated this effort “Opera-

tion MECACAR” (MEditerranean, CAucasus, and Central Asian Republics). This report

describes the efforts of this campaign and summarizes polio surveillance data for

1994.

To maximize the geographic area covered and the number of children targeted

simultaneously for mass vaccination with OPV, Operation MECACAR has been com-

mitted to by adjoining countries in Europe (Armenia, Azerbaijan, Bulgaria, Georgia,

and Turkey), Central Asia (Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, and

Uzbekistan), South Asia (Pakistan), and the Middle East (Afghanistan, Iran, Iraq, Jor-

dan, Lebanon, Syria, and one national identity [Palestine†]). Approximately 56 million

children aged <5 years have been targeted to receive two doses each of OPV (Table 1).

FIGURE 1. Area of oral poliovirus vaccination during World Health Day — Asia and
Europe, 1995

*Mass campaigns over a short period (days to weeks) in which two doses of oral poliovirus
vaccine are administered to all children in the target group, regardless of prior vaccination
history, with an interval of 4–6 weeks between doses.

†Includes the territories of Gaza, Jericho, and the West Bank.
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Efforts have been planned and will be coordinated under the direction of both the

European Regional Office (EURO) and the Eastern Mediterranean Regional Office

(EMRO) of WHO. 

Participating countries in each region have provisionally reported a high proportion

of the total polio cases in their respective regions in 1994. In EURO, participating coun-

tries reported 200 (95%) of the 211 cases reported in the region, including Uzbekistan

with 117 cases; Tajikistan, 28; Turkey, 23; Azerbaijan, 17; Turkmenistan, six; Armenia,

five; and Kazakhstan, four. Participating countries in EMRO reported 669 (69%) of the

973 cases reported in the region, including Pakistan with 520; Iran, 80; Iraq, 63; Jordan,

four; and Lebanon, two.

Some of the countries in these regions previously have conducted NIDs, including

Azerbaijan (1993 and 1994), Lebanon (1994), Iran (1994), Syria (1993 and 1994), Paki-

stan (1994), and Uzbekistan (1994), while others conducted subnational immunization

days. Based on the desirability of scheduling mass vaccination campaigns simultane-

ously and during the low polio incidence season, either the first round (EURO) or the

second round (EMRO) of NIDs has been scheduled during March 24–April 29. Coun-

tries participating in Operation MECACAR are planning to repeat NIDs in 1996 and

1997.

Reported by: Regional Office for Europe, Copenhagen; Regional Office for Eastern Mediterra-
nean Region, Alexandria, Egypt; Global Program for Vaccines and Immunization, World Health
Organization, Geneva. Respiratory and Enterovirus Br, National Center for Infectious Diseases;
International Health Program Office; Polio Eradication Activity, National Immunization Program,
CDC.

Editorial Note: Since 1988, when the World Health Assembly (the governing body of

WHO) adopted the goal of global polio eradication by the year 2000 (2 ), substantial

progress has been made toward this goal. In particular, during 1994 the Western

Hemisphere was certified free of wild poliovirus by an international certification com-

mission (3 ). From 1988 through 1994, reported polio declined 82%, with particular

progress in the Western Pacific Region of WHO, including China (4 ), Philippines (5 ),

TABLE 1. Features of the coordinated National Immunization Days (NIDs) — Operation
MECACAR, 1995

  World Health Organization regions

Feature EURO* EMRO† Total

No. participating countries 10  8  18
Target population aged <5 years (millions) 18 38  56
Doses of oral poliovirus vaccine required

(millions) 45 95 140
Months of NIDs (no. countries§)

March  1  5   6
April 10  7  17
May  9  4  13

*European Region (includes Armenia, Azerbaijan, Bulgaria, Georgia, Kazakhstan, Kyrgyzstan,
Tajikistan, Turkey, Turkmenistan, and Uzbekistan).

†Eastern Mediterranean Region (includes Afghanistan, Iran, Iraq, Jordan, Lebanon, Pakistan,
Syria, and one national identity [Palestine, which includes the territories of Gaza, Jericho, and
the West Bank]).

§Each country has two scheduled rounds of NIDs.
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and Vietnam (6 ); polio-free zones are emerging in Western Europe, Southern and

Northern Africa, and the Arabian Peninsula (7 ).

The coordinated effort to vaccinate approximately 56 million children aged

<5 years in 18 countries represents one of the largest public health events in history

(4,8 ). Operation MECACAR will entail cooperation between countries with dramati-

cally different political systems, economic organization, cultures, and religions. In

particular, efforts include negotiations to curtail hostilities and, in countries with inter-

nal conflict or civil wars, to secure cease-fires during the vaccination campaigns. To

ensure the success of previous NIDs, similar arrangements had been mediated in

countries of the Americas (9 ) and in Philippines (5 ).

Reported polio incidence in the European Region stabilized during the 1990s with

approximately 200 cases reported each year. Consequently, further reductions in polio

incidence and the elimination of poliovirus from the remaining polio-endemic coun-

tries will require supplementary vaccination activities, including NIDs. In the Eastern

Mediterranean Region, substantial decreases in polio incidence have been achieved

since 1988; however, approximately 2500 cases of polio were reported in 1993, and

approximately 1000 cases were provisionally reported in 1994. Synchronized NIDs, if

effectively implemented (i.e., vaccination of >90% of the target population) and re-

peated as planned in 1996 and 1997, should decrease the incidence of polio sub-

stantially in these countries.

The technical basis for achieving worldwide polio eradication already exists; per-

sistent impediments to the eradication objective for the year 2000 include insufficient

political will and inadequate resources. Operation MECACAR is supported by a coali-

tion of organizations that includes WHO, United Nations Children’s Fund (UNICEF),

other bilateral and multilateral organizations, and Rotary International, which pro-

vided the funds for the OPV vaccine needed by member countries of the European

Region to conduct NIDs in 1995.
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Diphtheria Acquired by U.S. Citizens
in the Russian Federation and Ukraine — 1994

Diphtheria — ContinuedEpidemic diphtheria has reemerged in 14 of the 15 New Independent States (NIS)

of the former Soviet Union (1 ); during 1994, a provisional total of 47,802 cases and

1746 deaths from diphtheria were reported throughout the NIS. This report describes

one confirmed and one probable case of diphtheria acquired in countries where the

disease is epidemic (Russian Federation and Ukraine) by U.S. citizens during Novem-

ber and December 1994.

Patient 1. A 42-year-old woman, born in Russia but living in the United States for

several years, arrived in Moscow on November 22. She had onset of fever and sore

throat on December 6 and was hospitalized on December 7 with a provisional diagno-

sis of diphtheria. Her vaccination history was unknown, and she was not aware of

contact with diphtheria patients or carriers. She was treated with 9000 international

units (IU) of equine diphtheria antitoxin, antibiotics, and prednisone. On December 8,

she was transferred to a referral hospital in Helsinki; findings on examination included

a pharyngeal membrane. Treatment included administration of 40,000 IU of antitoxin,

penicillin G (for 6 days), and several days of roxithromycin. Toxigenic C. diphtheriae,

biotype gravis, was isolated from a pharyngeal culture obtained December 9. Follow-

up cultures on December 12 and 15 were negative. Her antitoxin level was measured

in Helsinki by Vero cell neutralization assay and was >5 IU/mL; however, the level

measured by an enzyme immunoassay that is specific for human antibodies was

<0.03 IU/mL, indicating that the Vero cell assay was detecting recently administered

equine antitoxin. She recovered fully without complications.

Patient 2. On November 28, a 22-year-old woman from New Jersey working in

Kherson in southern Ukraine since June 1994 had onset of a sore throat; she was

hospitalized on November 29 with a provisional diagnosis of diphtheria. She had re-

ceived five doses of diphtheria and tetanus toxoids and pertussis vaccine (DTP) during

childhood and an adult formulation tetanus and diphtheria toxoids (Td) booster in

August 1991. She had no recognized contact with a known diphtheria patient or car-

rier. Findings on examination included a tonsillar and posterior pharyngeal

membrane. The patient had treated herself with ciprofloxacin for 1 day and had had at

least one dose of oral penicillin before a throat culture was obtained (the culture was

negative). Treatment comprised 80,000 IU of diphtheria antitoxin and a course of par-

enteral penicillin. A diphtheria antitoxin level of 0.2 IU/mL by Vero cell neutralization

assay was detected in both a blood specimen obtained at the time of her arrival in

Ukraine in June 1994 and a convalescent sample. She recovered fully without compli-

cations.

Reported by: J Vuopio-Varkila, MD, R-M Olander, MSc, National Public Health Institute; V Val-
tonen, MD, Helsinki Univ Central Hospital, Helsinki, Finland. R Crooks, MD, C Stewart, Office of
Medical Svcs, Peace Corps, Washington, DC. Childhood and Respiratory Diseases Br, Div of
Bacterial and Mycotic Diseases, National Center for Infectious Diseases; Child Vaccine Prevent-
able Diseases Br, Div of Epidemiology and Surveillance, National Immunization Program, CDC.

Editorial Note: Diphtheria is a potentially severe illness; among persons who are un-

vaccinated, the case-fatality rate ranges from 5% to 10%. The disease is rare in the

United States: since 1980, five or fewer cases have been reported each year, and since

1988, all reported culture-confirmed cases have been imported. However, based on

serologic studies, 20%–60% of U.S. adults aged >20 years are susceptible to diphtheria

(Continued on page 243)
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending March 25,
1995, with historical data — United States

Anthrax - Plague -
Aseptic Meningitis 967 Poliomyelitis, Paralytic -
Brucellosis 12 Psittacosis 9
Cholera - Rabies, human 1
Congenital rubella syndrome 2 Rocky Mountain Spotted Fever 24
Diphtheria - Syphilis, congenital, age < 1 year† -
Encephalitis, primary 105 Tetanus 5
Encephalitis, post-infectious 19 Toxic shock syndrome 43
Haemophilus influenzae* 340 Trichinosis 7
Hansen Disease 23 Tularemia 5
Hepatitis, unspecified 93 Typhoid fever 60
Leptospirosis 12

Cum. 1995Cum. 1995

TABLE I. Summary — cases of specified notifiable diseases, United States,
cumulative, week ending March 25, 1995 (12th Week)

*Of 335 cases of known age, 82 (24%) were reported among children less than 5 years of age.
†Updated quarterly from reports to the Division of Sexually Transmitted Diseases and HIV Prevention, National Center for
Prevention Services. First quarter data not yet available.

-: no reported cases

DISEASE DECREASE INCREASE
CASES CURRENT

4 WEEKS

Aseptic Meningitis

Encephalitis, Primary

Hepatitis A

Hepatitis B

Hepatitis, Non-A, Non-B

Hepatitis, Unspecified

Legionellosis

Malaria

Measles, Total*

Meningococcal Infections

Mumps

Pertussis

Rabies, Animal

Rubella

281

33

1,668

616

223

48

92

64

27

286

63

240

538

3

0.0625 0.125 0.25 0.5 1 2 4

Ratio (Log Scale)
BEYOND HISTORICAL LIMITS

†

*The large apparent decrease in the number of reported cases of measles (total) reflects dramatic
fluctuations in the historical baseline.

†
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is
based on the mean and two standard deviations of these 4-week totals.
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TABLE II. Cases of selected notifiable diseases, United States, weeks ending
March 25, 1995, and March 26, 1994 (12th Week)

UNITED STATES 11,161 79,969 85,933 5,209 4,693 1,705 2,736 680 1,019 261 331

NEW ENGLAND 521 1,272 1,874 35 66 46 96 21 35 4 4
Maine 15 20 14 6 9 2 2 - - - -
N.H. 12 28 18 1 3 5 5 1 4 - -
Vt. 2 7 6 - - 1 4 - 4 - -
Mass. 294 728 702 14 30 12 67 20 20 3 1
R.I. 31 138 98 7 12 7 2 - 7 1 3
Conn. 167 351 1,036 7 12 19 16 - - N N

MID. ATLANTIC 2,980 8,408 10,436 248 324 159 320 79 130 26 35
Upstate N.Y. 249 1,131 2,000 59 85 55 88 31 59 6 9
N.Y. City 1,592 2,814 4,212 110 134 36 66 1 1 - -
N.J. 690 1,036 1,329 45 67 36 89 37 58 6 6
Pa. 449 3,427 2,895 34 38 32 77 10 12 14 20

E.N. CENTRAL 1,138 18,433 15,602 726 485 189 329 47 96 75 130
Ohio 238 6,119 5,767 487 132 21 46 2 2 37 47
Ind. 80 1,881 1,825 39 89 48 56 - 3 16 45
Ill. 535 5,064 2,544 76 147 20 83 8 31 4 7
Mich. 222 4,575 3,902 89 65 97 88 37 60 12 21
Wis. 63 794 1,564 35 52 3 56 - - 6 10

W.N. CENTRAL 242 4,508 5,078 199 219 107 142 19 12 29 25
Minn. 66 705 810 12 34 5 10 - 1 - -
Iowa 14 372 318 10 7 12 8 2 2 7 16
Mo. 99 2,695 2,790 138 122 74 109 13 2 21 4
N. Dak. - 3 5 4 1 1 - - - - 2
S. Dak. - 43 28 3 9 1 - 1 - - -
Nebr. 20 - 327 9 32 5 3 - 3 - 2
Kans. 43 690 800 23 14 9 12 3 4 1 1

S. ATLANTIC 2,676 24,537 23,547 264 289 285 623 69 218 43 69
Del. 69 477 401 3 7 1 3 1 1 - -
Md. 357 3,246 4,262 48 47 51 86 3 12 11 16
D.C. 142 1,167 1,553 2 8 8 13 - - 3 -
Va. 238 2,447 3,101 54 33 28 26 - 13 2 2
W. Va. 13 155 171 7 3 14 6 14 8 3 1
N.C. 161 5,734 5,968 25 25 82 78 17 15 7 6
S.C. 168 2,728 2,961 5 7 8 11 - - 6 1
Ga. 361 3,707 U 35 21 24 293 9 141 5 30
Fla. 1,167 4,876 5,130 85 138 69 107 25 28 6 13

E.S. CENTRAL 393 9,504 7,547 110 103 111 301 91 203 5 16
Ky. 38 1,179 1,055 11 60 13 32 4 5 1 3
Tenn. 172 1,180 2,832 49 31 68 251 86 196 1 9
Ala. 104 5,098 3,660 38 12 30 18 1 2 2 4
Miss. 79 2,047 U 12 U - U - U 1 U

W.S. CENTRAL 919 7,593 9,281 502 584 225 244 103 70 3 8
Ark. 45 681 1,745 17 8 2 5 - 1 - 1
La. 170 2,796 3,205 15 17 16 26 17 17 1 -
Okla. 59 378 728 112 52 86 80 80 43 2 7
Tex. 645 3,738 3,603 358 507 121 133 6 9 - -

MOUNTAIN 430 1,926 4,546 1,032 841 143 130 104 86 52 26
Mont. 7 24 28 14 8 4 5 4 - 2 9
Idaho 16 34 16 112 84 19 20 11 32 1 -
Wyo. 3 10 25 33 5 2 5 40 17 - 1
Colo. 187 729 772 143 103 23 26 20 19 16 4
N. Mex. 34 265 238 220 243 51 41 14 5 1 1
Ariz. 86 703 2,965 202 261 20 16 9 4 25 1
Utah 30 39 77 273 94 17 7 3 5 2 -
Nev. 67 122 425 35 43 7 10 3 4 5 10

PACIFIC 1,862 3,788 8,022 2,093 1,782 440 551 147 169 24 18
Wash. 148 51 734 109 241 33 58 40 62 - 5
Oreg. 74 18 263 374 95 21 15 7 2 - -
Calif. 1,549 3,372 6,651 1,557 1,376 379 456 91 102 21 12
Alaska 29 212 195 14 59 2 5 1 - - -
Hawaii 62 135 179 39 11 5 17 8 3 3 1

Guam - 12 34 - 1 - - - - - 1
P.R. 596 119 117 12 11 153 53 147 15 - -
V.I. - 3 8 - - 1 1 - - - -
Amer. Samoa - 8 7 4 2 - - - - - -
C.N.M.I. - 2 15 1 1 - - - - - -

Reporting Area

Cum.
1995

Cum.
1995

Cum.
1995

Cum.
1994

Cum.
1995

AIDS*
A B NA,NB

Hepatitis (Viral), by type

Gonorrhea

Cum.
1994

Cum.
1995

Cum.
1994

Cum.
1994

Cum.
1995

Legionellosis

Cum.
1994

N: Not notifiable U: Unavailable -: no reported cases C.N.M.I.: Commonwealth of Northern Mariana Islands

*Updated monthly to the Division of HIV/AIDS, National Center for Infectious Diseases; last update February 23, 1995.
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TABLE II. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending
March 25, 1995, and March 26, 1994 (12th Week)

UNITED STATES 640 842 200 246 14 56 - 2 58 107 799 811 172 323

NEW ENGLAND 31 89 12 24 - 2 - 1 3 4 55 42 3 9
Maine 1 - - 1 - - - - - - 3 6 2 3
N.H. 2 5 1 3 - - - - - - 8 1 - 3
Vt. 1 1 - 1 - - - - - - 5 1 - -
Mass. 27 16 2 7 - - - 1 1 1 22 14 - -
R.I. - 14 2 4 - 2 - - 2 3 - - - 1
Conn. - 53 7 8 - - - - - - 17 20 1 2

MID. ATLANTIC 470 619 45 35 - 1 - - 1 21 74 67 20 31
Upstate N.Y. 213 501 8 10 - - - - - 2 28 29 7 4
N.Y. City 2 10 20 8 - 1 - - 1 1 9 - 1 -
N.J. 47 80 12 13 - - - - - 17 21 18 - 5
Pa. 208 28 5 4 - - - - - 1 16 20 12 22

E.N. CENTRAL 14 6 16 31 - - - - - 15 108 127 26 84
Ohio 13 3 1 3 - - - - - 10 32 30 12 8
Ind. 1 - 1 9 - - - - - 1 17 23 - 2
Ill. - 3 12 10 - - - - - - 35 41 4 56
Mich. - - 2 8 - - - - - 1 20 13 10 16
Wis. - - - 1 - - - - - 3 4 20 - 2

W.N. CENTRAL 12 16 6 14 - - - - - 1 42 64 10 13
Minn. - 4 3 4 - - - - - - 6 5 - -
Iowa - 1 - 3 - - - - - - 8 5 3 3
Mo. 2 9 2 4 - - - - - - 14 37 5 9
N. Dak. - - - - - - - - - - - - - 1
S. Dak. - - - - - - - - - - - 4 - -
Nebr. - - 1 2 - - - - - 1 6 4 2 -
Kans. 10 2 - 1 - - - - - - 8 9 - -

S. ATLANTIC 80 81 50 61 - - - - - 4 160 128 27 52
Del. 1 11 1 2 - - - - - - 1 - - -
Md. 60 11 17 26 - - - - - - 6 8 - 11
D.C. - - 3 7 - - - - - - 1 1 - -
Va. 2 11 8 8 - - - - - 1 24 19 7 11
W. Va. 6 3 - - - - - - - - 3 6 - 2
N.C. 7 17 4 1 - - - - - - 23 23 14 16
S.C. 4 - - 1 - - - - - - 26 5 1 5
Ga. - 27 7 8 - - - - - - 42 18 - 3
Fla. - 1 10 8 - - - - - 3 34 48 5 4

E.S. CENTRAL 3 7 2 5 - - - - - 24 39 52 3 -
Ky. 1 5 - 1 - - - - - - 17 14 - -
Tenn. 1 1 - 3 - - - - - 24 3 13 - -
Ala. - 1 2 1 - - - - - - 13 25 2 -
Miss. 1 U - U - - - - - U 6 U 1 U

W.S. CENTRAL 10 4 3 6 - 2 - - 2 6 90 96 9 67
Ark. - - 2 - - 2 - - 2 - 7 10 - -
La. - - - - - - - - - - 13 16 2 4
Okla. 9 4 - 1 - - - - - - 9 7 - 20
Tex. 1 - 1 5 - - - - - 6 61 63 7 43

MOUNTAIN 2 4 14 6 1 37 - - 37 24 62 60 13 7
Mont. - - 1 - - - - - - - 2 2 - -
Idaho - 1 - 2 - 1 - - 1 - 1 10 1 3
Wyo. - - - - - - - - - - 1 2 - -
Colo. 1 - 8 2 - - - - - - 13 5 1 -
N. Mex. - 3 3 1 - 26 - - 26 - 17 4 N N
Ariz. - - 1 - 1 9 - - 9 - 23 23 3 -
Utah - - 1 1 - - - - - 24 2 10 1 1
Nev. 1 - - - - 1 - - 1 - 3 4 6 3

PACIFIC 18 16 52 64 13 14 - 1 15 8 169 175 61 60
Wash. - - 5 5 13 13 - - 13 - 22 33 3 6
Oreg. 1 - 4 3 - 1 - - 1 - 33 32 N N
Calif. 17 16 39 49 - - - - - 8 112 105 51 49
Alaska - - 1 - - - - - - - - 1 6 2
Hawaii - - 3 7 - - - 1 1 - 2 4 1 3

Guam - - - - U - U - - 15 1 - - 2
P.R. - - - - 3 3 - - 3 14 10 3 - 2
V.I. - - - - U - U - - - - - 1 -
Amer. Samoa - - - - U - U - - - - - - 1
C.N.M.I. - - - 1 U - U - - 24 - - - -

Reporting Area

Cum.
1995 1995

Indigenous Imported*

Measles (Rubeola)

Total

Cum.
1995

Cum.
1995

Lyme
Disease

Cum.
1994

Cum.
1995

Malaria

Cum.
1994

Cum.
1994

Cum.
1994

Cum.
1995

Cum.
1994

Meningococcal
Infections Mumps

Cum.
19951995

Cum.
1995

*For imported measles, cases include only those resulting from importation from other countries.

N: Not notifiable U: Unavailable -: no reported cases
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TABLE II. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending
March 25, 1995, and March 26, 1994 (12th Week)

UNITED STATES 36 669 879 - 15 89 4,028 4,317 2,805 3,811 1,429 1,451

NEW ENGLAND 4 75 79 - 2 60 57 46 65 77 423 388
Maine 2 10 2 - - - 4 1 - - - -
N.H. - 4 22 - 1 - 1 - 1 2 56 52
Vt. - 2 9 - - - - - - - 56 36
Mass. 2 55 40 - 1 60 17 12 30 36 169 151
R.I. - - 2 - - - 1 5 9 8 59 5
Conn. - 4 4 - - - 34 28 25 31 83 144

MID. ATLANTIC - 40 172 - 1 4 233 318 552 553 371 343
Upstate N.Y. - 26 63 - 1 4 18 33 30 105 179 226
N.Y. City - 8 22 - - - 134 175 315 288 - -
N.J. - - 7 - - - 45 48 115 105 64 71
Pa. - 6 80 - - - 36 62 92 55 128 46

E.N. CENTRAL 1 65 210 - - 7 995 573 368 393 2 4
Ohio - 30 53 - - - 223 248 62 56 1 -
Ind. 1 4 16 - - - 394 64 10 32 - -
Ill. - 4 82 - - 4 276 112 196 219 1 1
Mich. - 27 19 - - 3 67 73 90 76 - 1
Wis. - - 40 - - - 35 76 10 10 - 2

W.N. CENTRAL 2 21 23 - - - 191 311 102 80 56 32
Minn. - - 8 - - - 13 13 16 19 2 1
Iowa - 1 1 - - - 15 13 15 7 18 14
Mo. - 1 7 - - - 155 266 46 40 8 4
N. Dak. - 5 - - - - - - - 1 6 -
S. Dak. - 4 - - - - - - - 6 11 2
Nebr. 2 3 1 - - - - 3 6 - - -
Kans. - 7 6 - - - 8 16 19 7 11 11

S. ATLANTIC - 61 109 - 1 5 876 1,337 443 765 416 411
Del. - 3 - - - - 6 6 - 5 10 6
Md. - - 36 - - - 24 59 104 70 97 142
D.C. - 1 3 - - - 37 62 21 28 2 1
Va. - - 13 - - - 154 165 6 88 88 85
W. Va. - - 1 - - - 1 6 22 19 20 13
N.C. - 46 31 - - - 269 445 38 75 90 42
S.C. - 7 8 - - - 166 154 66 104 33 37
Ga. - 1 6 - - - 110 216 58 147 64 80
Fla. - 3 11 - 1 5 109 224 128 229 12 5

E.S. CENTRAL 1 15 33 - - - 975 452 154 255 39 53
Ky. - - 14 - - - 58 67 44 69 5 -
Tenn. - 2 13 - - - 109 225 - 92 11 28
Ala. 1 13 6 - - - 154 160 83 94 23 25
Miss. - - U - - U 654 U 27 U - U

W.S. CENTRAL 1 14 25 - 1 4 588 917 248 327 26 132
Ark. - - - - - - 147 125 38 34 8 7
La. 1 1 2 - - - 273 478 - - 9 14
Okla. - - 20 - - 4 20 32 1 30 9 13
Tex. - 13 3 - 1 - 148 282 209 263 - 98

MOUNTAIN 24 276 64 - 2 - 60 129 133 103 13 20
Mont. 1 3 2 - - - 3 - 3 - 6 3
Idaho 1 25 19 - - - - 1 4 4 - -
Wyo. - - - - - - 2 - - 1 - 5
Colo. - 1 31 - - - 36 45 - 9 - -
N. Mex. 2 7 3 - - - 1 5 18 15 - -
Ariz. 20 236 6 - 2 - 11 67 63 50 6 12
Utah - 2 3 - - - 4 5 7 - - -
Nev. - 2 - - - - 3 6 38 24 1 -

PACIFIC 3 102 164 - 8 9 53 234 740 1,258 83 68
Wash. 1 14 26 - - - - 8 51 44 - -
Oreg. - 2 16 - 1 - - 2 3 30 - -
Calif. 2 83 118 - 7 9 53 223 633 1,110 82 50
Alaska - - - - - - - - 13 21 1 18
Hawaii - 3 4 - - - - 1 40 53 - -

Guam U - - U - - 1 1 4 7 - -
P.R. 1 4 2 - - - 61 85 16 29 11 19
V.I. U - - U - - - 5 - - - -
Amer. Samoa U - 1 U - - - - 2 - - -
C.N.M.I. U - - U - - - 1 1 14 - -

Reporting Area

1995
Cum.
1995

Cum.
1995

Syphilis
(Primary &
Secondary)

Rabies,
AnimalPertussis

Cum.
1995

Cum.
1994

Cum.
1995

Tuberculosis

Cum.
1994

Cum.
1994

Cum.
1994 1995

Rubella

Cum.
1995

Cum.
1994

U: Unavailable -: no reported cases
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NEW ENGLAND 634 473 97 40 12 12 61
Boston, Mass. 149 112 19 11 4 3 19
Bridgeport, Conn. 51 36 9 3 - 3 3
Cambridge, Mass. 22 15 4 3 - - 4
Fall River, Mass. 32 24 6 1 1 - -
Hartford, Conn. 57 36 13 6 1 1 4
Lowell, Mass. 29 27 1 1 - - 6
Lynn, Mass. 13 9 3 - 1 - -
New Bedford, Mass. 31 27 4 - - - 3
New Haven, Conn. 33 26 3 2 1 1 2
Providence, R.I. 54 48 6 - - - 5
Somerville, Mass. 4 3 - 1 - - -
Springfield, Mass. 50 27 11 7 1 4 3
Waterbury, Conn. 40 32 5 2 1 - 1
Worcester, Mass. 69 51 13 3 2 - 11

MID. ATLANTIC 2,165 1,387 426 256 55 41 109
Albany, N.Y. 51 39 8 2 - 2 6
Allentown, Pa. U U U U U U U
Buffalo, N.Y. 106 75 21 10 - - 6
Camden, N.J. 46 27 10 6 1 2 5
Elizabeth, N.J. 31 21 4 4 2 - 2
Erie, Pa.§ 53 37 9 5 1 1 4
Jersey City, N.J. 63 40 9 11 - 3 -
New York City, N.Y. 1,346 841 277 174 33 21 52
Newark, N.J. 64 19 19 17 7 2 1
Paterson, N.J. 36 23 4 5 3 1 5
Philadelphia, Pa. U U U U U U U
Pittsburgh, Pa.§ 58 40 11 1 4 2 4
Reading, Pa. 10 7 1 2 - - -
Rochester, N.Y. 125 90 19 9 3 4 12
Schenectady, N.Y. 24 18 4 2 - - 1
Scranton, Pa.§ 31 28 3 - - - 2
Syracuse, N.Y. 81 53 19 5 1 3 3
Trenton, N.J. 22 14 5 3 - - 6
Utica, N.Y. 18 15 3 - - - -
Yonkers, N.Y. U U U U U U U

E.N. CENTRAL 2,424 1,552 486 216 106 64 134
Akron, Ohio 69 57 6 3 2 1 -
Canton, Ohio 47 35 10 1 1 - 6
Chicago, Ill. 507 207 127 93 60 20 14
Cincinnati, Ohio 174 122 31 13 3 5 16
Cleveland, Ohio 159 102 37 9 2 9 7
Columbus, Ohio 172 102 44 19 6 1 11
Dayton, Ohio 159 116 30 9 4 - 12
Detroit, Mich. 255 154 52 32 9 8 9
Evansville, Ind. 55 46 6 1 2 - 2
Fort Wayne, Ind. 58 44 10 3 - 1 -
Gary, Ind. 13 4 6 3 - - -
Grand Rapids, Mich. 44 36 5 1 2 - 8
Indianapolis, Ind. 177 129 30 10 5 3 11
Madison, Wis. 76 51 19 3 3 - 10
Milwaukee, Wis. 137 100 22 5 2 8 7
Peoria, Ill. 37 30 6 - 1 - 4
Rockford, Ill. 65 44 14 4 1 2 5
South Bend, Ind. 46 31 8 3 1 3 2
Toledo, Ohio 105 82 16 3 1 3 9
Youngstown, Ohio 69 60 7 1 1 - 1

W.N. CENTRAL 921 657 142 56 26 23 58
Des Moines, Iowa 82 67 10 - 2 3 9
Duluth, Minn. 44 33 10 - 1 - 8
Kansas City, Kans. 37 17 12 5 3 - 1
Kansas City, Mo. 142 81 27 10 2 5 14
Lincoln, Nebr. 51 44 6 1 - - 4
Minneapolis, Minn. 172 126 23 13 6 4 13
Omaha, Nebr. 95 71 14 5 2 3 5
St. Louis, Mo. 157 116 22 12 4 3 -
St. Paul, Minn. 67 51 7 5 4 - 4
Wichita, Kans. 74 51 11 5 2 5 -

S. ATLANTIC 1,452 895 308 164 44 39 90
Atlanta, Ga. 217 128 56 19 8 6 9
Baltimore, Md. 233 139 46 34 7 7 16
Charlotte, N.C. 126 77 26 15 4 4 11
Jacksonville, Fla. 147 114 20 12 1 - 12
Miami, Fla. 135 73 38 19 3 1 3
Norfolk, Va. 61 37 16 3 2 3 7
Richmond, Va. 78 48 10 9 5 5 3
Savannah, Ga. 50 36 8 4 2 - 5
St. Petersburg, Fla. 68 47 14 5 1 1 6
Tampa, Fla. 175 114 34 20 5 2 15
Washington, D.C. 153 79 36 22 6 10 3
Wilmington, Del. 9 3 4 2 - - -

E.S. CENTRAL 821 534 180 59 22 26 82
Birmingham, Ala. 162 104 35 17 2 4 5
Chattanooga, Tenn. 83 52 23 6 1 1 3
Knoxville, Tenn. 99 67 23 2 4 3 11
Lexington, Ky. 89 58 23 4 1 3 5
Memphis, Tenn. U U U U U U U
Mobile, Ala. 156 104 28 13 4 7 19
Montgomery, Ala. 63 46 9 4 1 3 13
Nashville, Tenn. 169 103 39 13 9 5 26

W.S. CENTRAL 1,558 1,013 325 140 53 26 113
Austin, Tex. 80 52 11 13 3 1 8
Baton Rouge, La. 40 19 12 4 5 - -
Corpus Christi, Tex. 58 42 13 1 - 2 1
Dallas, Tex. 220 150 37 21 7 5 6
El Paso, Tex. 27 20 2 3 2 - 3
Ft. Worth, Tex. 119 80 24 6 6 3 9
Houston, Tex. 402 232 103 51 12 4 43
Little Rock, Ark. 67 40 18 3 3 2 3
New Orleans, La. 151 88 35 21 4 3 -
San Antonio, Tex. 225 165 40 8 9 3 19
Shreveport, La. 45 34 5 5 1 - 6
Tulsa, Okla. 124 91 25 4 1 3 15

MOUNTAIN 861 584 167 70 27 11 87
Albuquerque, N.M. 100 68 20 8 2 2 9
Colo. Springs, Colo. 54 36 11 3 2 2 10
Denver, Colo. 99 67 19 10 2 1 17
Las Vegas, Nev. 159 98 36 20 4 - 9
Ogden, Utah 17 16 - 1 - - 3
Phoenix, Ariz. 180 113 39 15 9 3 14
Pueblo, Colo. 34 24 7 3 - - 5
Salt Lake City, Utah 89 63 19 4 2 1 13
Tucson, Ariz. 129 99 16 6 6 2 7

PACIFIC 1,845 1,276 308 164 49 30 150
Berkeley, Calif. 14 8 4 2 - - 6
Fresno, Calif. 95 69 15 6 1 4 14
Glendale, Calif. 29 20 7 2 - - 3
Honolulu, Hawaii 77 55 10 11 - - 10
Long Beach, Calif. 86 54 23 6 - 3 9
Los Angeles, Calif. 523 363 75 57 24 3 26
Pasadena, Calif. 25 17 5 2 - 1 2
Portland, Oreg. 159 120 21 8 6 4 10
Sacramento, Calif. U U U U U U U
San Diego, Calif. 165 112 28 12 4 6 22
San Francisco, Calif. 158 90 35 17 2 1 16
San Jose, Calif. 172 124 26 14 3 5 14
Santa Cruz, Calif. 23 18 1 4 - - -
Seattle, Wash. 147 96 31 14 5 1 6
Spokane, Wash. 76 53 17 3 2 1 5
Tacoma, Wash. 96 77 10 6 2 1 7

TOTAL 12,681
¶

8,371 2,439 1,165 394 272 884

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

P&I
†

TotalAll
Ages

All  Causes, By Age (Years)

Reporting Area
P&I

†

TotalAll
Ages

All  Causes, By Age (Years)

>65 45-64 25-44 1-24 <1

*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not
included.

†Pneumonia and influenza.
§Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete
counts will be available in 4 to 6 weeks.

¶Total includes unknown ages.
U: Unavailable    -: no reported cases

TABLE III. Deaths in 121 U.S. cities,* week ending
March 25, 1995 (12th Week)
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(2,3 ). The two cases described in this report are the first known to have occurred

among U.S. citizens from exposure during the current epidemic in the NIS and empha-

size the risk for  persons who travel to countries with epidemic diphtheria. In addition,

these cases suggest the potential for importation of toxigenic strains of C. diphtheriae

to the United States by persons who arrive from affected areas. Although importation

of diphtheria from the NIS to the United States has not been reported, at least 20 im-

ported cases related to this epidemic have been reported in European countries (4–6 ).

The diagnosis of diphtheria was confirmed by culture in the first case in this report.

Although diphtheria was not laboratory-confirmed in the second patient, the clinical

diagnosis was made by physicians experienced in diagnosing and treating diphtheria,

and the CDC case definition for a probable case was met (7 ). Her negative throat cul-

ture does not exclude the diagnosis because she had begun antibiotic therapy before

the culture specimen was taken. In addition, levels of antitoxin ≥0.1 IU, as those

present in this patient, are considered to confer a relative degree of protection against

disease (8 ); although no level of antitoxin provides absolute protection (8 ), this pa-

tient appeared to have relatively mild disease and did not develop toxic complications.

Because clinical diphtheria may not induce protective immunity, the lack of an in-

crease in postdisease antitoxin level would not exclude the diagnosis; booster

vaccination with an age-appropriate diphtheria toxoid-containing vaccine is recom-

mended during convalescence (8 ).

To minimize the risk for diphtheria, all U.S. residents should be up-to-date for diph-

theria vaccination, regardless of whether they plan international travel. The Advisory

Committee on Immunization Practices recommends that all children receive a routine

series of five doses of DTP (or diphtheria and tetanus toxoids for pediatric use [DT] if

pertussis vaccine is contraindicated) with doses at ages 2, 4, 6, and 12–15 months, and

4–6 years; Td boosters should be given at age 11–16 years, and every 10 years there-

after (9,10 ). For persons aged ≥7 years who have not been previously vaccinated

against diphtheria, the primary series consists of three doses of Td, with intervals of

1–2 months between the first two doses and 6–12 months between the second and

third doses; Td boosters should be given every 10 years thereafter. To improve

diphtheria-specific levels of immunity within the population, active vaccination

against tetanus given as part of wound management should involve use of a vaccine

containing both diphtheria and tetanus toxoids rather than single antigen tetanus

toxoid (i.e., DTP [or DT if pertussis vaccine is contraindicated] for children aged

<7 years and Td for persons aged ≥7 years). Travelers to areas with endemic diph-

theria or outbreaks should consult their medical providers to ensure they are

adequately vaccinated. Travelers should have completed a primary series of at least

three doses of diphtheria toxoid and should have received the most recent dose of

vaccine (either primary series or booster) within the previous 10 years. In addition,

travelers to affected countries should be advised to contact a health-care provider

promptly if they develop a sore throat during either travel or the 2-week period after

return from travel.
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Vaccination Coverage Surveys in County Health Departments —
Kansas, 1993–1994

Vaccination Coverage Surveys — ContinuedThe objective of the Childhood Immunization Initiative (CII) is to protect all children

in the United States by their second birthday against nine vaccine-preventable dis-

eases. Specific objectives for 1994 were to increase coverage levels to at least 85% for

the third dose of diphtheria and tetanus toxoids and pertussis vaccine (DTP3) and the

first dose of measles, mumps, and rubella vaccine (MMR1); 75% for the third doses of

oral poliovirus vaccine (OPV3) and Haemophilus influenzae  type b vaccine (Hib3); and

30% for the third dose of hepatitis B vaccine (HepB3) (1 ). To determine whether

county health departments in Kansas had achieved the national vaccination objec-

tives, in 1993 staff from the Kansas Department of Health and Environment (KDHE)

began assessing vaccination coverage rates for children aged 2 years served by

county health departments in that state. This report presents the results of the first

vaccination coverage assessments of all 105 county health departments in Kansas

during November 1993–November 1994.

The Clinic Assessment Software Application (CASA), which was developed by CDC

to assist in the measurement of vaccination coverage rates (2,3 ), was used to assess

coverage rates of DTP3, MMR1, OPV3, and Hib3 at the second birthday (4 ). Coverage

rates for HepB3 were not assessed because universal hepatitis B vaccination of infants

had not been implemented statewide. KDHE staff conducted 104 assessments; CDC

conducted one. Most (100 [95%]) assessments were conducted onsite at county health

departments; four (4%) were conducted offsite using copies of county health depart-

ment vaccination records. The assessments reviewed records for all children aged

2 years and excluded those who were documented to have moved or gone elsewhere

for health care. Because county health departments are administratively autonomous

in Kansas, methods for maintaining vaccination records are not standardized. In

health departments maintaining records for all children receiving services at the de-

partment for any reason, the assessment targeted all children with a medical record,

including those who had never been vaccinated; in health departments maintaining

only vaccination records, the assessment was restricted to children who had received

at least one vaccination from the health department. Initially, systematic random sam-
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pling was done in health departments with ≥50 records; during the assessment, this

was changed to include only health departments maintaining >200 records (approxi-

mately 20% of all health departments). Systematic random sampling ensured the

computation of a 95% confidence interval within seven percentage points of the esti-

mated coverage rate (2 ). All eligible records were assessed in the remaining health

departments (3 ). Overall, the median number of records reviewed in a health depart-

ment assessment was 86 (range: seven to 284).

Median coverage rates at the second birthday for individual vaccines ranged from

89% for DTP3 to 75% for OPV3 (Table 1). The 1994 goal for all four vaccines assessed

was met by 35 (33%) of the health departments; 82 (78%) met or surpassed the goal

for Hib3, and 41 (39%) met or surpassed the goal for MMR1. None of the goals were

met by 17 (16%) health departments. The median size of the birth cohort of 2-year-olds

in counties with health departments achieving the four 1994 goals assessed was

51 (range: 24–364), compared with a median of 411 (range: 36–7580) in health depart-

ments not achieving any of these objectives. Health departments in which the survey

population included all children with a medical record were less likely to meet the

objectives than those that included only children who had received at least one vacci-

nation: a survey population consisting of all children with a medical record was

assessed in 13 (77%) of the 17 health departments not meeting any of the objectives,

while only one (3%) of the 35 health departments that met the four 1994 goals as-

sessed a comparable population.

KDHE provided findings of each assessment to county health department person-

nel and reviewed possible improvements in recordkeeping and vaccination practices.

In addition, health departments were provided lists of children (based on the study

sample) whose vaccinations were not up-to-date.

Reported by: S Bowden, M Burt, J Calder, DVM, J Hansen, M Mayer, L Perry, MS, G Pezzino,
MD, C Schiffelbein, D Silvius, MA, L Wilberschied, MS, Bur of Disease Control, AR Pelletier, MD,
Acting State Epidemiologist, Kansas Dept of Health and Environment. Div of Field Epidemiology,

TABLE 1. Percentage of children aged 2 years who had received selected vaccines by
their second birthday in county health departments, national health objective goals,
and percentage of county health departments reaching the 1994 goal — Kansas,
November 1993–November 1994*

No. doses/Vaccine Median Range
National goal

for 1994
Health departments
reaching 1994 goal

≥3 doses of diphtheria
and tetanus toxoids
and pertussis vaccine 89% 41%–100% 85% 69%

One dose of measles-
mumps-rubella vaccine 82% 37%–100% 85% 39%

≥3 doses of oral
poliovirus vaccine 75% 31%–100% 75% 55%

≥3 doses of Haemophilus
influenzae  type b 
vaccine 83% 37%–100% 75% 78%

*Percentage of children receiving care at county health departments who were vaccinated based
on vaccination records.
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Epidemiology Program Office; Program Operations Br, Div of Immunization Svcs, National
Immunization Program, CDC.

Editorial Note: The approach of KDHE illustrates the potential advantages of assessing

provider-specific vaccination coverage levels, including objective characteristics of

the vaccine provider’s recordkeeping and vaccination practices. The use of a

computer-based package such as CASA enables completion of the assessment onsite

and immediate dissemination to health department staff. Assessments also enable

determination of whether vaccination coverage can be improved through simultane-

ous administration of multiple vaccines and through elimination of missed oppor-

tunities by reviewing a child’s vaccination status at every visit to the health depart-

ment and providing vaccinations when appropriate (5 ).

The coverage estimates in Kansas are subject to at least four limitations. First,

these estimates reflect vaccination coverage only for children attending county health

departments and cannot be used as countywide, population-based vaccination rates.

Second, criteria for determining when to assess a sample of eligible records was

changed during the statewide assessment. Third, because of differences in record-

keeping systems, the populations on which the assessments were based varied;

therefore, coverage rates for county health departments in Kansas cannot be com-

pared directly. Finally, estimated reported coverage rates may vary from actual

coverage rates. Overestimation can occur in health departments where the assess-

ment of vaccination status includes only children who had received at least one

vaccination from the health department. These health departments were more likely

to have met the four vaccination goals than those where the assessment of vaccina-

tion status includes children seen for any reason. In contrast, underestimation can

occur when the records either do not document when children move or do not docu-

ment vaccinations that were obtained from other providers. In Kansas, under-

estimation may be more common in larger counties because of the numbers of chil-

dren to be tracked and the numbers of providers of vaccine.

KDHE has developed plans to improve and expand the assessment process to meet

future vaccination coverage goals. The national vaccination coverage objectives set

by the CII for 1996 are 90% for DTP3, MMR1, OPV3, and HIB3, and 70% for HepB3 (1 )

at the second birthday. Therefore, beginning in 1995, the scope of the assessments in

Kansas was expanded to examine coverage rates for hepatitis B vaccine, reflecting the

statewide implementation of universal hepatitis B vaccination of infants. Uniform cri-

teria were developed for determining which children had moved and should no longer

be included in the survey population. In addition, KDHE is considering options for

standardizing vaccination recordkeeping to ensure comparability and consistency of

assessments.

States receiving Immunization Action Plan funds during 1995 are required to

assess all public health clinics annually.* To assist with these assessments, CASA soft-

ware is available at no charge to public and private providers from the National

Immunization Program, CDC, telephone (404) 639-8392.
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Notice to Readers

National Public Health Week

Notice to Readers — ContinuedApril 3–9, 1995, has been designated National Public Health Week. Federal, state,

and local public health agencies throughout the country will collaborate with private

organizations and educational institutions on activities to promote healthy lifestyles

and to heighten awareness of the essential services and benefits of public health.

The Public Health Service, the American Public Health Association, the Association

of State and Territorial Health Officials, the National Association of County and City

Health Officials, and other national public health organizations have suggested activi-

ties to their constituents to increase understanding of the role of public health in

protecting and improving the health status of individuals and communities. The

theme for the week, “Public Health Is You, Too,” focuses on the role persons can play

in protecting their own health and that of their families and communities.

Additional information about National Public Health Week is available from the

Office of Disease Prevention and Health Promotion, Room 2132, 330 C Street, SW,

Washington, DC 20201; telephone (202) 205-5968; and the American Public Health

Association, 1015 15th Street, NW, Washington, DC 20005; telephone (202) 789-5600.

Notice to Readers

Notice to Readers

Availability of Recommendations
for Preventing Vancomycin Resistance

In February 1995, the Hospital Infection Control Practices Advisory Committee pub-

lished Recommendations for Preventing the Spread of Vancomycin Resistance  (1 ).

Copies of the recommendations are available from the National Technical Information

Service, 5285 Port Royal Road, Springfield, VA 22161; telephone (703) 487-4650.

Reference
1. Hospital Infection Control Practices Advisory Committee. Recommendations for preventing the
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