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In the United States in 2007, unintentional poisonings were 
the second leading cause of injury death (after motor-vehicle 
crashes) (1); approximately 93% of all unintentional poisoning 
deaths were caused by drug poisoning, also known as drug 
overdose (2). From 1990 to 2001 in Florida, the nonsuicidal 
poisoning death rate increased 325% (3). To characterize recent 
trends in drug overdose death rates in Florida, CDC analyzed 
data from the Florida Medical Examiners Commission. This 
report summarizes the results of that analysis, which found 
that, from 2003 to 2009, the number of annual deaths in 
which medical examiner testing showed lethal concentrations 
of one or more drugs increased 61.0%, from 1,804 to 2,905, 
and the death rate increased 47.5%, from 10.6 to 15.7 per 
100,000 population. During 2003–2009, death rates increased 
for all substances except cocaine and heroin. The death rate 
for prescription drugs increased 84.2%, from 7.3 to 13.4 per 
100,000 population. The greatest increase was observed in the 
death rate from oxycodone (264.6%), followed by alprazolam 
(233.8%) and methadone (79.2%). By 2009, the number 
of deaths involving prescription drugs was four times the 
number involving illicit drugs. These findings indicate the 
need to strengthen interventions aimed at reducing overdose 
deaths from prescription drugs in Florida. Medical examiner 
records are a timely, population-based source for data regarding 
overdose deaths from specific drugs. The data in this report 
and subsequent analyses can be used to design and measure 
the effectiveness of interventions.

Florida has a system of regional state medical examiners 
whose jurisdiction includes all drug-related deaths. Drug 
overdose data were obtained for the period 2003–2009 from 
datasets of the Florida Medical Examiners Commission, which 
contain information on 34 types of drugs frequently abused, 
including ethanol (grain or beverage alcohol), prescription 
drugs, and illicit drugs (4). Drug-related deaths are divided into 
two categories: 1) drug-caused deaths, for which postmortem 
medical examiner toxicology testing determined that drugs 
were present in lethal amounts; and 2) drug-present deaths, for 
which drugs were found in nonlethal amounts. This analysis 

included only drug-caused deaths, referred to in this report as 
drug overdose deaths. 

Using U.S. Census resident population estimates, annual 
drug overdose death rates per 100,000 population were 
calculated for all drugs, prescription drugs, illicit drugs 
(including specifically heroin and cocaine), opioid analgesics 
(including specifically methadone, hydrocodone, oxycodone, 
and morphine), benzodiazepines (including specifically 
alprazolam), and ethanol. To test for the statistical significance 
of changes in death rates from 2003 to 2009, z-tests were 
conducted in categories with annual counts >100, and 
examination of overlapping confidence intervals from gamma 
distributions was used with counts <100. 

During 2003–2009, a total of 16,550 drug overdose deaths 
were recorded by Florida medical examiners. The annual 
number of deaths increased 61.0%, from 1,804 to 2,905, and 
the death rate increased 47.5%, from 10.6 to 15.7 per 100,000 
population. In 2009, approximately eight drug overdose 
deaths occurred each day. During 2003–2009, 85.9% of drug 
overdose deaths were unintentional, 11.1% were suicides, 2.6% 
were of undetermined intent, and 0.4% were homicides or 
pending. Prescription medications were implicated in 76.1% 
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of all drug overdose deaths, and illicit drugs were implicated 
in 33.9% of deaths; in 10.0% of deaths, both prescription and 
illicit drugs were found in lethal concentrations. 

In 85.5% of all drug overdose deaths, at least one of the 
seven specific drugs examined in this study was detected at 
a lethal concentration. Analysis of drug-specific death rates 
revealed different trends for different drugs during 2003–2009 
(Table, Figure). 

The death rate for prescription drugs increased 84.2%, from 
7.3 to 13.4 per 100,000 population from 2003 to 2009. The 
greatest increase in death rate was observed for the prescription 
drug oxycodone (264.6%), followed by alprazolam (233.8%), 
methadone (79.2%), hydrocodone (34.9%), and morphine 
(26.2%). Conversely, the death rate for heroin decreased 
62.2% from 2003 to 2009, and the death rate for cocaine 
increased until 2007 and then decreased 39.1% from 2007 
to 2009 (Table).

In 2003, among the seven specific drugs examined, the 
highest death rate was for cocaine (3.2 per 100,000 population), 
followed by methadone (2.2), oxycodone (1.7), heroin (1.4), 
morphine and alprazolam (1.3), and hydrocodone (1.1). In 
2009, the number of deaths involving prescription drugs was 
four times the number involving illicit drugs, and the highest 
death rate was for oxycodone (6.4 per 100,00 population), 
followed by alprazolam (4.4), methadone (3.9), cocaine (2.8), 
morphine (1.6), hydrocodone (1.4), and heroin (0.5) (Figure).

Reported by

Bruce Goldberger, PhD, W.R. Maples Center for Forensic 
Medicine, Univ of Florida College of Medicine. Jon Thogmartin, 
MD, State of Florida District Six Medical Examiner. Hal Johnson, 
MPH, Substance Abuse Program Office, Florida Dept of Children 
and Families. Leonard Paulozzi, MD, Rose Rudd, MSPH, Div 
of Unintentional Injury Prevention, National Center for Injury 
Prevention and Control; Aybaniz Ibrahimova, MD, EIS Officer, 
CDC. Corresponding contributor: Leonard Paulozzi, 
lpaulozzi@cdc.gov.

Editorial Note

This report documents an increasing problem with fatal 
overdoses of prescription drugs, based on Florida medical 
examiner data, which are more timely and specific than 
national data available from death certificates. Recent national 
data indicate increasing numbers of deaths involving opioid 
analgesics and cocaine through 2006 (5). This report indicates 
a worsening problem in Florida with overdoses involving 
prescription drugs, especially oxycodone and alprazolam, and 
a recent sharp decline in cocaine-related deaths. Large national 
increases in rates of emergency department visits involving 
oxycodone and alprazolam occurred during 2004–2009 (6). 

Similar recent changes in drug-specific death counts have 
been reported by the Office of the State Medical Examiner 
in Kentucky. From 2007 to 2009, the number of deaths 
involving oxycodone in Kentucky doubled, the number 
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involving alprazolam increased tenfold, and the numbers 
involving cocaine or methadone declined (7). Whether these 
specific trends with oxycodone and alprazolam are nationwide, 
regional, or indicative of common risk factors in Florida and 
Kentucky is unknown. 

Since 2007, Florida has seen the proliferation of hundreds 
of pain clinics that prescribe large quantities of oxycodone and 
alprazolam, some of which is ultimately used for nonmedical 
purposes. Many of the customers of such clinics reportedly 
reside in Appalachian states such as Kentucky, and travel to 
Florida to obtain drugs for resale in their home states (8). In 
2009, Florida passed legislation establishing standards for 
pain management clinics (9). The new legislation established 
more stringent licensure requirements, put a limit on the 
amount that could be prescribed when patients pay cash, and 
required tamper-resistant prescription forms. The impact of 
this legislation has not yet been determined. The dispensing of 
frequently abused prescription drugs, such as opioid analgesics 
and benzodiazepines, by pharmacies can be tracked using state 
prescription drug monitoring programs, now operational in 35 
states (10). However, Florida does not yet have an operational 
prescription drug monitoring program.

The findings in this report are subject to at least five 
limitations. First, the analysis did not include all drug overdose 
deaths in Florida because the Florida Medical Examiners 
Commission collects data only on frequently abused drugs. 
Second, the death rates did not include Florida residents who 
died out of state but did include a small number of nonresidents 
who died in Florida. Third, reporting of deaths might have 
been incomplete from some medical examiner jurisdictions. 
Fourth, a few drugs were included in 2009 totals that were not 
tracked during 2003–2008. Finally, although the availability 

TABLE. Annual drug overdose death rates* for selected substances — Florida, 2003–2009 

Substance

Year % change 
2003 to 
2009§2003 2004 2005 2006 2007 2008 2009†

Prescription drugs 7.3 8.2 8.6 9.5 11.0 11.9 13.4 84.2
Benzodiazepines 2.2 2.6 3.2 3.5 4.0 5.0 5.9 168.4

Alprazolam 1.3 1.8 2.3 2.5 3.1 3.8 4.4 233.8
Opioid analgesics 6.7 7.7 7.9 8.8 10.3 11.0 12.5 86.1

Oxycodone 1.7 2.0 1.9 2.7 3.8 5.1 6.4 264.6
Methadone 2.2 3.2 3.5 3.9 4.3 3.8 3.9 79.2
Hydrocodone 1.1 1.3 1.2 1.3 1.4 1.5 1.4 34.9
Morphine 1.3 1.2 1.4 1.2 1.4 1.6 1.6 26.2

Other prescription drugs¶ 0.3 0.5 0.6 0.5 0.6 0.6 0.8 141.6
Illicit drugs 4.3 4.4 4.9 5.1 5.1 4.1 3.4 -21.4

Heroin 1.4 0.9 0.6 0.4 0.5 0.6 0.5 -62.2
Cocaine 3.2 3.4 4.1 4.5 4.6 3.5 2.8 -10.8
Other illicit drugs** 0.3 0.6 0.5 0.4 0.3 0.3 0.2 -4.1

Ethanol (alcohol) 1.5 1.6 1.7 1.8 2.3 2.4 2.8 81.4
All substances†† 10.6 11.7 12.1 13.1 14.3 14.6 15.7 47.5

 * Per 100,000 population. Based on U.S. Census resident population estimates. Available at http://www.census.gov/popest/states/states.html. 
 † The addition of buprenorphine, oxymorphone, and zolpidem to the list of monitored drugs resulted in small numbers of additional deaths in 2009, including 

12 among all substances.
 § Except for cocaine (p = 0.06) and other illicit drugs (p = 0.9), all the changes from 2003 to 2009 were statistically significant (p<0.05). Percentage change might not 

match calculations based on table data because of rounding.
 ¶ Includes amphetamine, carisoprodol/meprobamate, ketamine, and zolpidem.
** Includes methamphetamine, inhalants, ecstasy, hallucinogens, and other illicit drugs.
 †† Many deaths had several drugs contributing to the death; thus, the sum of the rates in each column exceeds the total death rate.
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FIGURE. Annual drug overdose death rates* for selected prescription 
and illicit drugs — Florida, 2003–2009

* Per 100,000 population. Based on U.S. Census resident population estimates. 
Available at http://www.census.gov/popest/states/states.html. 
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and scope of toxicologic testing were unchanged during 
2003–2009, testing protocols among the nine laboratories in 
Florida providing the service are not standardized.

To address the increase in drug overdose deaths from 
prescription drugs, states need to implement surveillance 
systems that are able to track patterns of drug use and the 
impact of prevention measures. In addition, tighter regulation 
of pain clinics in all states might be necessary to prevent 
the migration of unethical clinics to jurisdictions without 
adequate regulation. Controls placed on wholesale distributors 
of frequently abused prescription drugs might prevent them 
from supplying unethical pain clinics. State and urban medical 
examiners can publish drug-specific overdose statistics to 
improve the timeliness of drug mortality surveillance. 
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What is already known on this topic?

In the United States in 2007, unintentional poisonings were the 
second leading cause of injury death. Approximately 93% of all 
unintentional poisoning deaths were caused by drug overdose. 
From 1990 to 2001 in Florida, the nonsuicidal poisoning death 
rate increased 325%.

What is added by this report? 

The death rate from overdoses of prescription drugs in Florida 
increased 84.2% from 2003 to 2009, whereas the death rate from 
heroin overdose declined 62.2% and the death rate from cocaine 
overdose increased until 2007 and then declined 39.1% from 2007 
to 2009.  Among prescription drugs, the death rates for oxycodone 
and alprazolam increased 264.6% and 233.8%, respectively.

What are the implications for public health practice?

To address the increase in drug overdose deaths caused by 
prescription drugs, regulatory and public health agencies can 
implement surveillance systems that are able to count drug 
overdoses, describe patterns of drug use, and assess the impact 
of drug overdose prevention measures. 
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Neisseria gonorrhoeae is a major cause of pelvic inflammatory 
disease, ectopic pregnancy, and infertility, and it can facilitate 
human immunodeficiency virus (HIV) transmission (1). 
Emergence of gonococcal resistance to penicillin and tetracycline 
occurred during the 1970s and became widespread during the 
early 1980s. More recently, resistance to fluoroquinolones 
developed. Resistance was documented first in Asia, then 
emerged in the United States in Hawaii followed by other 
western states. It then became prevalent in all other regions 
of the United States. In Hawaii, fluoroquinolone resistance 
was first noted among heterosexuals; however, resistance in 
the United States initially became prevalent among men who 
have sex with men (MSM) before generalizing to heterosexuals. 
This emergence of resistance led CDC, in 2007, to discontinue 
recommending any fluoroquinolone regimens for the treatment 
of gonorrhea (2–3). CDC now recommends dual therapy for 
gonorrhea with a cephalosporin (ceftriaxone 250 mg) plus 
either azithromycin or doxycycline (4). This report summarizes 
trends in cephalosporin susceptibility among N. gonorrhoeae 
isolates in the United States during 2000–2010 using data 
from the Gonococcal Isolate Surveillance Project (GISP). 
During that period, the percentage of isolates with elevated 
minimum inhibitory concentrations (MICs) to cephalosporins 
(≥0.25 µg/mL for cefixime and ≥0.125 µg/mL for ceftriaxone) 
increased from 0.2% in 2000 to 1.4% in 2010 for cefixime 
and from 0.1% in 2000 to 0.3% in 2010 for ceftriaxone. 
Although cephalosporins remain an effective treatment for 
gonococcal infections, health-care providers should be vigilant 
for treatment failure and are requested to report its occurrence 
to state and local health departments. State and local public 
health departments should promote maintenance of laboratory 
capability to culture N. gonorrhoeae to allow testing of isolates 
for cephalosporin resistance. They also should develop enhanced 
surveillance and response protocols for gonorrhea treatment 
failures and report gonococcal treatment failures to CDC.

GISP is a CDC-sponsored, sentinel surveillance system 
that monitors antimicrobial susceptibilities in N. gonorrhoeae 
through ongoing testing of approximately 5,900 male urethral 
gonococcal isolates obtained annually from consecutive 
symptomatic men at 25–30 sexually transmitted disease 
(STD) clinics in the United States; approximately 4% of all 
reported gonorrhea cases among men are included annually 
(5). Antibiotic susceptibility is measured by MIC, the 
lowest concentration of an antibiotic that inhibits visible 
growth of the bacteria. MICs to cephalosporins (cefixime 
and ceftriaxone) among gonococcal isolates collected during 

2000–2010 were analyzed. Cefixime susceptibilities were 
not determined during 2007–2008 because cefixime was 
unavailable in the United States during that period. Decreased 
antibiotic susceptibility for cefixime or ceftriaxone is defined 
by the Clinical and Laboratory Standards Institute (CLSI) 
as MICs ≥0.5 µg/mL; criteria for cefixime and ceftriaxone 
resistance in N. gonorrhoeae have not been defined (6). 
Because few isolates exhibited decreased susceptibility and 
increases in MICs can precede the emergence of resistance, 
the percentage of isolates with elevated MICs (≥0.25 µg/mL 
for cefixime and ≥0.125 µg/mL for ceftriaxone) was assessed 
to determine if MICs to cephalosporins were increasing with 
time. These breakpoints were used in GISP for surveillance 
purposes. The analyses were stratified by U.S. census region 
and sex of sex partner. The South and Northeast regions were 
combined because fewer samples are collected in the eastern 
half of the country compared with the western half (Figure 1). 
Sex of sex partner was categorized as MSM or men who have 
sex exclusively with women (MSW). Resistance to penicillin 
(MIC ≥2.0 µg/mL), tetracycline (MIC ≥2.0 µg/mL), and 
ciprofloxacin (MIC ≥1.0 µg/mL), a fluoroquinolone, were 
assessed. Cochran-Armitage trend tests were performed to 
assess statistical significance (p<0.05).

An average of 5,865 isolates (range: 5,367–6,552) were 
tested annually during 2000–2010. Overall, the percentage 
of isolates with cefixime MICs ≥0.25 µg/mL increased from 
0.2% to 1.4% during 2000–2010 (p<0.001). The percentage 
of isolates with ceftriaxone MICs ≥0.125 µg/mL increased 
from 0.1% to 0.3% during 2000–2010 (p = 0.047). From 
2000 to 2010, in the western region, the percentage of isolates 
with cefixime MICs ≥0.25 µg/mL increased from 0% to 3.3% 
(p<0.001), and the percentage of isolates with ceftriaxone 
MICs ≥0.125 µg/mL increased from 0% to 0.5% (p<0.001) 
(Table). In the western region, the most prominent increases 
in cefixime MICs were observed in Honolulu, Hawaii (0% in 
2000 and 7.7% in 2010 [p<0.001]), and in California (0% in 
2000 and 4.5% in 2010 [p<0.001]). An increase in ceftriaxone 
MICs also was observed in California (0% in 2000 and 0.6% 
in 2010 [p = 0.001]).

Among MSM, the percentage of isolates with cefixime MICs 
≥0.25 µg/mL increased from 0% in 2000 to 4.0% during 2010 
(p<0.001), and the percentage of isolates with ceftriaxone MICs 
≥0.125 µg/mL increased from 0% to 0.9% (p<0.001). Overall, 
no statistically significant increases occurred in cefixime or 
ceftriaxone MICs among MSW (Figure 2). Regionally, increases 
in the percentage of isolates with cefixime MICs ≥0.25 µg/mL 

Cephalosporin Susceptibility Among Neisseria gonorrhoeae Isolates — 
United States, 2000–2010
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FIGURE 1. Sentinel sites participating in the Gonococcal Isolate Surveillance Project — United States, 2000–2010*

* Sites had continuous participation during 2000–2010 with the following exceptions (and years of participation): Anchorage (2000–2003); Detroit (2003–2010); 
Fort Bragg (2000–2002); Greensboro (2002–2010); Kansas City (2000–2001 and 2007–2010); Los Angeles (2003–2010); Las Vegas (2002–2010); Long Beach (2000–2007); 
New York City (2006–2010); Oklahoma City (2003–2010); Richmond (2007–2010); Salt Lake City (2003); St. Louis (2000–2004); and Tripler Army Medical Center 
(2001–2006 and 2009–2010).

among MSM were observed in all regions during 2000–2010 
(West: 0% in 2000 and 5.0% in 2010 [p<0.001]; Midwest: 0% 
in 2000 and 3.4% in 2010 [p = 0.001]; Northeast and South: 
0% in 2000 and 0.9% in 2010 [p = 0.035]). A significant 
increase among MSW was identified in the West (0% in 2000 
and 1.3% in 2010 [p<0.001]); however, no change occurred 
in the Midwest (0.3% in 2000 and 0.1% in 2010), and a 
significant decrease occurred in the Northeast and South 
(0.4% in 2000 and 0% in 2010 [p<0.001]). For isolates with 
ceftriaxone MICs ≥0.125 µg/mL, significant regional increases 
were observed among MSM in the West (0% in 2000 and 0.8% 
in 2010 [p<0.001]) and Midwest (0% in 2000 and 2.0% in 
2010 [p = 0.046]) and among MSW in the West (0% in 2000 
and 0.2% in 2010 [p = 0.008]); no significant increases were 
observed among MSM or MSW in other regions.

During 2009–2010, 13 (0.11%) of 11,323 isolates had 
decreased susceptibility to cefixime (MICs = 0.5 µg/mL), 
compared with seven (0.02%) of 41,462 isolates during 
2000–2006 (p<0.001) (isolates were not tested for cefixime 
susceptibility during 2007–2008). All 2009–2010 isolates 
with decreased susceptibility to cefixime were resistant to 
tetracycline and ciprofloxacin, all but one were resistant to 
penicillin, and none exhibited decreased susceptibility to 
azithromycin (≥2 µg/mL). Twelve of the men from whom 
the isolates were obtained were MSM; 10 men resided in the 
West, and three in the Midwest. No isolates had decreased 
susceptibility to ceftriaxone during 2000–2010.
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TABLE. Number and percentage of gonorrhea isolates with cefixime MICs ≥0.25 μg/mL and ceftriaxone MICs ≥0.125 μg/mL, by region — 
Gonococcal Isolate Surveillance Project, United States, 2000–2010                                                                                                                                                                                                                                                                                             

Cefixime

West* Midwest* Northeast/South* Total*

Year No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested

2000 0 (0.0) 1,910 3 (0.2) 1,565 7 (0.4) 1,986 10 (0.2) 5,461
2001 4 (0.2) 2,066 1 (0.1) 1,561 7 (0.4) 1,845 12 (0.2) 5,472
2002 0 (0.0) 2,163 1 (0.1) 1,273 8 (0.4) 1,931 9 (0.2) 5,367
2003 1 (0.0) 2,558 0 (0.0) 1,628 3 (0.1) 2,366 4 (0.1) 6,552
2004 2 (0.1) 2,540 2 (0.1) 1,673 2 (0.1) 2,109 6 (0.1) 6,322
2005 5 (0.2) 2,551 0 (0.0) 1,409 1 (0.0) 2,239 6 (0.1) 6,199
2006 4 (0.2) 2,489 0 (0.0) 1,420 1 (0.0) 2,180 5 (0.1) 6,089
2007 — — — — — — — — — — — —
2008 — — — — — — — — — — — —
2009 37 (1.9) 1,924 7 (0.5) 1,398 1 (0.0) 2,308 45 (0.8) 5,630
2010 68 (3.3) 2,072 6 (0.5) 1,146 3 (0.1) 2,475 77 (1.4) 5,693

Ceftriaxone

West* Midwest Northeast/South Total*

Year No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested No. (%)

No. of 
specimens 

tested

2000 0 (0.0) 1,910 5 (0.3) 1,565 0 (0.0) 1,986 5 (0.1) 5,461
2001 4 (0.2) 2,065 5 (0.3) 1,561 7 (0.4) 1,845 16 (0.3) 5,471
2002 0 (0.0) 2,163 1 (0.1) 1,273 6 (0.3) 1,931 7 (0.1) 5,367
2003 3 (0.1) 2,558 0 (0.0) 1,628 0 (0.0) 2,366 3 (0.0) 6,552
2004 3 (0.1) 2,540 3 (0.2) 1,673 3 (0.1) 2,109 9 (0.1) 6,322
2005 0 (0.0) 2,551 1 (0.1) 1,409 7 (0.3) 2,239 8 (0.1) 6,199
2006 1 (0.0) 2,489 0 (0.0) 1,420 2 (0.1) 2,180 3 (0.0) 6,089
2007 1 (0.0) 2,195 5 (0.4) 1,405 1 (0.0) 2,409 7 (0.1) 6,009
2008 4 (0.2) 1,906 0 (0.0) 1,407 0 (0.0) 2,410 4 (0.1) 5,723
2009 11 (0.6) 1,924 5 (0.4) 1,398 0 (0.0) 2,308 16 (0.3) 5,630
2010 11 (0.5) 2,072 4 (0.3) 1,146 4 (0.2) 2,475 19 (0.3) 5,693

Abbreviation: MICs = minimum inhibitory concentrations.
* Region had a statistically significant (p<0.05) trend (increase or decrease) during 2000–2010, by  the Cochran-Armitage test for trend.
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FIGURE 2. Percentage of gonorrhea isolates with cefixime MICs ≥0.25 μg/mL and ceftriaxone MICs ≥0.125 μg/mL, by sex of sex partner — 
Gonococcal Isolate Surveillance Project, United States, 2000–2010

Abbreviations: MICs = minimum inhibitory concentrations; MSM = men who have sex with men; MSW = men who have sex exclusively with women.
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Editorial Note

The epidemiologic pattern of cephalosporin susceptibility 
in the West and among MSM during 2009–2010 is 
similar to that previously observed during the emergence 
of fluoroquinolone-resistant N. gonorrhoeae in the United 
States (2–3,7). Although the history of fluoroquinolone-
resistant N. gonorrhoeae might not predict the patterns of 
decreasing cephalosporin susceptibility, the observed trends 
are concerning. During 2001–2010, decreased gonococcal 
susceptibility to cephalosporins and reported treatment failures 
have been documented in Asia (8). Recently, two cases of 
gonococcal treatment failure were reported from Norway 
among heterosexual men with gonococcal urethritis treated 
with cefixime (9), and a pharyngeal isolate with a ceftriaxone 
MIC = 2.0 µg/mL was identified from a female commercial 
sex worker in Japan (10). 

The potential emergence of gonococcal cephalosporin 
resistance is of particular concern because the U.S. gonorrhea 
control strategy relies upon effective antibiotic therapy. 
Previously, the emergence and spread of gonococcal antibiotic 
resistance in the United States was addressed by changing the 
recommended antibiotics for treatment. No other well-studied 
and effective antibiotic treatment options or combinations 
currently are available. The emergence of gonococcal 
cephalosporin resistance would substantially limit available 
treatment options.

In light of the diminished resources available to STD control 
programs and the past inability to prevent emergence of 
resistance, the eventual emergence of cephalosporin resistance 
appears likely. Actions undertaken now could delay the spread 
of cephalosporin-resistant strains and mitigate the public health 
consequences. Effective treatment of gonorrhea is essential 
and now requires two antibiotics. The findings in this report 
suggest that gonococcal resistance to cefixime might emerge in 
the United States before resistance to ceftriaxone. Ceftriaxone 
is the most effective cephalosporin for treatment of gonorrhea 
and should be used for treatment of gonorrhea in combination 
with azithromycin or doxycycline (4). Azithromycin is preferred 
over doxycycline for dual therapy with ceftriaxone; of the 
2009–2010 isolates with decreased susceptibility to cefixime, 
none exhibited decreased susceptibility to azithromycin, and all 
of them exhibited tetracycline resistance. Based on the findings 
in this report, CDC currently is recommending ceftriaxone 
250 mg intramuscularly and azithromycin 1 g orally as the most 
effective treatment for uncomplicated gonorrhea.

In addition to effective treatment, prompt recognition of 
cephalosporin-resistant gonorrhea is critical. Although GISP 
has been successful in identifying important shifts in gonococcal 
epidemiology and antimicrobial susceptibility, its effectiveness 
should be complemented through partnerships with local 
health departments and health-care providers. Clinicians 
should remain vigilant for treatment failures (evidenced 
by persistent symptoms or a positive follow-up test despite 
treatment) among patients treated for gonorrhea with CDC-
recommended antibiotics and obtain specimens for gonococcal 
culture from patients with possible treatment failure. Clinicians 
caring for patients with gonorrhea, particularly MSM in the 
western United States, might consider having patients return 
1 week after treatment for test-of-cure with culture, preferably, 
or with nucleic acid amplification tests (NAATs).

If a patient experiences cefixime treatment failure, 
clinicians should re-treat the patient with 250 mg ceftriaxone 
intramuscularly and 2 g azithromycin orally (4). If a patient 
experiences a ceftriaxone treatment failure, clinicians should 
consult with an infectious disease expert and CDC regarding 
re-treatment. These patients should return for tests-of-cure 

What is already known on this topic?

Cephalosporins are a critical component of CDC-recommended 
gonorrhea treatment; however, declining cephalosporin 
susceptibility and cephalosporin treatment failures have been 
reported in Asia and Europe.

What is added by this report?

This report describes current trends in cephalosporin 
susceptibility among Neisseria gonorrhoeae isolates in the 
United States: minimum inhibitory concentrations (MICs) to 
cephalosporins are increasing, suggesting that susceptibility to 
cephalosporins might be declining. The prevalence of isolates 
with elevated MICs remains low overall.

What are the implications for public health practice?

Health-care providers should use ceftriaxone and azithromycin 
for treatment of gonorrhea, remain vigilant for gonorrhea 
cephalosporin treatment failures, and report treatment failures 
to their local or state health departments. Local and state health 
departments should promote the maintenance of local 
gonococcal culture capacity, establish options for local 
gonococcal antibiotic susceptibility testing, consider enhancing 
surveillance for cephalosporin-resistant gonorrhea, and report 
gonorrhea cases with cephalosporin treatment failure to CDC.

mailto:rkirkcaldy@cdc.gov
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within 1 week, preferably with culture, or, if culture is not 
available, with NAAT. If the follow-up NAAT result is 
positive, a specimen for culture should be obtained. Clinicians 
also should ensure that the patient’s sex partners from the 
preceding 2 months are tested for gonorrhea (preferably 
with culture) and empirically treated with ceftriaxone 250 
mg intramuscularly and azithromycin 2 g orally. Finally, 
these treatment failures should be reported to the local or 
state health department within 24 hours. Laboratorians are 
requested to report gonococcal isolates with decreased cefixime 
or ceftriaxone susceptibility (≥0.5 µg/mL) to their local or state 
health departments within 24 hours of identification. Local 
and state health departments are requested to report these 
cases immediately to CDC (gispinfo@cdc.gov or 404-639-
8659). Isolates can be submitted to CDC’s Neisseria Reference 
Laboratory for confirmation susceptibility testing.* 

Local and state health departments also should promote 
maintenance of local gonococcal culture capacity, despite the 
widespread use of NAATs. Gonococcal antibiotic susceptibility 
testing (AST), necessary for identification of resistant isolates, 
only can be performed with culture specimens. Health 
departments should establish options for local availability 
of gonococcal cultures and AST, and consider enhancing 
surveillance for cephalosporin-resistant gonorrhea. Options for 
local culture and AST availability might involve building or 
enhancing local gonorrhea reference laboratory testing capacity, 
partnering with regional clinical laboratories or academic 
institutions, or sending isolates to CDC for susceptibility 
testing. Enhanced surveillance might include monitoring 
of multiple cases from the same patient reported within 
30–60 days, often discarded as presumed duplicates. Finally, 
effective alternative antibiotics or antibiotic combinations 
for the treatment of gonorrhea are needed urgently; thus, the 
development of novel antibiotics and clinical trials to study 
combinations of existing antibiotics is necessary.

The findings in this report are subject to at least two 
limitations. First, data available in GISP only include results 
from urethral gonococcal isolates from males attending publicly 
funded STD clinics. Second, the clinical significance of shifts 
in MICs below CLSI criteria for decreased susceptibility is 
unclear, and transient increases and decreases in cephalosporin 

MICs have been observed previously in GISP. However, in light 
of similar trends in other regions of the world, the patterns 
observed in GISP with higher MICs in isolates from the 
west and MSM, and the ability of N. gonorrhoeae to develop 
resistance, the increasing MICs to cephalosporins in the United 
States are concerning. Vigilance of clinicians and enhanced 
surveillance by local and state health departments will be 
critical for early detection of treatment failures.
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Initiation of contraception during the postpartum period 
is important to prevent unintended pregnancy and short 
birth intervals, which can lead to negative health outcomes 
for mother and infant (1). In 2010, CDC published U.S. 
Medical Eligibility Criteria for Contraceptive Use, 2010 (US 
MEC), providing evidence-based guidance for choosing 
a contraceptive method based on the relative safety of 
contraceptive methods for women with certain characteristics 
or medical conditions, including women who are postpartum 
(2). Recently, CDC assessed evidence regarding the safety of 
combined hormonal contraceptive use during the postpartum 
period. This report summarizes that assessment and the 
resulting updated guidance. These updated recommendations 
state that postpartum women should not use combined 
hormonal contraceptives during the first 21 days after delivery 
because of the high risk for venous thromboembolism (VTE) 
during this period. During 21–42 days postpartum, women 
without risk factors for VTE generally can initiate combined 
hormonal contraceptives, but women with risk factors for 
VTE (e.g., previous VTE or recent cesarean delivery) generally 
should not use these methods. After 42 days postpartum, no 
restrictions on the use of combined hormonal contraceptives 
based on postpartum status apply. 

Importance of Contraception During the 
Postpartum Period

Half of all pregnancies in the United States are unintended, 
and these pregnancies have been associated with adverse 
pregnancy behaviors and outcomes, including later entry 
into prenatal care, decreased likelihood of smoking cessation, 
increased incidence of low birth weight, and decreased 
breastfeeding (3). In addition, short interpregnancy intervals 
can lead to negative consequences such as low birth weight 
and preterm birth (4). The postpartum period is an important 
time to initiate contraception because women are accessing 
the health-care system and might have increased motivation 
to avoid another pregnancy. Ovulation can occur as early 
as 25 days postpartum among nonbreastfeeding women, 
underscoring the importance of initiating contraception in 
the very early postpartum period (5). 

However, safety of contraceptive use among postpartum 
women also must be considered. Hematologic changes that 
occur normally during pregnancy, including an increase in 
coagulation factors and fibrinogen and a decrease in natural 
anticoagulants, result in an increased risk for VTE during the 
postpartum period. In addition, many postpartum women have 
additional risk factors that further increase their risk for VTE, 
such as age ≥35 years, smoking, or recent cesarean delivery. 
This is of concern when considering postpartum contraception 
options because combined hormonal contraceptives (i.e., 
those that contain both estrogen and progestin) are themselves 
associated with a small increased risk for VTE among healthy 
women of reproductive age (6).

Rationale and Methods
US MEC, first published by CDC in 2010, was adapted 

from Medical Eligibility Criteria for Contraceptive Use, 
published by the World Health Organization (WHO) (2), 
which has been publishing global evidence-based contraceptive 
guidance since 1996. Although CDC adapted a small 
number of WHO recommendations and added a few new 
recommendations for U.S. health-care providers, the majority 
of the recommendations in the WHO guidance and US MEC 
are the same. Recommendations are provided using categories 
“1” to “4,” based on the balance of benefits and harms 
signifying whether or not the contraceptive method is safe 
for use among women with a particular medical condition or 
characteristic; category 1 represents a method that is safe to use 
without restriction and category 4 represents an unacceptable 
health risk (Table 1). CDC is committed to ensuring that 
these recommendations remain up-to-date and based on the 
best available scientific evidence. An update can be triggered 
either by identification of new evidence or by any evidence-
based updates made to the WHO global guidance. 

In 2010, based on new evidence (7), WHO updated its 
guidance on the safety of combined hormonal contraceptives 
among postpartum nonbreastfeeding women to be more 
restrictive regarding the use of combined hormonal 
contraceptives during the first 42 days postpartum, particularly 
among women with other risk factors for VTE (6). 

Update to CDC’s U.S. Medical Eligibility Criteria for Contraceptive Use, 2010: 
Revised Recommendations for the Use of Contraceptive Methods 

During the Postpartum Period
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Recommendations for breastfeeding women were not changed. 
Because of this WHO update, CDC initiated a process to assess 
whether its guidance similarly should be updated. Before this 
process, US MEC recommended that women less than 21 days 
postpartum generally should not use combined hormonal 
contraceptives, but that after that time, combined hormonal 
contraceptives could be used without restriction. 

From a systematic review conducted by WHO and CDC 
and used in the consultation to update the WHO guidance, 
evidence from 13 studies showed that the risk for VTE among 
women within the first 42 days postpartum is 22-fold to 84-fold 
greater than the risk among nonpregnant, nonpostpartum 
reproductive age women (7). The risk is highest immediately 
after delivery, declining rapidly during the first 21 days, but 
not returning to baseline until 42 days postpartum in most 
studies. Use of combined hormonal contraceptives, which can 
cause a small increased risk for VTE in healthy reproductive 
age women, might theoretically pose an additional risk if used 
during this time. However, no evidence was identified regarding 
risk for VTE among postpartum women using combined 
hormonal contraceptives. The evidence also is limited by the 
small number of studies that report risk for VTE at precise 
intervals during the postpartum period and report baseline risk 
for VTE in a reference population for comparison with the 

risk among postpartum women. Evidence also was examined 
regarding the return to fertility among nonbreastfeeding 
postpartum women and indicated that ovulation can occur as 
early as 25 days postpartum, although fertile ovulation likely 
will not occur until at least 42 days postpartum (5). 

As part of the CDC assessment, CDC recruited 13 persons 
from outside the agency to serve as ad hoc reviewers of the 
WHO revised recommendations; they were selected based 
on their expertise in thromboembolic disease, hematology, 
and family planning. The reviewers were asked to participate 
in a January 2011 teleconference with CDC, during which 
participants would review the evidence base and assess whether 
WHO’s revised recommendations were suitable for use in 
the United States. A key issue identified was that immediate 
postpartum use of combined hormonal contraceptives 
would impose a high risk for VTE without any substantial 
benefit in pregnancy prevention because most nonlactating 
women will not have a fertile ovulation until at least 42 days 
postpartum (5). Women with risk factors for VTE in addition 
to being postpartum (e.g., obesity or cesarean delivery) are 
already at elevated risk for VTE; use of combined hormonal 
contraceptives theoretically would further compound that 
risk. Finally, access to contraceptive methods was a concern 
of the group; however, unlike methods that require a visit to 

TABLE 1. Updated recommendations for combined hormonal contraceptives, including combined oral contraceptives, combined hormonal 
patch, and combined vaginal ring, during the postpartum period among nonbreastfeeding women

Condition Category* Clarifications/Evidence

Postpartum 
(nonbreastfeeding women)

a. <21 days 4 Evidence: There is no direct evidence examining the risk for VTE among postpartum women using 
CHCs. VTE risk is elevated during pregnancy and postpartum; this risk is most pronounced in the first 
weeks after delivery, declining to near baseline levels by 42 days postpartum. Use of CHCs, which 
increases the risk for VTE in healthy reproductive age women, might pose an additional risk if used 
during this time. Risk for pregnancy during the first 21 days postpartum is very low, but increases after 
that point; ovulation before first menses is common.

b. 21–42 days
 i. With other risk factors for VTE 

(such as age ≥35 years, previ-
ous VTE, thrombophilia, immo-
bility, transfusion at delivery, 
BMI ≥30, postpartum hemor-
rhage, postcesarean delivery, 
preeclampsia, or smoking)

3 Clarification: For women with other risk factors for VTE, these risk factors might increase the 
classification to a “4”; for example, smoking, deep venous thrombosis/pulmonary embolism, known 
thrombogenic mutations, and peripartum cardiomyopathy.
Evidence: There is no direct evidence examining the risk for VTE among postpartum women using 
CHCs. VTE risk is elevated during pregnancy and postpartum; this risk is most pronounced in the first 
weeks after delivery, declining to near baseline levels by 42 days postpartum. Use of CHCs, which 
increases the risk for VTE in healthy reproductive age women, might pose an additional risk if used 
during this time.

 ii. Without other risk factors for 
VTE

2

c. >42 days 1

Abbreviations: VTE = venous thromboembolism; CHC = combined hormonal contraceptive; BMI = body mass index (weight [kg] / height [m2]). 
* Categories: 1 = a condition for which there is no restriction for the use of the contraceptive method, 2 = a condition for which the advantages of using the method 

generally outweigh the theoretical or proven risks, 3 = a condition for which the theoretical or proven risks usually outweigh the advantages of using the method, 
4 = a condition that represents an unacceptable health risk if the contraceptive method is used.
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a provider (e.g., implants and intrauterine devices [IUDs]), 
combined hormonal contraceptives can be started by the 
woman herself at the appropriate time if given a prescription 
or sample in advance (either before hospital discharge or at a 
postpartum visit). 

Recommendations for Use of Combined 
Hormonal Contraceptives During the 
Postpartum Period

CDC recommends the following updated guidelines 
for the safety of combined hormonal contraceptives in 
postpartum women who are not breastfeeding (Table 1). 
In women who are <21 days postpartum, use of combined 
hormonal contraceptives represents an unacceptable health 
risk and should not be used (category 4). In women who are 
21–42 days postpartum and have other risk factors for VTE 
in addition to being postpartum, the risks for combined 
hormonal contraceptives usually outweigh the advantages 
and therefore combined hormonal contraceptives generally 
should not be used (category 3); however, in the absence 
of other risk factors for VTE, the advantages of combined 
hormonal contraceptives generally outweigh the risks, and 
they can usually be used (category 2). In women who are 
>42 days postpartum, no restriction applies for the use of 
combined hormonal contraceptives because of postpartum 
status (category 1). Nonetheless, any other medical conditions 
still should be taken into consideration when determining the 
safety of the contraceptive method. 

Separate recommendations in the 2010 US MEC for 
combined hormonal contraceptive use among women who are 
breastfeeding remain unchanged (2). These recommendations 
are based on evidence regarding potential negative effects of 
hormonal contraceptive use on breastfeeding, such as decreased 
duration of breastfeeding and higher rates of supplemental 
feeding (8). Among women who are breastfeeding and are 
<1 month postpartum, combined hormonal contraceptives 
are given a category 3 because of concerns about the effects 
of estrogen on breastfeeding duration and success. After 
1 month, combined hormonal contraceptive use is given a 
category 2 for breastfeeding women. However, some of the 
updated recommendations based on risk for VTE in postpartum 

women now supersede the breastfeeding recommendations. For 
example, combined hormonal contraception is now classified 
as a category 4 (unacceptable health risk) for all postpartum 
women, regardless of breastfeeding status, for the first 21 days 
(Table 2). 

Health-care providers assessing a woman’s individual risk also 
should consider any other characteristics or medical conditions 
that might impact the classification. For postpartum women, 
this might include examining the recommendations for other 
risk factors for VTE, such as known thrombogenic mutations 
(category 4) or history of VTE with risk factors for recurrence 
(category 4), both of which pose an unacceptable health risk 
for combined hormonal contraceptive use, whether or not 
women are postpartum (2). 

Recommendations for Use of Other Contraceptive 
Methods During the Postpartum Period

Recommendations for use of other contraceptives, including 
progestin-only hormonal contraceptives, remain unchanged 
and many are good options for postpartum women (Table 3). 
Progestin-only hormonal methods, including progestin-only 
pills, depot medroxyprogesterone acetate injections, and 
implants, are safe for postpartum women, including women 
who are breastfeeding, and can be initiated immediately 
postpartum (categories 1 and 2). IUDs, including the 
levonorgestrel-releasing IUD and copper-bearing IUD, also 
can be inserted postpartum, including immediately after 
delivery (categories 1 and 2) and are not associated with an 
increase in complications. Although IUD expulsion rates are 
somewhat higher when insertion occurs within 28 days of 
delivery, continuation rates at 6 months are similar among 
women who receive an IUD postpartum and those who plan 
for delayed insertion (9,10). Condoms can be used anytime 
(category 1), and the diaphragm and cap should be started at 
6 weeks postpartum (category 1 after 6 weeks). In addition, 
women who have completed their childbearing might wish to 
consider sterilization at this time. Postpartum contraception is 
important for the health of mother and infant, and education 
for both health-care providers and women should focus on the 
range of contraception options and the safety of most of these 
methods during the postpartum period. 
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TABLE 2. Updated recommendations for combined hormonal contraceptives, including combined oral contraceptives, combined hormonal 
patch, and combined vaginal ring, during the postpartum period among breastfeeding women

Condition Category* Clarifications/Evidence

Postpartum 
(breastfeeding women†)

Clarification: The U.S. Department of Health and Human Services recommends that infants should 
be exclusively breastfed during the first 4–6 months of life, preferably for a full 6 months. Ideally, 
breastfeeding should continue through the first year of life.
Evidence: Clinical studies demonstrate conflicting results about effects on milk volume in women 
exposed to COCs during lactation; no consistent effect on infant weight has been reported. Adverse 
health outcomes or manifestations of exogenous estrogen in infants exposed to CHCs through 
breast milk have not been demonstrated. In general, these studies are of poor quality, lack standard 
definitions of breastfeeding or outcome measures, and have not included premature or ill infants. 
Theoretical concerns about effects of CHCs on breast milk production are greater in the early 
postpartum period when milk flow is being established.

a. <21 days 4 Evidence: There is no direct evidence examining the risk for VTE among postpartum women using 
CHCs. VTE risk is elevated during pregnancy and postpartum; this risk is most pronounced in the 
first weeks after delivery, declining to near baseline levels by 42 days postpartum. Use of CHCs, 
which increases the risk for VTE in healthy reproductive age women, might pose an additional 
risk if used during this time. Risk of pregnancy during the first 21 days postpartum is very low, but 
increases after that point; ovulation before first menses is common.

b. 21 to <30 days
 i. With other risk factors for VTE 

(such as age ≥35 years, previous 
VTE, thrombophilia, immobil-
ity, transfusion at delivery, BMI 
≥30, postpartum hemorrhage, 
postcesarean delivery, preeclamp-
sia, or smoking)

3 Clarification: For women with other risk factors for VTE, these risk factors might increase the 
classification to a “4”; for example, smoking, deep venous thrombosis/pulmonary embolism, known 
thrombogenic mutations, and peripartum cardiomyopathy.
Evidence: There is no direct evidence examining the risk for VTE among postpartum women using 
CHCs. VTE risk is elevated during pregnancy and postpartum; this risk is most pronounced in the 
first weeks after delivery, declining to near baseline levels by 42 days postpartum. Use of CHCs, 
which increases the risk for VTE in healthy reproductive age women, might pose an additional risk if 
used during this time.

 ii. Without other risk factors for VTE 3
c. 30–42 days

 i. With other risk factors for VTE 
(such as age ≥35 years, previous 
VTE, thrombophilia, immobil-
ity, transfusion at delivery, BMI 
≥30, postpartum hemorrhage, 
postcesarean delivery, preeclamp-
sia, or smoking)

3 Clarification: For women with other risk factors for VTE, these risk factors might increase the 
classification to a “4”; for example, smoking, deep venous thrombosis/pulmonary embolism, known 
thrombogenic mutations, and peripartum cardiomyopathy.
Evidence: There is no direct evidence examining the risk for VTE among postpartum women using 
CHCs. VTE risk is elevated during pregnancy and postpartum; this risk is most pronounced in the 
first weeks after delivery, declining to near baseline levels by 42 days postpartum. Use of CHCs, 
which increases the risk for VTE in healthy reproductive age women, might pose an additional risk if 
used during this time.

 ii. Without other risk factors for VTE 2
d. >42 days 2

Abbreviations: VTE = venous thromboembolism; CHC = combined hormonal contraceptive; BMI = body mass index (weight [kg] / height [m2]); COC = combined 
oral contraceptives. 
* Categories: 1 = a condition for which there is no restriction for the use of the contraceptive method, 2 = a condition for which the advantages of using the method 

generally outweigh the theoretical or proven risks, 3 = a condition for which the theoretical or proven risks usually outweigh the advantages of using the method, 
4 = a condition that represents an unacceptable health risk if the contraceptive method is used.

† The breastfeeding recommendations are divided by month in U.S. Medical Eligibility Criteria for Contraceptive Use, 2010. They have been divided by days for purposes 
of integration with the postpartum recommendations.
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TABLE 3. Summary of recommendations and risk classifications* for hormonal contraceptive methods and intrauterine devices during the 
postpartum period

Condition COC/P/R POP DMPA Implants LNG-IUD Cu-IUD

Postpartum 
(nonbreastfeeding women)

a. <21 days 4 1 1 1
b. 21 days to 42 days

 i. With other risk factors for VTE (such as age ≥35 years, previ-
ous VTE, thrombophilia, immobility, transfusion at delivery, 
BMI ≥30, postpartum hemorrhage, postcesarean delivery, 
preeclampsia or smoking)

3† 1 1 1

 ii. Without other risk factors for VTE 2 1 1 1
c. >42 days 1 1 1 1

Postpartum 
(breastfeeding women§)

a. <21 days 4 2 2 2
b. 21 to <30 days

 i. With other risk factors for VTE (such as age ≥35 years, previous 
VTE, thrombophilia, immobility, transfusion at delivery, BMI 
≥30 kg/m2, postpartum hemorrhage, postcesarean delivery, 
preeclampsia or smoking)

3† 2 2 2

 ii. Without other risk factors for VTE 3 2 2 2
c. 30–42 days

 i. With other risk factors for VTE (such as age ≥35 years, previ-
ous VTE, thrombophilia, immobility, transfusion at delivery, 
BMI ≥30, postpartum hemorrhage, postcesarean delivery, 
preeclampsia or smoking)

3† 1 1 1

 ii. Without other risk factors for VTE 2 1 1 1
d. >42 days 2 1 1 1

Postpartum 
(breastfeeding or nonbreastfeeding women, including 
postcesarean delivery)

a. <10 min after delivery of the placenta 2 1
b. 10 min after delivery of the placenta to <4 wks 2 2
c. ≥4 wks 1 1
d. Puerperal sepsis 4 4

Abbreviations: COC = combined oral contraceptives; P = combined hormonal patch; R = combined vaginal ring; POP = progestin-only pill; DMPA = depot 
medroxyprogesterone acetate; IUD = intrauterine device; LNG-IUD = levonorgestrel-releasing IUD; Cu-IUD = copper-bearing IUD; VTE = venous thromboembolism; 
CHC = combined hormonal contraceptive; BMI = body mass index (weight [kg] / height [m2]).
* Categories: 1 = a condition for which there is no restriction for the use of the contraceptive method, 2 = a condition for which the advantages of using the method 

generally outweigh the theoretical or proven risks, 3 = a condition for which the theoretical or proven risks usually outweigh the advantages of using the method, 
4 = a condition that represents an unacceptable health risk if the contraceptive method is used.

† Clarification: For women with other risk factors for VTE, these risk factors might increase the classification to a “4”; for example, smoking, deep venous thrombosis/
pulmonary embolism, known thrombogenic mutations, and peripartum cardiomyopathy.

§ The breastfeeding recommendations are divided by month in U.S. Medical Eligibility Criteria for Contraceptive Use, 2010. They have been divided by days for purposes 
of integration with the postpartum recommendations.
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Abstract

Background: Screening lowers colorectal cancer (CRC) incidence and mortality. CRC is preventable through the removal 
of premalignant polyps and is curable if diagnosed early. Increased CRC screening and reduced CRC incidence and 
mortality are among the Healthy People 2020 objectives.
Methods: CRC screening data are reported using information from 2002–2010 Behavioral Risk Factor Surveillance 
System surveys. State-specific CRC incidence and mortality data were drawn from the United States Cancer Statistics.  
Annual percentage changes (APCs) in incidence and death rates from 2003 to 2007 were calculated by state. 
Results: From 2002 to 2010, the percentage of persons aged 50–75 years who were adequately screened for colorectal 
cancer increased from 52.3% to 65.4%. In 2007, CRC incidence ranged from 34.3 per 100,000 population in Utah to 
56.9 in North Dakota; death rates ranged from 12.3 per 100,000 in Utah to 21.1 in the District of Columbia (DC). 
From 2003 to 2007, CRC incidence declined significantly in 35 states, and mortality declined in 49 states and DC, with 
APCs ranging from 1.0% per year in Alabama to 6.3% per year in Rhode Island. 
Conclusions: CRC incidence and mortality have declined in recent years throughout the United States, and CRC 
screening has increased. 
Implications for Public Health Practice: Continued declines in incidence and mortality are expected as past and current 
public health emphasis on the importance of CRC screening become evident with the increase in screening. To ensure these 
gains continue, CRC screening should be accessible and used as recommended by all eligible persons in the United States. 

Introduction
Colorectal cancer (CRC) is the second most commonly 

diagnosed cancer and the second leading cause of cancer 
mortality in the United States among cancers that affect both 
men and women (1). Strong evidence indicates that screening 
for CRC reduces the incidence of and mortality from the 
disease (2). Screening tests for CRC, including fecal occult 
blood testing (FOBT), sigmoidoscopy, and colonoscopy, used 
at appropriate intervals, reduce incidence and mortality through 
prevention (identification and removal of premalignant polyps) 
and early detection (2). Since 1996, the United States Preventive 
Services Task Force (USPSTF) and other organizations have 
recommended CRC screening for persons aged ≥50 years. 
In 2008, updated guidelines from USPSTF recommended 
that routine screening continue only until age 75 years, based 
on review of the risks and benefits of screening (2). Despite 
the evidence linking CRC screening to lower incidence and 
mortality, a significant number of age-eligible persons in the 
United States have not received potentially life-saving screening. 

Healthy People 2020 (HP 2020) objectives call for reducing 
the incidence of CRC to 38.6 per 100,000 population, reducing 

the death rate to 14.5 per 100,000 population, and increasing 
the prevalence of CRC screening to 70.5% (3). This report 
updates CRC screening prevalence data with data from the 2010 
Behavioral Risk Factor Surveillance System (BRFSS) survey and 
presents state-specific data for CRC incidence and death rates 
for 2007 and annual percentage changes from 2003 to 2007.

Methods
BRFSS is a state-based, random–digit-dialed telephone 

survey of the civilian, noninstitutionalized adult population 
that collects information on health risk behaviors, preventive 
health practices, and health-care access in the United States 
(4). Survey data were available for all 50 states (except for 
Hawaii in 2004) and the District of Columbia (DC). For 
2010, the median Council of American Survey and Research 
Organizations (CASRO) response rate for BRFSS was 54.6%, 
and the median cooperation rate was 76.9% (4). 

During 2002–2010, every 2 years, respondents aged ≥50 
years were asked whether they have ever used a “special kit at 
home to determine whether the stool contains blood (fecal 
occult blood test [FOBT]),” whether they have ever had a “tube 

Vital Signs: Colorectal Cancer Screening, Incidence, and Mortality — 
United States, 2002–2010

On July 5, this report was posted as an MMWR Early Release on the MMWR website (http://www.cdc.gov/mmwr). 
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inserted into the rectum to view the colon for signs of cancer 
or other health problems (sigmoidoscopy or colonoscopy),” 
and when these tests were last performed. CDC calculated 
the percentage of adults who reported having had an FOBT 
within the past year or lower endoscopy (i.e., sigmoidoscopy 
or colonoscopy) within the preceding 10 years, enabling 
comparison with previous reports (5). This analysis is restricted 
to persons aged 50–75 years, in accordance with the USPSTF 
recommended age range for screening (2). Respondents who 
refused to answer, had a missing answer, or who answered “don’t 
know/not sure” were excluded from the analysis. Data were 
weighted to the age, sex, and racial/ethnic distribution of each 
state’s adult population using intercensal estimates and were 
age-standardized to the 2010 BRFSS population.

United States Cancer Statistics (USCS) (1) provides official 
federal statistics on cancer incidence (newly diagnosed cases) 
and cancer deaths in each state, using data from the National 
Program of Cancer Registries (NPCR) and/or the Surveillance, 
Epidemiology, and End Results (SEER) Program and from 
the National Vital Statistics System. In 2007, the most recent 
year for which incidence data were available, 49 states and 
DC met USCS data criteria representing 99.2% of the U.S. 
population. Incidence trend analyses included new cases of 
colorectal cancer diagnosed during 2003–2007 from NPCR/
SEER registries that met USCS criteria for every year of the 
study period; 48 states and DC, representing 97.2% of the U.S. 
population, were included. Incident colorectal cancers were 
coded according to the International Classification of Disease 
for Oncology, Third Edition (ICD-O-3). 

Cancer mortality statistics are based on information from all 
death certificates filed in the 50 states and DC and therefore 
cover 100% of the U.S. population. All reported deaths with 
CRC identified as the underlying cause of death according 
to the International Classification of Diseases, Tenth Revision 
(ICD-10) during 2003–2007 were included in this analysis. For 
trends in incidence and mortality, annual percentage changes 
(APCs) are reported, using the weighted least squares method 
and the joinpoint regression program. Population estimates for 
the denominators of incidence and death rates were from the 
U.S. Census, as modified by SEER (1). Data were age-adjusted 
to the 2000 U.S. standard population by the direct method; 
corresponding 95% confidence limits (CLs) were calculated as 
modified gamma intervals (6). Rates and APCs are shown for 
all races/ethnicities, and all age groups combined for each state. 

Results
The 2010 BRFSS survey was administered to 236,186 

persons aged 50–75 years. In this population, the overall 
age-adjusted combined CRC screening (FOBT and lower 
endoscopy) increased from 52.3% in 2002 to 65.4% in 2010 

(Table, Figure 1). From 2002 to 2010, FOBT use declined 
from 21.1% to 11.8%.

During 2003–2007, a total of 722,542 CRC cases were 
reported in the United States. Overall age-adjusted CRC 
incidence rates decreased from 52.3 per 100,000 in 2003 to 45.5 
per 100,000 in 2007 (an APC of 3.4% per year), representing 
65,994 fewer new cases of cancer than expected during this 
period (2003–2007) compared with 2002. In 2007, North 
Dakota reported the highest CRC incidence (56.9 per 100,000) 
and Utah reported the lowest (34.3) (Figure 2). CRC incidence 
rates decreased significantly in 35 states from 2003 to 2007, 
with Maryland reporting the largest percentage decrease in CRC 
incidence (6.5% per year) (Table). 

During 2003–2007, a total of 268,783 CRC deaths were 
reported in the United States. The overall age-adjusted CRC 
death rate decreased from 19.0 per 100,000 in 2003 to 16.7 
per 100,000 in 2007 (an APC of 3.0% per year), representing 
31,800 fewer deaths than expected during this period 
(2003–2007) compared with 2002. In 2007, DC reported the 
highest CRC mortality (21.1 per 100,000), and Colorado and 
Montana reported the lowest (14.1 per 100,000) (Figure 2). 
CRC mortality rates decreased significantly in 49 states and 
DC from 2003-2007, with Rhode Island reporting the largest 
decrease in CRC mortality (6.3% per year). 

Conclusion and Comments
CRC incidence decreased by 3.4% per year, and the CRC 

death rate decreased by 3.0% per year from 2003 to 2007 in the 
United States. These decreases in CRC incidence and mortality 
represent approximately 66,000 fewer new cases and 32,000 
fewer deaths than expected from 2003 to 2007, compared 
with 2002. A total of 35 states had significant decreases in 
CRC incidence. Forty-nine states and DC experienced a 
statistically significant decrease in CRC mortality, with the 
largest declines occurring in states with some of the highest 
screening prevalence. Approximately 50% of the improvement 
in mortality can be attributed to increased screening, with 
35% attributed to reductions in risk factors such as smoking 
and obesity, and 12% to improved CRC treatment (7). For 
incidence, CRC screening and changes in risk factors each 
accounted for 50% of the decline (7).

The decreases in CRC incidence and mortality from 2003 
to 2007 were part of a larger U.S. trend from 1975 to 2007 
(Figure 3). According to SEER statistics, beginning in 1975, 
CRC incidence increased from 59.5 per 100,000 population 
to 66.3 in 1985, before declining steadily to 44.7 in 2007. The 
CRC death rate declined from 28.6 in 1976 to 16.7 in 2007 
(http://seer.cancer.gov/csr/1975_2007/index.html). However, 
CRC incidence and death rates overall remained above the 

http://seer.cancer.gov/csr/1975_2007/index.html
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TABLE. Annual percentage change (APC)* in colorectal cancer death and incidence† rates from 2003 to 2007, and percentage of respondents 
aged 50–75 years with up-to-date screening in 2010, by state/area — United States

State/Area

Mortality Incidence Screening§

APC
2003 to 2007 (95% CL)

APC
2003 to 2007 (95% CL) % (95% CL)

United States -3.0 (-4.2, -1.7) -3.4 (-3.7, -3.2) 65.4 (65.0, 65.8)
Alabama -1.0 (-1.3, -0.7) -0.7¶ (-2.2, 0.8) 63.4 (61.3, 65.4)
Alaska -1.5 (-2.3, -0.8) -6.2¶ (-17.0, 6.1) 59.3 (55.0, 63.5)
Arizona -2.0 (-2.3, -1.6) -6.3 (-9.0, -3.4) 63.4 (60.5, 66.3)
Arkansas -3.0 (-4.4, -1.7) -3.0 (-5.3, -0.6) 59.4 (56.8, 62.0)
California -2.2 (-2.3, -2.1) -1.9 (-3.4, -0.4) 64.1 (62.7, 65.5)
Colorado -4.6 (-8.6, -0.4) -3.9 (-7.4, -0.4) 66.0 (64.5, 67.5)
Connecticut -5.1 (-6.3, -3.8) -4.7 (-7.5, -1.8) 75.6 (73.6, 77.4)
Delaware -2.1 (-2.4, -1.7) -1.7¶ (-6.4, 3.3) 71.0 (68.5, 73.3)
District of Columbia -1.6 (-1.9, -1.2) -5.1¶ (-13.6, 4.1) 70.7 (68.2, 73.2)
Florida -2.9 (-3.5, -2.2) -4.5 (-5.7, -3.3) 67.3 (65.7, 68.9)
Georgia -3.1 (-4.1, -2.1) -2.7 (-5.1, -0.3) 67.4 (65.2, 69.4)
Hawaii -1.5 (-1.8, -1.1) -2.9¶ (-6.1, 0.4) 62.0 (59.8, 64.2)
Idaho -1.9 (-2.4, -1.4) -3.6 (-6.3, -0.8) 57.0 (55.0, 58.9)
Illinois -2.1 (-2.4, -1.9) -2.4 (-4.0, -0.7) 59.4 (57.0, 61.7)
Indiana -3.6 (-5.4, -1.8) -3.6 (-4.8, -2.4) 61.8 (60.1, 63.6)
Iowa -2.8 (-3.6, -1.9) -3.0 (-5.1, -0.9) 63.8 (61.8, 65.7)
Kansas -1.7 (-2.0, -1.4) -3.6 (-6.4, -0.7) 63.7 (62.1, 65.3)
Kentucky -1.6 (-2.0, -1.3) -2.5 (-3.5, -1.5) 62.4 (60.2, 64.5)
Louisiana -4.5 (-6.6, -2.3) -2.2 (-4.1, -0.3) 60.8 (58.9, 62.6)
Maine -2.5 (-2.9, -2.2) -4.0 (-6.6, -1.4) 73.7 (72.1, 75.2)
Maryland -3.1 (-3.6, -2.7) -6.5 (-9.0, -4.0) 72.6 (70.8, 74.3)
Massachusetts -5.3 (-7.0, -3.5) -6.0 (-7.4, -4.7) 75.8 (74.4, 77.2)
Michigan -2.4 (-2.6, -2.1) -3.5 (-5.6, -1.5) 70.1 (68.5, 71.6)
Minnesota -2.4 (-2.9, -2.0) -2.4 (-4.0, -0.7) 70.7 (68.7, 72.5)
Mississippi -0.1¶ (-0.4, 0.1) -2.1¶ (-4.4, 0.3) 58.2 (56.3, 60.0)
Missouri -3.6 (-5.2, -2.0) -2.7¶ (-5.5, 0.1) 63.5 (61.0, 66.0)
Montana -1.6 (-2.0, -1.3) -2.2 (-4.3, 0.0) 58.7 (56.8, 60.7)
Nebraska -1.5 (-1.7, -1.3) -1.0¶ (-4.7, 2.9) 60.4 (58.6, 62.1)
Nevada -1.1 (-1.5, -0.8) NS NS 57.7 (54.4, 61.0)
New Hampshire -2.3 (-2.7, -2.0) -4.6 (-8.5, -0.5) 75.7 (73.9, 77.4)
New Jersey -2.8 (-3.0, -2.5) -4.0 (-6.3, -1.7) 65.5 (63.8, 67.2)
New Mexico -1.2 (-1.5, -0.9) -3.6 (-6.4, -0.7) 60.1 (58.2, 62.1)
New York -4.7 (-5.7, -3.7) -3.8 (-5.5, -2.2) 70.1 (68.4, 71.7)
North Carolina -2.2 (-2.7, -1.8) -2.4¶ (-5.9, 1.1) 68.9 (67.2, 70.5)
North Dakota -2.3 (-3.2, -1.5) -1.4¶ (-7.5, 5.1) 58.4 (56.3, 60.5)
Ohio -2.1 (-2.3, -1.9) -2.7 (-4.5, -0.9) 63.4 (61.7, 65.1)
Oklahoma -1.0 (-1.2, -0.8) -1.4 (-2.4, -0.4) 54.9 (53.1, 56.6)
Oregon -1.6 (-1.9, -1.4) -4.3 (-6.1, -2.5) 64.8 (62.7, 66.8)
Pennsylvania -3.4 (-4.2, -2.6) -2.8 (-3.9, -1.7) 67.0 (65.4, 68.6)
Rhode Island -6.3 (-10.3, -2.2) -1.9¶ (-5.4, 1.7) 74.7 (72.8, 76.4)
South Carolina -1.9 (-2.5, -1.4) -5.6 (-7.5, -3.6) 65.1 (63.0, 67.2)
South Dakota -4.3 (-7.1, -1.5) -3.4¶ (-8.0, 1.5) 64.4 (62.4, 66.4)
Tennessee -1.4 (-1.8, -1.1) NS NS 61.2 (58.8, 63.6)
Texas -2.5 (-2.9, -2.2) -2.9 (-3.8, -1.9) 59.9 (57.9, 61.7)
Utah -4.4 (-7.1, -1.7) -4.8 (-8.1, -1.4) 67.5 (65.8, 69.1)
Vermont -2.2 (-2.7, -1.7) -3.3¶ (-9.8, 3.6) 71.7 (70.0, 73.3)
Virginia -3.8 (-5.2, -2.4) -4.5 (-6.0, -2.9) 68.1 (65.6, 70.6)
Washington -3.6 (-5.3, -1.8) -4.5 (-7.0, -1.9) 72.4 (71.3, 73.4)
West Virginia -3.1 (-5.4, -0.7) -4.2 (-6.6, -1.7) 54.7 (52.3, 57.0)
Wisconsin -4.4 (-6.2, -2.6) -6.0 (-10.2, -1.6) 68.9 (66.6, 71.2)
Wyoming -3.3 (-5.0, -1.6) -2.8¶ (-11.0, 6.2) 57.6 (55.7, 59.5)

Abbreviation: CL = confidence limits; NS = not shown; state did not meet United States Cancer Statistics (USCS) publication criteria for 2003–2007.
Sources: Mortality data are provided by the National Vital Statistics System, covering 100% of the U.S. population.
Cancer incidence combines cancer registry data from the National Program of Cancer Registries and the Surveillance, Epidemiology and End Results Program that met USCS publication 
criteria for 2003–2007, covering 97.2% of the U.S. population. Additional information available at http://www.cdc.gov/uscs.
Colorectal cancer screening data are from the 2010 Behavioral Risk Factor Surveillance System (BRFSS) survey. Available at http://www.cdc.gov/brfss.
* Calculated using weighted least squares method and joinpoint regression modeling.
† Per 100,000 population, age-adjusted to the 2000 U.S. standard population.
§ Percentage of persons aged 50–75 years who reported receiving a fecal occult blood test within 1 year or a lower endoscopy (i.e., sigmoidoscopy or colonoscopy) within 10 years; age-

standardized to the 2010 BRFSS population aged 50–75 years.
¶ The APC was not significantly different from zero (p≥0.05).

http://www.cdc.gov/uscs
http://www.cdc.gov/brfss
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HP 2020 targets of 38.6 per 100,000 and 14.5 per 100,000, 
respectively (Figure 3).

The prevalence of being up-to-date with CRC screening 
improved with 65.4% reporting being screened at recommended 
intervals (2). This represents a substantial improvement in 
the past decade; only 40.9% of U.S. residents reported CRC 
screening in 1997 (8). Endoscopy is currently the predominant 
screening modality in the United States; 61.8% of U.S. residents 
aged 50–75 years reported lower endoscopy within the past 10 
years. A recent report estimated that, in 2005, colonoscopy use 
prevented an estimated 7,000 CRC deaths, but an additional 
14,000 CRC deaths could have been prevented that year if more 
persons had undergone colonoscopy (9). If the HP 2020 target 
for CRC screening (70.5%) is met, almost 1,000 additional 
deaths will be averted per year (10).

More than one third of respondents reported not being up-to-
date with screening. A recent review of predictors of CRC screening 
found that physician recommendation continues to be a major 
facilitator of screening and a barrier when no recommendation is 
made (11). Lack of knowledge about CRC screening, lack of health 
insurance, lower income and education, and being from a racial or 
ethnic minority group were additional barriers to screening (11). 
A survey of U.S. and Canada residents regarding their preference 
for CRC screening reported that 31% of survey respondents in 
the United States would choose not to be screened for CRC even 
when their preferred screening test was offered (12). Given provider 
influence on patients’ use of CRC screening, this appears to provide 
an opportunity to recommend screening to eligible patients. 

The medical and societal costs of CRC are substantial. 
Estimated direct medical costs for CRC care in 2010 were $14 
billion, with projected costs of up to $20 billion by 2020 (13). 
In 2006, estimated lost productivity costs for persons who died 
from CRC were $15.3 billion (14). This equals $288,468 of 
lost productivity per CRC death in 2006 (14). Screening costs 
per person vary by test. The lifetime (age 50–80 years) average 
per person cost of screening ranges from $71 per person for 
guaiac-based FOBT to $1,397 per person for colonoscopy (15). 

CDC established the Colorectal Cancer Control Program in 
2009, funding a total of 22 states and four tribal organizations 
to promote CRC screening and increase population-level 
screening rates to 80% and, subsequently, to reduce CRC 
incidence and mortality. In 2010, three additional states 
were funded, bringing the total number of grantees to 29. 
Grantees work through partnership with state and local 
organizations, Federally Qualified Health Centers, and other 
health-care systems that will be critical to effect population-
level change. Many of the program strategies draw from the 
Community Guide to Preventive Services, which has identified 
evidence-based interventions to increase cancer screening in 
communities by targeting providers and the general population 
(available at http://www.thecommunityguide.org/index.html.) 

Implementation of the Affordable Care Act is expected 
to remove financial barriers to CRC screening. However, 
additional effort will be needed to improve population-based 
screening and outcomes. Targeting systems-level changes and 
providers might be an effective method to improve CRC 
screening and follow-up in health-care systems. For example, 
from 2005 to 2009, Kaiser Northern California doubled 
its up-to-date CRC screening from 35% to 69% among 
commercially insured enrollees and increased screening for 
Medicare enrollees from 46% to 75% (16) by implementing 
a highly organized screening program based on evidence-based 
recommendations from the Community Guide. These strategies 
also have been effective at the community-level to improve 
CRC screening (17). State health departments should build 
on existing infrastructure and seek opportunities to develop 
highly-organized screening service delivery systems and 
enhance assurance of screening service delivery. State health 
departments could work with Medicaid to institute policies 
that facilitate systematic screening programs for the Medicaid 
population and design systems that allow linkage of Medicaid 
enrollee data to other datasets, if such linkages are allowed by 
the state or jurisdiction. This would enable identification and 
active recruitment for screening, and develop program registries 
to monitor participation, diagnostic follow-up, treatment 
initiation and long-term outcomes. 

FIGURE 1. Percentage of respondents aged 50–75 years who reported 
receiving a fecal occult blood test (FOBT) within 1 year and/or a lower 
endoscopy* within 10 years and Healthy People 2020 (HP 2020) target — 
Behavioral Risk Factor Surveillance System (BRFSS) surveys, United States, 
2002, 2004, 2006, 2008, and 2010†

* Sigmoidoscopy or colonoscopy.
† Age-standardized to the population aged 50–75 years in the 2010 BRFSS 

survey.
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FIGURE 2. Colorectal cancer incidence and death rates* — United 
States, 2007

Sources: Cancer incidence combines cancer registry data from the National 
Program of Cancer Registries and the Surveillance, Epidemiology, and End 
Results Program that meet United States Cancer Statistics publication criteria 
for 2007, covering 99.2% of the U.S. population. Additional information available 
at http://www.cdc.gov/uscs.
Mortality data are provided by the National Vital Statistics System, covering 
100% of the U.S. population. 
* Per 100,000 population, age-adjusted to the 2000 U.S. standard population. 
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The findings in this report are subject to at least four limitations. 
First, because BRFSS is administered by telephone, only adults living 
in households with landline telephones are represented; therefore, 
the results might not be representative of the entire U.S. population. 
Adults living in wireless-only households tend to be younger, to 
have lower incomes, and to be members of minority populations, 
which might result in overestimates (18). Second, responses are self-
reported and not confirmed by review of medical records. Third, 
the survey response rate was relatively low and variable among 
states. Fourth, the percentages of adults who reported having had 
an FOBT in the past year and/or lower endoscopy within the 
preceding 10 years are presented to enable comparison with previous 
reports. However, USPSTF states that modeling evidence suggests 
CRC screening using any of the following three regimens will be 
approximately equally effective in life-years gained: 1) annual FOBT, 
2) sigmoidoscopy every 5 years combined with FOBT every 3 years, 
or 3) colonoscopy at intervals of 10 years (2).

Recent significant improvements in CRC screening in the 
United States have contributed to reductions in incidence and 
death rates, but HP 2020 targets have not yet been reached. 
Adherence to recommended CRC screening recommendations 
will prevent more CRC cases and deaths. 

FIGURE 3. Age-adjusted colorectal cancer incidence and death rates* 
and Healthy People 2020 (HP 2020) targets — United States,1975–2007
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Sources: Incidence data are provided from nine areas (San Francisco, 
Connecticut, Detroit, Hawaii, Iowa, New Mexico, Seattle, Utah, and Atlanta) of 
the Surveillance, Epidemiology, and End Results (SEER) Program. Additional 
information available at http://seer.cancer.gov.
Mortality data are provided by U.S. Mortality Files of the National Vital Statistics 
System.
* Per 100,000 population, age-adjusted to the 2000 U.S. standard population.
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Key Points

•	 Colorectal	cancer	(CRC)	incidence	decreased	13%	and	
mortality decreased 12% from 2003 to 2007, a decline of 
approximately 66,000 cases and 32,000 deaths compared 
with 2002. 

•	 Screening	prevented	approximately	half	of	the	expected	
new CRC cases and deaths during 2003–2007 (33,000 
new cases and 16,000 deaths).

•	 A	total	of	$288,468	in	productivity	was	lost	per	CRC	
death in 2006.

•	 Approximately	22	million	U.S.	residents	aged	50–75	
years have never been screened for CRC.

•	 Innovative	systems-level	changes	should	be	developed	
to make screening available, affordable, and routine for 
all adults aged 50–75 years.

•	 Additional	information	is	available	at	http://www.cdc.
gov/vitalsigns. 
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Botulism Caused by Consumption of 
Commercially Produced Potato Soups Stored 
Improperly — Ohio and Georgia, 2011

In January and April 2011, CDC provided antitoxin for 
treatment of two persons with toxin type A botulism associated 
with consumption of potato soup produced by two companies. 
On January 28, 2011, an Ohio resident, aged 29 years, was 
hospitalized after 5 days of progressive dizziness, blurred vision, 
dysphagia, and difficulty breathing. The patient required 
mechanical ventilation and botulism antitoxin. On January 18, 
he had tasted potato soup from a bulging plastic container, 
noted a bad taste, and discarded the remainder. The soup had 
been purchased on December 7, 2010, from the refrigerated 
section of a local grocer, but it had been kept unrefrigerated 
for 42 days. He was hospitalized for 57 days and then was 
transferred with residual weakness to a rehabilitation facility. 

On April 8, 2011, a Georgia resident, aged 41 years, was 
hospitalized after 4 days of progressive dizziness and dysphagia. 
The patient developed respiratory distress, required mechanical 
ventilation, and was treated with botulism antitoxin. On 
April 3, she had tasted potato soup purchased from a local 
grocer, noted a sour taste, and discarded the remainder. The 
soup, stored in a plastic container labeled “keep refrigerated” 
in letters 1/8 inch tall, had been purchased on March 16, but 
had been left unrefrigerated for 18 days. She was hospitalized 
for 16 days and then was transferred with residual weakness 
to a rehabilitation facility.

Botulism is caused by a paralyzing toxin produced by 
Clostridium botulinum bacteria. C. botulinum spores are present 
in soil and can be found on raw produce, especially potatoes 
and other root vegetables (1). If a low-acid food such as potato 
soup is stored unrefrigerated in an anaerobic environment (e.g., 
a sealed container), without a barrier to bacterial growth, spores 
can germinate, resulting in bacterial growth and botulinum 
toxin production (2). Because heating food to a temperature 
of 185°F (85°C) for 5 minutes inactivates the toxin, proper 
preparation also is an important safeguard (3).

Improper storage has been documented in previous botulism 
outbreaks associated with commercially produced, chilled 

Notes from the Field

foods. Since 1975, 19 U.S. botulism cases were linked to six 
such products. Demand for prepared, chilled foods is increasing 
(4). Labels advising refrigeration might be ignored or not 
noticed, and do not warn about the danger of consuming 
unrefrigerated food. The Food and Drug Administration is 
reexamining labeling requirements. Storage at an improper 
temperature also can occur before products reach consumers 
(5). To inhibit the growth of C. botulinum and other microbes, 
an acidifying agent or other microbial inhibitor, such as citric 
or phosphoric acid, can be added to prepared, chilled foods 
before they are sealed in a package. This procedure was used 
successfully to reduce the danger of botulism from commercial 
garlic-in-oil products after two outbreaks (6).
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* Includes all 50 states and the District of Columbia.
† Includes persons of Hispanic and non-Hispanic ethnicity.

In 2007, the mortality rate for infants of mothers born in the United States (7.15 per 1,000 live births) was 40% higher than the 
rate for infants of mothers born outside the United States (5.10). Mortality rates for infants of non-Hispanic white, non-Hispanic 
black, and Asian/Pacific Islander mothers were significantly higher for infants of mothers born in the United States compared 
with infants of mothers born elsewhere. Among Hispanic populations, only mothers of Mexican descent born in the United 
States had infants with higher mortality rates compared with infants of mothers born elsewhere. Differences for other racial/
ethnic populations were not statistically significant. 

Source: Mathews TJ, MacDorman MF. Infant mortality statistics from the 2007 period linked birth/infant death data set. Natl Vital Stat Rep 
2011;59(6). Available at http://www.cdc.gov/nchs/data/nvsr/nvsr59/nvsr59_06.pdf. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week ending 
July 2, 2011 (26th week)*

Disease
Current 

week
Cum 
2011

5-year 
weekly 

average†

Total cases reported  for previous years
States reporting cases 

during current week (No.)2010 2009 2008 2007 2006

Anthrax — — — — 1 — 1 1
Arboviral diseases§, ¶:

California serogroup virus disease — — 2 75 55 62 55 67
Eastern equine encephalitis virus disease — — 0 10 4 4 4 8
Powassan virus disease — — 0 8 6 2 7 1
St. Louis encephalitis virus disease — — 1 10 12 13 9 10
Western equine encephalitis virus disease — — — — — — — —

Babesiosis 8 61 3 NN NN NN NN NN NY (8)
Botulism, total — 39 3 112 118 145 144 165

foodborne — 4 0 7 10 17 32 20
infant — 29 2 80 83 109 85 97
other (wound and unspecified) — 6 1 25 25 19 27 48

Brucellosis 2 32 2 115 115 80 131 121 NE (1), TX (1)
Chancroid — 10 0 24 28 25 23 33
Cholera — 18 0 13 10 5 7 9
Cyclosporiasis§ 2 61 7 179 141 139 93 137 VA (1), FL (1)
Diphtheria — — — — — — — —
Haemophilus influenzae,** invasive disease (age <5 yrs):

serotype b — 3 0 23 35 30 22 29
nonserotype b — 54 4 200 236 244 199 175
unknown serotype 2 130 4 223 178 163 180 179 PA (1), OR (1)

Hansen disease§ — 21 2 98 103 80 101 66
Hantavirus pulmonary syndrome§ — 7 1 20 20 18 32 40
Hemolytic uremic syndrome, postdiarrheal§ 2 47 7 266 242 330 292 288 NY (1), TN (1)
Influenza-associated pediatric mortality§,†† — 108 2 61 358 90 77 43
Listeriosis 3 207 18 821 851 759 808 884 FL (1), TN (1), CA (1)
Measles§§ 1 127 3 63 71 140 43 55 NY (1)
Meningococcal disease, invasive¶¶:

A, C, Y, and W-135 — 99 5 280 301 330 325 318
serogroup B — 54 4 135 174 188 167 193
other serogroup — 5 0 12 23 38 35 32
unknown serogroup 2 238 10 406 482 616 550 651 NY (1), MO (1)

Novel influenza A virus infections*** — 1 0 4 43,774 2 4 NN
Plague — 1 0 2 8 3 7 17
Poliomyelitis, paralytic — — — — 1 — — —
Polio virus Infection, nonparalytic§ — — — — — — — NN
Psittacosis§ — 1 0 4 9 8 12 21
Q fever, total§ — 30 4 131 113 120 171 169

acute — 19 2 106 93 106 — —
chronic — 11 0 25 20 14 — —

Rabies, human — 1 0 2 4 2 1 3
Rubella††† — 3 0 5 3 16 12 11
Rubella, congenital syndrome — — — — 2 — — 1
SARS-CoV§ — — — — — — — —
Smallpox§ — — — — — — — —
Streptococcal toxic-shock syndrome§ 1 62 2 148 161 157 132 125 NY (1)
Syphilis, congenital (age <1 yr)§§§ — 72 8 377 423 431 430 349
Tetanus — 4 0 10 18 19 28 41
Toxic-shock syndrome (staphylococcal)§ — 39 2 82 74 71 92 101
Trichinellosis — 7 0 7 13 39 5 15
Tularemia 2 34 5 124 93 123 137 95 MO (1), WA (1)
Typhoid fever 3 170 7 468 397 449 434 353 NE (1), GA (1), CA (1)
Vancomycin-intermediate Staphylococcus aureus§ — 26 1 91 78 63 37 6
Vancomycin-resistant Staphylococcus aureus§ — — — 2 1 — 2 1
Vibriosis (noncholera Vibrio species infections)§ 12 182 12 848 789 588 549 NN MD (2), GA (1), FL (5), TX (1), CA (3)
Viral hemorrhagic fever¶¶¶ — — — 1 NN NN NN NN
Yellow fever — — — — — — — —

See Table 1 footnotes on next page.
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Notifiable Disease Data Team and 122 Cities Mortality Data Team

 Jennifer Ward, MS
Deborah A. Adams  Rosaline Dhara
Willie J. Anderson  Pearl C. Sharp
Lenee Blanton  Michael S. Wodajo

* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals.

FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week 
totals July 2, 2011, with historical data
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TABLE I. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending July 2, 2011 (26th week)*

—: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts.
 * Case counts for reporting years 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. 
 † Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 preceding years. 

Additional information is available at http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/5yearweeklyaverage.pdf.
 § Not reportable in all states. Data from states where the condition is not reportable are excluded from this table except starting in 2007 for the arboviral diseases, STD data, TB data, and 

influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm. 
 ¶ Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and 

Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II.
 ** Data for H. influenzae (all ages, all serotypes) are available in Table II.
 †† Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. Since October 3, 2010, 112 influenza-associated pediatric deaths 

occurring during the 2010-11 influenza season have been reported. 
 §§ The one measles case reported for the current week was imported.
 ¶¶ Data for meningococcal disease (all serogroups) are available in Table II.
 *** CDC discontinued reporting of individual confirmed and probable cases of 2009 pandemic influenza A (H1N1) virus infections on July 24, 2009. During 2009, four cases of human infection 

with novel influenza A viruses, different from the 2009 pandemic influenza A (H1N1) strain, were reported to CDC. The four cases of novel influenza A virus infection reported to CDC 
during 2010, and the one case reported during 2011, were identified as swine influenza A (H3N2) virus and are unrelated to the 2009 pandemic influenza A (H1N1) virus. Total case counts 
for 2009 were provided by the Influenza Division, National Center for Immunization and Respiratory Diseases (NCIRD).

 ††† No rubella cases were reported for the current week.
 §§§ Updated weekly from reports to the Division of STD Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention.
 ¶¶¶ There was one case of viral hemorrhagic fever reported during week 12 of 2010. The one case report was confirmed as lassa fever. See Table II for dengue hemorrhagic fever.

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/5yearweeklyaverage.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Chlamydia trachomatis infection Coccidioidomycosis Cryptosporidiosis

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 9,778 25,748 31,142 625,202 639,499 79 0 570 8,041 NN 59 92 374 1,990 3,103
New England 844 839 2,043 21,493 19,843 — 0 1 1 NN — 5 29 94 245

Connecticut 152 234 1,557 4,721 4,817 — 0 0 — NN — 0 24 24 77
Maine† — 57 100 1,453 1,229 — 0 0 — NN — 0 7 3 29
Massachusetts 527 404 860 11,015 10,247 — 0 0 — NN — 2 9 32 64
New Hampshire 34 53 81 1,433 1,153 — 0 1 1 NN — 1 3 15 33
Rhode Island† 104 69 154 2,129 1,773 — 0 0 — NN — 0 2 1 10
Vermont† 27 26 84 742 624 — 0 0 — NN — 1 5 19 32

Mid. Atlantic 1,583 3,315 5,069 79,834 83,710 — 0 1 3 NN 14 15 38 324 314
New Jersey 77 481 684 10,763 13,115 — 0 0 — NN — 1 4 18 13
New York (Upstate) 702 713 2,099 17,807 16,091 — 0 0 — NN 7 3 13 68 62
New York City 172 1,145 2,612 26,023 31,249 — 0 0 — NN — 2 6 30 35
Pennsylvania 632 953 1,228 25,241 23,255 — 0 1 3 NN 7 8 26 208 204

E.N. Central 785 4,034 7,039 92,849 100,560 1 0 3 23 NN 2 23 137 426 819
Illinois — 1,103 1,320 22,119 29,696 — 0 0 — NN — 1 21 4 98
Indiana 282 453 3,376 14,135 9,115 — 0 0 — NN — 4 15 41 123
Michigan 365 937 1,398 23,446 25,176 1 0 3 16 NN 1 5 18 109 151
Ohio — 997 1,134 22,236 25,311 — 0 3 7 NN — 7 24 138 177
Wisconsin 138 467 559 10,913 11,262 — 0 0 — NN 1 8 65 134 270

W.N. Central 336 1,437 1,634 34,016 35,949 1 0 1 2 NN 8 11 99 169 498
Iowa 11 206 240 5,079 5,340 — 0 0 — NN — 3 25 24 109
Kansas — 189 287 4,452 4,879 — 0 0 — NN — 1 6 3 44
Minnesota U 287 361 5,596 7,707 U 0 0 — NN U 1 22 — 149
Missouri 316 524 766 13,680 12,795 — 0 0 — NN 4 3 29 59 79
Nebraska† — 101 218 2,923 2,555 1 0 1 2 NN 2 3 26 59 57
North Dakota — 39 90 664 1,118 — 0 0 — NN 2 0 9 13 11
South Dakota 9 64 93 1,622 1,555 — 0 0 — NN — 1 6 11 49

S. Atlantic 2,611 5,113 6,543 134,569 128,316 — 0 2 3 NN 13 18 53 382 468
Delaware 90 83 220 2,200 2,169 — 0 0 — NN — 0 1 3 3
District of Columbia 67 105 180 2,542 2,716 — 0 0 — NN — 0 1 3 2
Florida 700 1,486 1,706 37,674 37,315 — 0 0 — NN 6 6 19 98 179
Georgia 946 930 2,384 25,956 21,747 — 0 0 — NN 1 4 11 128 146
Maryland† — 471 1,125 10,404 11,780 — 0 2 3 NN 6 1 3 30 16
North Carolina — 756 1,477 22,257 22,612 — 0 0 — NN — 0 17 36 35
South Carolina† 493 531 946 14,472 12,996 — 0 0 — NN — 2 8 45 26
Virginia† 240 658 970 16,998 15,186 — 0 0 — NN — 1 5 27 55
West Virginia 75 78 121 2,066 1,795 — 0 0 — NN — 0 5 12 6

E.S. Central 1,202 1,826 3,314 45,820 45,542 — 0 0 — NN 3 4 19 72 89
Alabama† — 542 1,566 13,101 12,629 — 0 0 — NN — 1 13 8 36
Kentucky 283 268 2,352 8,064 8,001 — 0 0 — NN 1 1 6 22 27
Mississippi 595 392 614 9,928 11,113 — 0 0 — NN — 0 2 12 6
Tennessee† 324 583 795 14,727 13,799 — 0 0 — NN 2 1 5 30 20

W.S. Central 403 3,294 4,723 79,781 90,209 — 0 1 1 NN 11 5 33 107 155
Arkansas† 403 307 440 8,238 7,759 — 0 0 — NN — 0 3 8 16
Louisiana — 346 1,052 6,679 14,764 — 0 1 1 NN — 0 6 10 19
Oklahoma — 228 1,371 5,319 6,598 — 0 0 — NN — 0 8 — 32
Texas† — 2,369 3,107 59,545 61,088 — 0 0 — NN 11 4 24 89 88

Mountain 759 1,679 2,155 41,955 41,217 65 0 432 6,402 NN 7 10 30 217 239
Arizona 206 515 697 12,282 13,469 65 0 427 6,316 NN 1 1 3 15 15
Colorado 269 412 848 12,198 9,531 — 0 0 — NN 2 2 10 62 59
Idaho† — 63 199 1,403 1,972 — 0 0 — NN 1 1 7 30 44
Montana† — 63 85 1,635 1,519 — 0 1 2 NN 3 1 5 30 28
Nevada† 188 196 380 5,399 5,049 — 0 4 44 NN — 0 7 3 8
New Mexico† 63 203 1,183 4,969 5,348 — 0 4 31 NN — 2 12 48 44
Utah 33 130 175 3,231 3,285 — 0 2 6 NN — 1 5 20 29
Wyoming† — 38 90 838 1,044 — 0 2 3 NN — 0 3 9 12

Pacific 1,255 3,758 6,559 94,885 94,153 12 0 143 1,606 NN 1 11 27 199 276
Alaska — 115 157 2,728 3,094 — 0 0 — NN — 0 3 5 2
California 724 2,860 5,763 72,799 71,403 12 0 143 1,605 NN 1 6 19 122 155
Hawaii — 108 138 2,335 3,121 — 0 0 — NN — 0 0 — 1
Oregon 257 250 524 6,871 5,917 — 0 1 1 NN — 3 13 68 80
Washington 274 409 520 10,152 10,618 — 0 0 — NN — 0 9 4 38

Territories
American Samoa — 0 0 — — — 0 0 — NN N 0 0 N N
C.N.M.I. — — — — — — — — — NN — — — — —
Guam — 4 81 189 545 — 0 0 — NN — 0 0 — —
Puerto Rico — 105 349 3,065 3,253 — 0 0 — NN N 0 0 N N
U.S. Virgin Islands — 14 27 328 281 — 0 0 — NN — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Dengue Virus Infection†

Dengue Fever§ Dengue Hemorrhagic Fever¶

Current 
week

Previous 52 weeks Cum  
2011

Cum  
2010

Current 
week

Previous 52 weeks Cum  
2011

Cum  
2010Med Max Med Max

United States — 4 52 45 170 — 0 2 — 3
New England — 0 3 1 1 — 0 0 — —

Connecticut — 0 0 — — — 0 0 — —
Maine** — 0 2 — 1 — 0 0 — —
Massachusetts — 0 0 — — — 0 0 — —
New Hampshire — 0 0 — — — 0 0 — —
Rhode Island** — 0 1 — — — 0 0 — —
Vermont** — 0 1 1 — — 0 0 — —

Mid. Atlantic — 2 25 19 54 — 0 1 — 2
New Jersey — 0 5 — 5 — 0 0 — —
New York (Upstate) — 0 5 — 7 — 0 1 — 1
New York City — 1 17 10 37 — 0 1 — 1
Pennsylvania — 0 3 9 5 — 0 0 — —

E.N. Central — 0 5 5 13 — 0 1 — —
Illinois — 0 1 2 — — 0 0 — —
Indiana — 0 2 1 4 — 0 0 — —
Michigan — 0 2 — 3 — 0 0 — —
Ohio — 0 2 — 5 — 0 0 — —
Wisconsin — 0 2 2 1 — 0 1 — —

W.N. Central — 0 6 — 11 — 0 1 — —
Iowa — 0 1 — 1 — 0 0 — —
Kansas — 0 1 — 1 — 0 0 — —
Minnesota U 0 1 — 8 U 0 0 — —
Missouri — 0 0 — — — 0 0 — —
Nebraska** — 0 6 — — — 0 0 — —
North Dakota — 0 0 — 1 — 0 0 — —
South Dakota — 0 0 — — — 0 1 — —

S. Atlantic — 1 19 11 71 — 0 1 — 1
Delaware — 0 0 — — — 0 0 — —
District of Columbia — 0 0 — — — 0 0 — —
Florida — 1 14 10 57 — 0 1 — 1
Georgia — 0 2 — 5 — 0 0 — —
Maryland** — 0 0 — — — 0 0 — —
North Carolina — 0 2 1 — — 0 0 — —
South Carolina** — 0 3 — 4 — 0 0 — —
Virginia** — 0 3 — 4 — 0 0 — —
West Virginia — 0 1 — 1 — 0 0 — —

E.S. Central — 0 2 — 1 — 0 0 — —
Alabama** — 0 2 — — — 0 0 — —
Kentucky — 0 1 — — — 0 0 — —
Mississippi — 0 0 — — — 0 0 — —
Tennessee** — 0 0 — 1 — 0 0 — —

W.S. Central — 0 1 — — — 0 1 — —
Arkansas** — 0 0 — — — 0 1 — —
Louisiana — 0 0 — — — 0 0 — —
Oklahoma — 0 1 — — — 0 0 — —
Texas** — 0 1 — — — 0 0 — —

Mountain — 0 2 3 5 — 0 0 — —
Arizona — 0 2 2 1 — 0 0 — —
Colorado — 0 0 — — — 0 0 — —
Idaho** — 0 1 — 1 — 0 0 — —
Montana** — 0 1 — 1 — 0 0 — —
Nevada** — 0 1 — 1 — 0 0 — —
New Mexico** — 0 0 — 1 — 0 0 — —
Utah — 0 1 1 — — 0 0 — —
Wyoming** — 0 0 — — — 0 0 — —

Pacific — 0 7 6 14 — 0 0 — —
Alaska — 0 0 — 1 — 0 0 — —
California — 0 5 2 9 — 0 0 — —
Hawaii — 0 0 — — — 0 0 — —
Oregon — 0 0 — — — 0 0 — —
Washington — 0 2 4 4 — 0 0 — —

Territories
American Samoa — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — —
Guam — 0 0 — — — 0 0 — —
Puerto Rico — 33 454 254 2,728 — 0 20 1 83
U.S. Virgin Islands — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
 * Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
 † Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance).
 § Dengue Fever includes cases that meet criteria for Dengue Fever with hemorrhage, other clinical and unknown case classifications.
 ¶ DHF includes cases that meet criteria for dengue shock syndrome (DSS), a more severe form of DHF.
 ** Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Ehrlichiosis/Anaplasmosis†

Ehrlichia chaffeensis Anaplasma phagocytophilum Undetermined

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 20 6 109 163 272 12 15 145 108 891 5 1 13 39 47
New England — 0 2 2 3 — 1 8 11 48 — 0 1 1 2

Connecticut — 0 0 — — — 0 6 — 14 — 0 0 — —
Maine§ — 0 1 1 2 — 0 2 6 12 — 0 0 — —
Massachusetts — 0 0 — — — 0 0 — — — 0 0 — —
New Hampshire — 0 1 1 1 — 0 3 5 8 — 0 1 1 2
Rhode Island§ — 0 1 — — — 0 6 — 13 — 0 0 — —
Vermont§ — 0 0 — — — 0 1 — 1 — 0 0 — —

Mid. Atlantic 4 1 7 15 43 11 4 18 58 91 2 0 2 3 6
New Jersey — 0 2 — 33 — 0 6 — 42 — 0 0 — 1
New York (Upstate) 4 0 7 12 7 11 3 18 48 46 2 0 2 3 4
New York City — 0 1 3 2 — 0 3 10 3 — 0 0 — —
Pennsylvania — 0 1 — 1 — 0 1 — — — 0 1 — 1

E.N. Central — 0 4 8 20 — 1 45 3 293 — 0 6 13 24
Illinois — 0 2 5 8 — 0 2 — 1 — 0 1 2 3
Indiana — 0 0 — — — 0 0 — — — 0 3 9 10
Michigan — 0 1 1 — — 0 1 — 1 — 0 1 1 —
Ohio — 0 3 2 1 — 0 1 1 — — 0 0 — —
Wisconsin — 0 1 — 11 — 1 45 2 291 — 0 3 1 11

W.N. Central 1 1 13 47 63 — 2 77 12 423 3 0 11 17 5
Iowa N 0 0 N N N 0 0 N N N 0 0 N N
Kansas — 0 2 2 4 — 0 1 — 1 — 0 0 — —
Minnesota U 0 12 — — U 0 75 1 418 U 0 11 — —
Missouri 1 0 13 45 59 — 0 3 11 4 3 0 9 15 5
Nebraska§ — 0 1 — — — 0 0 — — — 0 1 1 —
North Dakota N 0 0 N N N 0 0 N N N 0 0 N N
South Dakota — 0 0 — — — 0 0 — — — 0 1 1 —

S. Atlantic 11 3 18 68 99 1 1 4 19 29 — 0 1 1 1
Delaware — 0 2 10 10 — 0 1 1 3 — 0 0 — —
District of Columbia N 0 0 N N N 0 0 N N N 0 0 N N
Florida — 0 3 10 4 — 0 1 3 1 — 0 0 — —
Georgia 1 0 3 8 15 — 0 1 5 1 — 0 1 1 1
Maryland§ 2 0 2 9 11 — 0 2 1 10 — 0 1 — —
North Carolina 8 0 13 15 33 1 0 4 7 10 — 0 0 — —
South Carolina§ — 0 1 — 2 — 0 1 — — — 0 0 — —
Virginia§ — 1 8 16 23 — 0 1 2 4 — 0 1 — —
West Virginia — 0 1 — 1 — 0 0 — — — 0 0 — —

E.S. Central 4 0 11 23 34 — 0 2 5 7 — 0 1 1 7
Alabama§ — 0 3 — 5 — 0 2 2 1 N 0 0 N N
Kentucky 1 0 2 7 5 — 0 0 — — — 0 0 — 1
Mississippi — 0 1 — 1 — 0 1 — 1 — 0 0 — 1
Tennessee§ 3 0 7 16 23 — 0 2 3 5 — 0 1 1 5

W.S. Central — 0 87 — 9 — 0 9 — — — 0 1 — —
Arkansas§ — 0 5 — — — 0 2 — — — 0 0 — —
Louisiana — 0 0 — 1 — 0 0 — — — 0 0 — —
Oklahoma — 0 82 — 7 — 0 7 — — — 0 0 — —
Texas§ — 0 1 — 1 — 0 1 — — — 0 1 — —

Mountain — 0 0 — — — 0 0 — — — 0 1 2 —
Arizona — 0 0 — — — 0 0 — — — 0 1 2 —
Colorado N 0 0 N N N 0 0 N N N 0 0 N N
Idaho§ N 0 0 N N N 0 0 N N N 0 0 N N
Montana§ N 0 0 N N N 0 0 N N N 0 0 N N
Nevada§ N 0 0 N N N 0 0 N N N 0 0 N N
New Mexico§ N 0 0 N N N 0 0 N N N 0 0 N N
Utah — 0 0 — — — 0 0 — — — 0 0 — —
Wyoming§ — 0 0 — — — 0 0 — — — 0 0 — —

Pacific — 0 1 — 1 — 0 0 — — — 0 1 1 2
Alaska N 0 0 N N N 0 0 N N N 0 0 N N
California — 0 1 — 1 — 0 0 — — — 0 1 1 2
Hawaii N 0 0 N N N 0 0 N N N 0 0 N N
Oregon — 0 0 — — — 0 0 — — — 0 0 — —
Washington — 0 0 — — — 0 0 — — — 0 0 — —

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

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Cumulative total E. ewingii cases reported for year 2010 = 10, and 5 cases reported for 2011.
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Giardiasis Gonorrhea
Haemophilus influenzae, invasive† 

All ages, all serotypes

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 124 296 549 6,121 8,769 2,123 5,823 7,484 138,686 147,727 22 62 141 1,629 1,659
New England 2 25 55 433 753 125 102 206 2,550 2,653 — 4 12 93 95

Connecticut — 5 12 93 134 59 42 150 1,091 1,257 — 1 6 27 21
Maine§ 2 3 11 54 87 — 2 7 81 98 — 0 2 14 6
Massachusetts — 13 25 176 325 58 48 80 1,140 1,066 — 2 6 37 49
New Hampshire — 2 10 38 91 — 3 7 61 72 — 0 2 8 7
Rhode Island§ — 1 7 7 35 7 5 15 151 132 — 0 2 3 8
Vermont§ — 3 10 65 81 1 0 8 26 28 — 0 3 4 4

Mid. Atlantic 32 61 106 1,272 1,465 333 715 1,121 17,216 16,774 8 11 32 349 318
New Jersey — 8 22 128 198 16 116 172 2,706 2,812 — 2 7 56 53
New York (Upstate) 15 22 72 431 502 115 111 271 2,747 2,538 3 3 18 89 86
New York City 7 17 30 393 412 47 238 497 5,467 5,806 1 2 6 64 54
Pennsylvania 10 15 27 320 353 155 260 364 6,296 5,618 4 4 11 140 125

E.N. Central 1 50 99 927 1,514 199 1,046 2,091 24,065 27,102 — 11 19 282 265
Illinois — 10 31 168 338 — 296 369 5,471 7,345 — 3 9 81 92
Indiana — 6 15 95 180 79 109 1,018 3,614 2,608 — 2 7 49 55
Michigan 1 11 25 207 326 91 248 490 5,863 6,946 — 1 4 32 19
Ohio — 16 29 311 404 — 320 383 6,895 7,910 — 2 7 79 63
Wisconsin — 8 35 146 266 29 99 130 2,222 2,293 — 1 5 41 36

W.N. Central 14 27 73 442 891 91 297 363 7,024 6,994 4 4 10 84 113
Iowa 3 5 12 113 134 2 37 57 907 823 — 0 0 — 1
Kansas — 2 10 38 107 — 39 62 859 1,026 1 0 2 11 12
Minnesota U 9 33 — 329 U 38 62 744 1,058 U 0 5 — 42
Missouri 8 8 26 160 168 89 146 181 3,614 3,262 1 1 5 43 41
Nebraska§ 1 4 9 83 95 — 22 49 567 566 1 0 3 20 9
North Dakota 2 0 12 19 10 — 3 11 61 95 1 0 6 9 8
South Dakota — 1 5 29 48 1 12 20 272 164 — 0 1 1 —

S. Atlantic 30 64 127 1,253 1,785 696 1,470 1,862 35,814 37,898 4 14 30 407 419
Delaware — 0 5 13 15 7 17 48 434 486 — 0 2 3 5
District of Columbia — 1 5 11 30 20 38 70 920 1,027 — 0 0 — —
Florida 22 29 75 542 946 187 382 486 9,532 9,936 3 5 12 142 104
Georgia 4 14 51 396 351 296 315 874 7,910 7,349 — 3 7 76 100
Maryland§ 2 4 10 108 153 — 125 246 2,575 3,371 1 2 4 38 32
North Carolina N 0 0 N N — 257 490 7,229 7,548 — 2 9 48 62
South Carolina§ — 2 9 50 60 132 161 257 4,102 3,920 — 1 5 35 55
Virginia§ 2 8 32 111 214 44 116 185 2,707 4,036 — 1 8 56 50
West Virginia — 0 8 22 16 10 14 26 405 225 — 0 9 9 11

E.S. Central 3 4 11 74 79 279 495 1,007 12,155 12,258 2 3 10 110 105
Alabama§ 3 4 11 74 79 — 160 406 3,971 3,667 — 1 4 32 18
Kentucky N 0 0 N N 71 73 712 2,148 2,018 1 0 4 16 19
Mississippi N 0 0 N N 135 115 197 2,576 3,075 — 0 2 10 9
Tennessee§ N 0 0 N N 73 140 194 3,460 3,498 1 2 5 52 59

W.S. Central 3 5 17 78 173 105 852 1,664 20,035 24,126 3 2 26 66 81
Arkansas§ 3 2 9 48 49 105 101 138 2,494 2,275 3 0 3 17 13
Louisiana — 2 12 30 74 — 102 509 1,802 4,199 — 0 4 22 18
Oklahoma — 0 5 — 50 — 78 332 1,562 1,921 — 1 19 26 44
Texas§ N 0 0 N N — 593 867 14,177 15,731 — 0 4 1 6

Mountain 15 28 58 539 805 135 189 255 4,785 4,675 — 5 12 153 184
Arizona 1 3 8 61 71 40 64 95 1,691 1,618 — 2 6 62 70
Colorado 12 12 27 269 336 54 47 92 1,129 1,301 — 1 5 39 49
Idaho§ 1 3 9 64 103 — 2 14 48 51 — 0 2 9 11
Montana§ 1 1 6 24 59 — 1 5 35 60 — 0 1 2 2
Nevada§ — 2 11 34 27 30 33 103 982 908 — 0 2 9 5
New Mexico§ — 2 6 26 48 7 28 98 768 537 — 1 4 23 22
Utah — 4 13 47 136 4 4 9 113 180 — 0 3 8 20
Wyoming§ — 1 5 14 25 — 0 3 19 20 — 0 1 1 5

Pacific 24 49 129 1,103 1,304 160 624 807 15,042 15,247 1 3 10 85 79
Alaska — 2 7 34 43 — 20 34 459 687 — 0 2 9 13
California 18 33 68 759 806 111 512 695 12,411 12,388 — 0 6 12 15
Hawaii — 0 4 14 28 — 14 26 298 346 — 0 3 14 11
Oregon — 8 20 156 233 10 23 40 602 503 1 1 6 49 36
Washington 6 8 57 140 194 39 57 86 1,272 1,323 — 0 2 1 4

Territories
American Samoa — 0 0 — — — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 1 — 2 — 0 17 6 49 — 0 0 — —
Puerto Rico — 1 7 11 40 — 6 12 173 143 — 0 0 — 1
U.S. Virgin Islands — 0 0 — — — 2 7 49 65 — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table I.
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Hepatitis (viral, acute), by type

Reporting area

A B C

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 7 24 74 486 758 17 57 167 1,059 1,573 10 17 39 447 400
New England — 1 6 12 59 — 0 5 21 32 — 1 4 24 34

Connecticut — 0 4 5 14 — 0 4 7 9 — 0 3 15 20
Maine† — 0 1 1 4 — 0 2 5 9 — 0 2 5 2
Massachusetts — 0 5 3 35 — 0 3 8 8 — 0 1 1 12
New Hampshire — 0 1 — — — 0 1 1 4 N 0 0 N N
Rhode Island† — 0 1 1 6 U 0 0 U U U 0 0 U U
Vermont† — 0 1 2 — — 0 0 — 2 — 0 1 3 —

Mid. Atlantic — 4 12 96 121 2 5 11 128 158 3 1 6 35 51
New Jersey — 1 4 10 36 — 1 4 26 43 — 0 4 — 10
New York (Upstate) — 1 4 25 25 2 1 9 24 26 3 0 3 21 26
New York City — 1 6 33 34 — 1 5 39 48 — 0 1 — 1
Pennsylvania — 1 3 28 26 — 1 4 39 41 — 0 2 14 14

E.N. Central — 4 9 84 88 — 6 23 131 264 2 3 12 95 48
Illinois — 1 3 15 24 — 2 7 35 66 — 0 1 1 —
Indiana — 0 3 10 9 — 1 6 15 37 — 0 5 37 18
Michigan — 1 5 34 29 — 2 5 44 68 2 1 7 54 22
Ohio — 1 5 22 17 — 1 16 25 63 — 0 1 2 5
Wisconsin — 0 2 3 9 — 0 3 12 30 — 0 1 1 3

W.N. Central — 1 25 17 24 — 2 16 62 61 — 0 6 2 6
Iowa — 0 3 2 4 — 0 1 5 10 — 0 0 — —
Kansas — 0 2 3 7 — 0 2 7 4 — 0 1 2 —
Minnesota U 0 22 2 1 U 0 15 2 2 U 0 6 — 3
Missouri — 0 1 5 10 — 2 4 40 35 — 0 1 — 2
Nebraska† — 0 4 3 2 — 0 3 7 9 — 0 1 — 1
North Dakota — 0 3 — — — 0 0 — — — 0 0 — —
South Dakota — 0 2 2 — — 0 1 1 1 — 0 0 — —

S. Atlantic — 5 14 112 169 6 14 33 301 437 4 4 11 106 90
Delaware — 0 1 1 5 — 0 1 — 17 U 0 0 U U
District of Columbia — 0 0 — 1 — 0 0 — 3 — 0 0 — 2
Florida — 2 7 39 61 4 4 11 103 151 1 1 5 26 24
Georgia — 1 4 27 19 — 2 8 42 94 — 1 3 15 12
Maryland† — 0 2 11 12 — 1 4 26 31 1 0 2 17 14
North Carolina — 0 4 12 30 2 2 16 66 34 2 0 7 31 24
South Carolina† — 0 2 5 18 — 1 4 13 30 — 0 1 — —
Virginia† — 1 6 12 22 — 1 7 32 46 — 0 2 8 8
West Virginia — 0 5 5 1 — 0 18 19 31 — 0 5 9 6

E.S. Central 3 0 6 21 21 4 8 14 187 161 1 3 8 80 72
Alabama† — 0 2 1 4 — 1 4 34 33 — 0 1 5 3
Kentucky — 0 6 3 9 — 3 8 59 53 — 2 6 37 50
Mississippi — 0 1 2 1 — 1 3 18 17 U 0 0 U U
Tennessee† 3 0 5 15 7 4 3 8 76 58 1 1 5 38 19

W.S. Central 3 2 15 48 69 4 8 67 125 245 — 2 11 41 36
Arkansas† — 0 1 — — — 1 4 20 35 — 0 1 — 1
Louisiana — 0 1 1 5 — 1 4 18 25 — 0 2 4 1
Oklahoma — 0 4 1 1 — 2 16 25 38 — 1 10 21 12
Texas† 3 2 11 46 63 4 4 45 62 147 — 0 3 16 22

Mountain 1 2 5 37 90 — 2 7 43 68 — 1 4 33 29
Arizona — 0 2 7 41 — 0 3 11 14 U 0 0 U U
Colorado — 0 2 14 21 — 0 5 10 18 — 0 3 12 8
Idaho† 1 0 1 5 6 — 0 1 2 4 — 0 2 6 7
Montana† — 0 1 2 4 — 0 0 — — — 0 1 2 —
Nevada† — 0 3 4 6 — 0 3 15 22 — 0 2 6 2
New Mexico† — 0 1 3 3 — 0 2 4 3 — 0 1 4 9
Utah — 0 2 — 6 — 0 1 1 7 — 0 2 1 3
Wyoming† — 0 1 2 3 — 0 1 — — — 0 1 2 —

Pacific — 4 15 59 117 1 4 25 61 147 — 1 12 31 34
Alaska — 0 1 1 — — 0 1 4 1 U 0 1 U U
California — 3 15 39 90 — 2 22 23 99 — 0 4 9 15
Hawaii — 0 2 4 5 — 0 1 5 3 U 0 0 U U
Oregon — 0 2 5 11 — 1 3 17 24 — 0 3 10 8
Washington — 0 2 10 11 1 1 4 12 20 — 0 5 12 11

Territories
American Samoa — 0 0 — — — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 5 8 4 — 0 8 28 48 — 0 8 10 40
Puerto Rico — 0 2 3 9 — 0 3 4 12 N 0 0 N N
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Legionellosis Lyme disease Malaria

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 24 47 128 934 1,345 586 328 1,828 6,717 13,752 15 26 114 495 676
New England — 3 16 39 85 5 69 457 1,060 4,503 — 1 20 17 49

Connecticut — 1 6 11 12 — 34 151 603 1,619 — 0 20 1 2
Maine† — 0 3 3 3 1 9 62 116 198 — 0 1 2 4
Massachusetts — 1 10 17 52 — 11 208 94 1,835 — 1 5 9 36
New Hampshire — 0 5 3 5 — 12 69 174 708 — 0 2 2 1
Rhode Island† — 0 4 1 11 — 0 40 4 38 — 0 4 — 5
Vermont† — 0 2 4 2 4 4 28 69 105 — 0 1 3 1

Mid. Atlantic 10 14 53 238 319 536 145 662 4,113 4,604 1 8 22 110 221
New Jersey — 2 18 24 53 234 41 311 1,379 2,010 — 1 6 8 52
New York (Upstate) 5 5 19 88 90 127 35 159 757 826 1 1 6 20 33
New York City — 2 17 37 57 — 4 30 4 314 — 3 13 58 106
Pennsylvania 5 5 19 89 119 175 61 279 1,973 1,454 — 1 4 24 30

E.N. Central 3 9 44 161 281 — 23 373 390 1,954 1 3 9 52 65
Illinois — 1 14 17 71 — 1 17 12 72 — 1 6 20 25
Indiana 2 1 5 33 25 — 0 7 16 48 — 0 2 5 7
Michigan 1 2 20 39 48 — 1 14 22 28 1 0 4 9 9
Ohio — 4 15 71 108 — 0 9 7 10 — 1 5 17 19
Wisconsin — 0 5 1 29 — 19 345 333 1,796 — 0 2 1 5

W.N. Central — 2 9 31 54 — 3 188 16 1,036 — 1 45 6 26
Iowa — 0 2 4 4 — 0 7 11 50 — 0 2 2 6
Kansas — 0 2 4 6 — 0 1 3 8 — 0 2 2 3
Minnesota U 0 8 — 15 U 3 181 — 973 U 0 45 — 3
Missouri — 1 5 21 18 — 0 1 — 1 — 0 3 — 4
Nebraska† — 0 1 — 5 — 0 2 2 3 — 0 1 2 8
North Dakota — 0 1 1 2 — 0 10 — — — 0 1 — —
South Dakota — 0 2 1 4 — 0 0 — 1 — 0 1 — 2

S. Atlantic 8 9 22 178 260 44 57 178 1,032 1,492 9 7 41 179 180
Delaware — 0 2 3 8 2 10 32 290 370 — 0 1 3 2
District of Columbia — 0 3 4 13 — 0 5 9 15 — 0 1 5 8
Florida 3 3 9 72 79 5 1 8 34 26 2 2 7 46 55
Georgia 1 1 4 10 35 — 0 2 5 6 3 1 7 37 30
Maryland† 2 1 6 27 60 20 17 103 351 675 1 1 21 39 31
North Carolina 2 1 6 30 22 5 0 9 23 34 3 0 13 17 18
South Carolina† — 0 2 5 7 — 0 3 5 20 — 0 1 1 3
Virginia† — 1 9 22 31 12 19 82 298 332 — 1 5 31 33
West Virginia — 0 2 5 5 — 0 29 17 14 — 0 1 — —

E.S. Central 1 2 10 68 70 1 0 3 16 27 1 0 3 12 11
Alabama† — 0 2 10 7 — 0 2 5 — — 0 1 3 2
Kentucky — 0 4 13 13 — 0 1 — 2 — 0 1 4 3
Mississippi — 0 3 8 9 — 0 0 — — — 0 2 1 —
Tennessee† 1 1 8 37 41 1 0 3 11 25 1 0 2 4 6

W.S. Central — 3 13 42 59 — 1 29 17 44 — 1 18 21 39
Arkansas† — 0 2 4 11 — 0 0 — — — 0 1 2 1
Louisiana — 0 3 6 2 — 0 1 — — — 0 1 — 1
Oklahoma — 0 2 2 6 — 0 0 — — — 0 1 2 3
Texas† — 2 11 30 40 — 1 29 17 44 — 1 17 17 34

Mountain — 2 10 44 83 — 0 3 5 11 — 1 4 31 27
Arizona — 1 7 15 25 — 0 1 3 2 — 0 4 14 11
Colorado — 0 2 4 16 — 0 1 1 — — 0 3 11 9
Idaho† — 0 1 4 1 — 0 2 — 2 — 0 1 1 —
Montana† — 0 1 — 4 — 0 1 — 1 — 0 1 — 1
Nevada† — 0 2 8 15 — 0 1 — — — 0 2 3 3
New Mexico† — 0 2 4 2 — 0 1 1 4 — 0 1 2 —
Utah — 0 2 8 16 — 0 1 — 2 — 0 0 — 3
Wyoming† — 0 2 1 4 — 0 0 — — — 0 0 — —

Pacific 2 5 21 133 134 — 3 11 68 81 3 4 10 67 58
Alaska — 0 2 — — — 0 1 — 3 — 0 2 3 2
California 2 4 15 119 114 — 2 9 50 52 2 2 10 48 33
Hawaii — 0 1 1 1 N 0 0 N N — 0 1 2 2
Oregon — 0 2 4 8 — 0 3 18 22 — 0 3 5 6
Washington — 0 6 9 11 — 0 4 — 4 1 0 5 9 15

Territories
American Samoa N 0 0 N N N 0 0 N N — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 1 — — — 0 0 — — — 0 0 — —
Puerto Rico — 0 1 — 1 N 0 0 N N — 0 1 — 4
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Meningococcal disease, invasive†  
All serogroups Mumps Pertussis

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 2 14 53 396 453 — 10 73 144 2,172 81 547 2,925 5,931 7,705
New England — 0 4 20 11 — 0 2 1 20 3 9 24 160 174

Connecticut — 0 1 3 1 — 0 0 — 11 — 1 8 18 27
Maine§ — 0 1 3 3 — 0 1 — 1 3 1 8 58 15
Massachusetts — 0 2 9 2 — 0 2 1 5 — 4 13 48 114
New Hampshire — 0 1 1 — — 0 2 — 3 — 1 4 27 5
Rhode Island§ — 0 1 — — — 0 0 — — — 0 7 7 10
Vermont§ — 0 3 4 5 — 0 0 — — — 0 4 2 3

Mid. Atlantic 1 1 6 44 45 — 2 68 19 1,916 19 39 125 618 441
New Jersey — 0 1 3 13 — 1 6 9 307 — 2 10 47 68
New York (Upstate) 1 0 4 12 9 — 0 5 3 643 14 12 81 202 166
New York City — 0 3 16 11 — 0 60 7 951 — 1 19 24 25
Pennsylvania — 0 2 13 12 — 0 16 — 15 5 18 70 345 182

E.N. Central — 2 7 50 78 — 1 7 37 36 — 112 198 1,309 1,818
Illinois — 0 2 14 17 — 1 3 24 11 — 21 50 286 325
Indiana — 0 2 6 17 — 0 1 — 3 — 11 26 89 295
Michigan — 0 4 5 11 — 0 1 5 14 — 29 57 401 503
Ohio — 1 2 17 18 — 0 5 8 7 — 32 80 390 578
Wisconsin — 0 2 8 15 — 0 1 — 1 — 13 26 143 117

W.N. Central 1 1 4 27 32 — 0 4 19 72 4 36 501 494 567
Iowa — 0 1 6 7 — 0 1 4 34 — 8 36 77 226
Kansas — 0 1 2 4 — 0 1 3 3 — 2 9 43 85
Minnesota U 0 2 — 2 U 0 4 1 3 U 0 469 171 5
Missouri 1 0 2 9 13 — 0 3 6 8 3 6 43 140 182
Nebraska§ — 0 2 7 5 — 0 1 1 23 1 3 13 37 48
North Dakota — 0 1 1 1 — 0 3 4 — — 0 30 24 —
South Dakota — 0 1 2 — — 0 1 — 1 — 0 2 2 21

S. Atlantic — 2 8 74 82 — 0 4 10 38 24 36 106 641 685
Delaware — 0 1 1 — — 0 0 — — — 0 2 10 6
District of Columbia — 0 1 — — — 0 1 — 2 — 0 2 2 3
Florida — 1 5 31 40 — 0 2 2 8 6 6 15 138 136
Georgia — 0 2 5 6 — 0 2 1 2 — 4 13 85 101
Maryland§ — 0 1 7 4 — 0 1 1 8 1 2 6 41 58
North Carolina — 0 3 12 9 — 0 2 4 5 7 3 35 108 136
South Carolina§ — 0 1 7 7 — 0 1 — 3 — 5 25 75 155
Virginia§ — 0 2 9 14 — 0 2 2 8 10 7 41 137 81
West Virginia — 0 1 2 2 — 0 0 — 2 — 1 41 45 9

E.S. Central — 1 3 17 22 — 0 1 3 9 3 12 35 178 387
Alabama§ — 0 2 9 4 — 0 1 1 6 2 3 11 72 113
Kentucky — 0 1 — 9 — 0 0 — 1 1 3 16 44 135
Mississippi — 0 1 2 3 — 0 1 2 — — 1 10 8 35
Tennessee§ — 0 2 6 6 — 0 1 — 2 — 3 11 54 104

W.S. Central — 1 12 31 52 — 1 15 44 42 7 39 297 472 1,466
Arkansas§ — 0 1 7 5 — 0 1 1 3 — 2 18 29 75
Louisiana — 0 2 5 11 — 0 2 — 4 — 0 3 10 22
Oklahoma — 0 2 5 13 — 0 1 1 — — 0 92 17 14
Texas§ — 1 10 14 23 — 1 14 42 35 7 32 187 416 1,355

Mountain — 1 4 33 37 — 0 4 3 11 13 42 100 843 588
Arizona — 0 1 8 9 — 0 1 — 4 3 14 29 347 202
Colorado — 0 2 8 12 — 0 1 2 5 7 10 63 252 66
Idaho§ — 0 1 3 5 — 0 1 — — 3 2 15 45 78
Montana§ — 0 2 3 1 — 0 0 — — — 2 16 72 32
Nevada§ — 0 1 3 6 — 0 1 — — — 0 7 15 15
New Mexico§ — 0 1 1 3 — 0 2 1 — — 3 11 59 37
Utah — 0 2 7 1 — 0 1 — 2 — 5 16 49 152
Wyoming§ — 0 1 — — — 0 1 — — — 0 2 4 6

Pacific — 4 26 100 94 — 0 3 8 28 8 126 1,710 1,216 1,579
Alaska — 0 1 1 1 — 0 1 1 1 — 0 6 16 12
California — 2 17 69 58 — 0 3 2 18 — 112 1,569 930 1,302
Hawaii — 0 1 3 1 — 0 1 2 2 1 1 6 18 34
Oregon — 0 3 16 20 — 0 1 3 1 1 5 11 98 148
Washington — 0 8 11 14 — 0 1 — 6 6 12 131 154 83

Territories
American Samoa — 0 0 — — — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 3 15 12 381 — 0 14 31 1
Puerto Rico — 0 1 — — — 0 1 — — — 0 1 1 1
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Data for meningococcal disease, invasive caused by serogroups A, C, Y, and W-135; serogroup B; other serogroup; and unknown serogroup are available in Table I.
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Reporting area

Rabies, animal Salmonellosis Shiga toxin-producing E. coli (STEC)†

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 16 61 172 1,113 2,095 537 807 1,812 15,104 18,734 61 94 264 1,782 1,872
New England — 4 18 56 136 3 25 209 543 1,310 — 2 27 61 115

Connecticut — 0 8 — 65 — 0 187 187 491 — 0 27 27 60
Maine§ — 1 3 26 30 2 2 8 53 55 — 0 3 13 4
Massachusetts — 0 0 — — — 16 52 204 552 — 0 9 5 33
New Hampshire — 0 6 7 4 1 3 12 67 85 — 0 3 13 12
Rhode Island§ — 0 3 8 12 — 1 9 10 100 — 0 1 — 1
Vermont§ — 1 3 15 25 — 1 5 22 27 — 0 2 3 5

Mid. Atlantic 10 15 33 322 544 63 89 217 1,855 2,293 5 9 30 192 186
New Jersey — 0 0 — — — 16 57 234 455 — 2 9 31 44
New York (Upstate) 10 7 19 146 239 34 25 63 483 512 2 4 12 63 65
New York City — 0 4 7 126 4 21 53 451 545 — 1 6 27 17
Pennsylvania — 8 17 169 179 25 32 80 687 781 3 3 13 71 60

E.N. Central 1 2 27 33 79 7 81 203 1,452 2,651 1 10 48 175 323
Illinois — 1 11 15 33 — 26 61 524 949 — 1 9 18 68
Indiana — 0 3 4 — — 10 61 143 284 — 2 10 36 54
Michigan 1 1 5 14 27 7 13 49 281 395 1 2 7 54 70
Ohio — 0 12 — 19 — 19 42 324 629 — 2 11 44 56
Wisconsin N 0 0 N N — 11 50 180 394 — 2 16 23 75

W.N. Central 2 2 40 39 124 38 48 121 913 1,143 11 13 49 236 352
Iowa — 0 3 — 8 3 9 34 202 186 — 2 16 50 62
Kansas 1 1 4 17 34 6 7 18 140 169 — 1 7 39 34
Minnesota U 0 34 — 15 U 4 30 — 323 U 1 20 — 101
Missouri — 0 6 — 32 24 16 43 374 294 5 4 14 89 107
Nebraska§ 1 0 3 15 29 5 4 13 98 93 4 1 5 39 34
North Dakota — 0 6 7 6 — 0 15 20 13 2 0 10 6 3
South Dakota — 0 0 — — — 3 17 79 65 — 1 4 13 11

S. Atlantic 2 20 52 530 596 225 260 624 4,439 4,367 16 18 31 427 265
Delaware — 0 0 — — — 3 11 53 55 — 0 2 6 3
District of Columbia — 0 0 — — — 1 7 13 47 — 0 1 1 6
Florida — 0 29 51 121 130 108 226 1,855 1,939 5 6 15 188 82
Georgia — 0 0 — — 17 38 142 747 739 1 2 7 43 39
Maryland§ — 6 14 127 182 15 19 54 340 369 3 2 8 42 37
North Carolina — 0 0 — — 45 30 241 682 432 5 2 10 53 23
South Carolina§ N 0 0 N N 7 25 99 329 352 — 0 4 13 13
Virginia§ — 11 27 298 254 11 20 68 384 355 2 3 9 74 56
West Virginia 2 0 30 54 39 — 0 14 36 79 — 0 5 7 6

E.S. Central 1 3 7 64 102 48 56 175 1,052 1,104 5 5 22 115 100
Alabama§ — 1 7 43 44 17 18 52 288 294 — 1 4 18 24
Kentucky 1 0 4 8 10 13 9 32 167 212 1 1 6 15 15
Mississippi — 0 0 — — — 19 65 287 289 — 0 12 8 10
Tennessee§ — 1 4 13 48 18 16 53 310 309 4 3 12 74 51

W.S. Central — 7 54 49 409 63 111 515 1,758 2,068 1 8 151 123 100
Arkansas§ — 0 10 37 13 14 13 43 227 191 1 0 4 16 24
Louisiana — 0 0 — — — 13 52 141 478 — 0 2 3 9
Oklahoma — 0 30 12 6 — 10 95 164 196 — 1 55 12 7
Texas§ — 6 30 — 390 49 85 381 1,226 1,203 — 6 95 92 60

Mountain — 0 5 7 26 27 46 113 997 1,191 3 11 33 222 221
Arizona N 0 0 N N 3 15 43 305 380 — 2 14 44 28
Colorado — 0 0 — — 17 10 24 245 259 — 3 21 55 81
Idaho§ — 0 2 — 1 3 3 9 75 73 2 3 7 43 23
Montana§ N 0 0 N N 4 2 6 50 50 1 1 4 16 22
Nevada§ — 0 2 1 2 — 4 21 75 110 — 0 6 16 11
New Mexico§ — 0 2 4 6 — 6 19 94 117 — 1 6 19 15
Utah — 0 3 2 1 — 5 17 129 177 — 1 8 21 31
Wyoming§ — 0 4 — 16 — 1 8 24 25 — 0 3 8 10

Pacific — 2 15 13 79 63 101 288 2,095 2,607 19 13 46 231 210
Alaska — 0 2 9 11 — 1 4 30 42 — 0 1 — 1
California — 0 10 — 59 43 75 232 1,581 1,819 9 8 36 153 94
Hawaii — 0 0 — — 6 6 13 147 151 — 0 3 4 15
Oregon — 0 2 4 9 — 7 20 115 291 — 2 11 31 31
Washington — 0 14 — — 14 15 42 222 304 10 2 20 43 69

Territories
American Samoa N 0 0 N N — 0 1 — 2 — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 3 6 6 — 0 0 — —
Puerto Rico 2 0 6 20 24 — 6 25 42 266 — 0 0 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Includes E. coli O157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped.
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Spotted Fever Rickettsiosis (including RMSF)†

Reporting area

Shigellosis Confirmed Probable

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 180 253 742 4,610 6,744 6 2 11 47 64 56 22 245 373 527
New England — 3 20 77 183 — 0 0 — — — 0 1 1 1

Connecticut — 0 18 18 69 — 0 0 — — — 0 0 — —
Maine§ — 0 4 14 3 — 0 0 — — — 0 1 — 1
Massachusetts — 2 16 42 96 — 0 0 — — — 0 0 — —
New Hampshire — 0 2 1 5 — 0 0 — — — 0 1 — —
Rhode Island§ — 0 4 — 9 — 0 0 — — — 0 1 1 —
Vermont§ — 0 1 2 1 — 0 0 — — — 0 0 — —

Mid. Atlantic 8 15 74 282 911 — 0 1 3 2 — 1 6 12 43
New Jersey — 3 16 40 211 — 0 0 — 1 — 0 4 — 30
New York (Upstate) 6 3 18 90 82 — 0 0 — 1 — 0 3 2 2
New York City 1 4 14 101 163 — 0 0 — — — 0 2 5 6
Pennsylvania 1 4 56 51 455 — 0 1 3 — — 0 2 5 5

E.N. Central 1 16 37 258 958 — 0 1 — — 1 1 7 21 38
Illinois — 6 20 64 599 — 0 1 — — — 0 4 11 18
Indiana§ — 1 4 27 26 — 0 1 — — 1 0 3 8 12
Michigan 1 4 9 73 121 — 0 0 — — — 0 1 — 1
Ohio — 4 15 94 166 — 0 0 — — — 0 2 2 4
Wisconsin — 0 4 — 46 — 0 0 — — — 0 1 — 3

W.N. Central 3 14 52 175 1,441 — 0 2 5 5 9 4 17 93 106
Iowa — 1 4 9 29 — 0 0 — — — 0 1 1 2
Kansas§ — 3 12 31 150 — 0 0 — — — 0 0 — —
Minnesota U 0 4 — 25 U 0 0 — — U 0 2 — —
Missouri 3 8 41 128 1,218 — 0 2 5 3 9 4 17 92 103
Nebraska§ — 0 10 4 15 — 0 1 — 2 — 0 1 — 1
North Dakota — 0 0 — — — 0 0 — — — 0 1 — —
South Dakota — 0 2 3 4 — 0 0 — — — 0 0 — —

S. Atlantic 99 64 130 1,787 993 6 1 5 30 40 42 6 59 125 144
Delaware§ — 0 1 1 34 — 0 1 1 1 — 0 2 7 9
District of Columbia — 0 3 6 18 — 0 1 1 — — 0 0 — —
Florida§ 77 34 99 1,295 378 1 0 1 3 2 1 0 2 3 6
Georgia 14 13 26 254 352 — 0 4 15 33 — 0 0 — —
Maryland§ 3 2 8 43 51 — 0 1 1 — — 0 5 6 19
North Carolina 4 3 36 119 71 4 0 3 5 3 41 1 47 73 69
South Carolina§ — 1 5 25 35 — 0 1 3 — — 0 2 8 6
Virginia§ 1 2 8 40 53 1 0 2 1 1 — 2 12 26 35
West Virginia — 0 66 4 1 — 0 0 — — — 0 1 2 —

E.S. Central 2 13 29 242 373 — 0 3 3 10 2 5 26 90 159
Alabama§ 1 5 15 88 62 — 0 1 — 1 — 1 6 18 29
Kentucky — 1 6 30 164 — 0 1 — 6 — 0 0 — —
Mississippi — 2 7 58 19 — 0 1 — — — 0 4 1 9
Tennessee§ 1 4 14 66 128 — 0 3 3 3 2 4 20 71 121

W.S. Central 46 55 503 1,028 1,133 — 0 8 — 1 — 1 235 7 31
Arkansas§ 3 2 7 30 23 — 0 2 — — — 0 28 1 11
Louisiana — 5 13 49 130 — 0 0 — — — 0 1 — 1
Oklahoma — 2 161 40 150 — 0 5 — — — 0 202 4 9
Texas§ 43 46 338 909 830 — 0 1 — 1 — 0 5 2 10

Mountain 7 17 32 336 309 — 0 5 6 2 2 0 7 24 4
Arizona 1 7 19 101 165 — 0 4 6 — — 0 7 19 —
Colorado§ 2 2 7 40 40 — 0 1 — — 1 0 1 2 —
Idaho§ 1 0 3 9 11 — 0 0 — — — 0 1 — 1
Montana§ 3 1 15 102 4 — 0 0 — 2 — 0 0 — 1
Nevada§ — 0 6 10 17 — 0 0 — — — 0 0 — —
New Mexico§ — 3 10 52 56 — 0 0 — — — 0 0 — 1
Utah — 1 4 21 16 — 0 0 — — — 0 1 — 1
Wyoming§ — 0 1 1 — — 0 0 — — 1 0 1 3 —

Pacific 14 23 63 425 443 — 0 2 — 4 — 0 0 — 1
Alaska — 0 2 3 — N 0 0 N N N 0 0 N N
California 12 18 59 329 351 — 0 2 — 4 — 0 0 — —
Hawaii — 1 3 27 31 N 0 0 N N N 0 0 N N
Oregon — 1 4 26 30 — 0 0 — — — 0 0 — 1
Washington 2 1 22 40 31 — 0 1 — — — 0 0 — —

Territories
American Samoa — 1 1 1 1 N 0 0 N N N 0 0 N N
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 2 1 5 N 0 0 N N N 0 0 N N
Puerto Rico — 0 1 — 3 N 0 0 N N N 0 0 N N
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Illnesses with similar clinical presentation that result from Spotted fever group rickettsia infections are reported as Spotted fever rickettsioses. Rocky Mountain spotted fever (RMSF) caused 

by Rickettsia rickettsii, is the most common and well-known spotted fever.
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf


Morbidity and Mortality Weekly Report

MMWR / July 8, 2011 / Vol. 60 / No. 26 903

TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

Streptococcus pneumoniae,† invasive disease

Reporting area

All ages Age <5 Syphilis, primary and secondary

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 59 283 937 7,682 9,401 9 23 101 594 1,151 58 258 363 5,684 6,478
New England 4 11 79 221 513 — 1 5 24 67 3 8 19 194 226

Connecticut — 0 49 8 232 — 0 3 6 20 2 1 8 32 42
Maine§ 4 2 13 80 78 — 0 1 3 5 — 0 3 9 14
Massachusetts — 0 3 14 51 — 0 3 6 35 — 5 14 113 143
New Hampshire — 2 8 66 72 — 0 1 4 3 — 0 3 12 10
Rhode Island§ — 0 36 8 27 — 0 3 — 1 1 0 7 23 15
Vermont§ — 1 6 45 53 — 0 2 5 3 — 0 2 5 2

Mid. Atlantic 4 22 81 548 985 1 3 27 77 149 8 31 46 684 834
New Jersey — 6 29 102 438 — 1 4 25 38 — 4 10 100 124
New York (Upstate) 1 2 10 55 100 1 1 9 31 76 5 3 20 91 51
New York City 3 13 42 391 447 — 0 14 21 35 — 15 31 326 467
Pennsylvania N 0 0 N N N 0 0 N N 3 7 13 167 192

E.N. Central 3 65 110 1,772 1,929 — 4 10 101 170 — 30 56 576 952
Illinois N 0 0 N N N 0 0 N N — 13 23 217 470
Indiana — 14 32 369 434 — 1 4 16 33 — 3 14 74 75
Michigan 2 14 29 415 441 — 1 4 24 53 — 4 10 92 135
Ohio — 25 45 710 747 — 2 7 49 59 — 9 21 171 249
Wisconsin 1 9 24 278 307 — 0 3 12 25 — 1 4 22 23

W.N. Central — 5 35 91 505 — 1 5 4 69 — 7 18 135 139
Iowa N 0 0 N N N 0 0 N N — 0 3 11 9
Kansas N 0 0 N N N 0 0 N N — 0 3 7 10
Minnesota U 2 24 — 382 U 0 5 — 56 U 3 10 56 42
Missouri N 0 0 N N N 0 0 N N — 2 9 59 73
Nebraska§ — 2 9 73 85 — 0 1 4 11 — 0 2 2 5
North Dakota — 0 18 18 38 — 0 1 — 2 — 0 1 — —
South Dakota N 0 0 N N N 0 0 N N — 0 1 — —

S. Atlantic 22 68 170 2,168 2,523 4 6 22 165 317 14 62 178 1,491 1,474
Delaware — 1 6 33 21 — 0 1 — — 3 0 4 12 3
District of Columbia — 1 3 28 51 — 0 1 4 7 1 3 8 99 73
Florida 16 23 68 880 955 3 3 13 80 127 1 23 44 540 519
Georgia 1 19 54 488 817 — 2 7 40 97 1 10 130 236 315
Maryland§ 3 10 32 322 294 1 1 4 18 35 — 8 17 200 131
North Carolina N 0 0 N N N 0 0 N N — 7 19 180 235
South Carolina§ 2 8 25 292 318 — 1 3 18 37 4 4 10 109 62
Virginia§ N 0 0 N N N 0 0 N N 4 5 16 114 133
West Virginia — 1 48 125 67 — 0 6 5 14 — 0 2 1 3

E.S. Central 4 19 36 568 643 2 1 4 34 62 14 15 34 330 432
Alabama§ N 0 0 N N N 0 0 N N — 3 11 80 129
Kentucky N 0 0 N N N 0 0 N N 2 2 16 55 65
Mississippi N 0 0 N N N 0 0 N N 10 3 16 75 95
Tennessee§ 4 19 36 568 643 2 1 4 34 62 2 5 11 120 143

W.S. Central 12 31 368 1,120 1,137 2 4 30 100 150 6 38 71 827 992
Arkansas§ 1 3 26 144 108 — 0 3 11 11 6 3 10 96 131
Louisiana — 3 11 97 61 — 0 2 8 16 — 7 36 171 204
Oklahoma N 0 0 N N N 0 0 N N — 1 6 25 52
Texas§ 11 26 333 879 968 2 3 27 81 123 — 23 33 535 605

Mountain 10 32 72 1,101 1,105 — 3 8 82 154 — 12 24 271 279
Arizona 1 12 45 526 540 — 1 5 38 70 — 4 9 101 109
Colorado 9 11 23 345 322 — 1 4 25 45 — 2 8 54 64
Idaho§ N 0 0 N N N 0 0 N N — 0 2 4 2
Montana§ N 0 0 N N N 0 0 N N — 0 2 2 2
Nevada§ N 0 0 N N N 0 0 N N — 3 9 73 42
New Mexico§ — 3 13 150 105 — 0 2 9 13 — 1 4 31 22
Utah — 3 8 63 128 — 0 3 10 24 — 0 5 6 38
Wyoming§ — 0 15 17 10 — 0 1 — 2 — 0 0 — —

Pacific — 2 11 93 61 — 0 2 7 13 13 51 66 1,176 1,150
Alaska — 2 11 92 61 — 0 2 7 13 — 0 0 — 3
California N 0 0 N N N 0 0 N N 7 42 57 983 979
Hawaii — 0 3 1 — — 0 0 — — — 0 5 7 21
Oregon N 0 0 N N N 0 0 N N 3 1 7 43 30
Washington N 0 0 N N N 0 0 N N 3 6 13 143 117

Territories
American Samoa N 0 0 N N N 0 0 N N — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 0 — — — 0 0 — — — 0 0 — —
Puerto Rico — 0 0 — — — 0 0 — — — 4 12 121 121
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Includes drug resistant and susceptible cases of invasive Streptococcus pneumoniae disease among children <5 years and among all ages. Case definition: Isolation of S. pneumoniae from 

a normally sterile body site (e.g., blood or cerebrospinal fluid).
§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 2, 2011, and July 3, 2010 (26th week)*

West Nile virus disease†

Reporting area

Varicella (chickenpox) Neuroinvasive Nonneuroinvasive§

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010

Current 
week

Previous 52 weeks Cum 
2011

Cum 
2010Med Max Med Max Med Max

United States 156 248 367 6,122 9,122 — 0 71 1 21 — 0 53 1 33
New England — 17 46 443 616 — 0 3 — — — 0 2 — 1

Connecticut — 5 15 139 190 — 0 2 — — — 0 2 — 1
Maine¶ — 5 16 115 107 — 0 0 — — — 0 0 — —
Massachusetts — 4 17 103 165 — 0 2 — — — 0 1 — —
New Hampshire — 1 9 9 73 — 0 1 — — — 0 0 — —
Rhode Island¶ — 0 5 17 18 — 0 0 — — — 0 0 — —
Vermont¶ — 2 10 60 63 — 0 0 — — — 0 0 — —

Mid. Atlantic 23 31 55 871 1,004 — 0 19 — — — 0 13 — —
New Jersey 22 9 39 358 366 — 0 3 — — — 0 6 — —
New York (Upstate) N 0 0 N N — 0 9 — — — 0 7 — —
New York City — 0 0 — — — 0 7 — — — 0 4 — —
Pennsylvania 1 19 41 513 638 — 0 3 — — — 0 3 — —

E.N. Central 1 68 118 1,618 3,062 — 0 15 — — — 0 7 — —
Illinois — 17 31 419 753 — 0 10 — — — 0 4 — —
Indiana¶ — 5 18 123 225 — 0 2 — — — 0 2 — —
Michigan 1 20 38 537 955 — 0 6 — — — 0 1 — —
Ohio — 20 57 538 816 — 0 1 — — — 0 1 — —
Wisconsin — 3 22 1 313 — 0 0 — — — 0 1 — —

W.N. Central 7 12 42 198 482 — 0 7 — — — 0 11 — 10
Iowa N 0 0 N N — 0 1 — — — 0 2 — —
Kansas¶ — 4 15 56 209 — 0 1 — — — 0 3 — 3
Minnesota U 0 0 — — U 0 1 — — U 0 3 — —
Missouri — 5 24 97 224 — 0 1 — — — 0 0 — —
Nebraska¶ — 0 5 3 5 — 0 3 — — — 0 7 — 4
North Dakota 7 0 10 23 29 — 0 2 — — — 0 2 — 1
South Dakota — 1 7 19 15 — 0 2 — — — 0 3 — 2

S. Atlantic 6 35 64 1,023 1,316 — 0 6 — — — 0 4 — 3
Delaware¶ — 0 3 5 19 — 0 0 — — — 0 0 — —
District of Columbia — 0 1 8 15 — 0 1 — — — 0 1 — —
Florida¶ 5 15 38 516 653 — 0 3 — — — 0 1 — —
Georgia N 0 0 N N — 0 1 — — — 0 3 — 3
Maryland¶ N 0 0 N N — 0 3 — — — 0 2 — —
North Carolina N 0 0 N N — 0 0 — — — 0 0 — —
South Carolina¶ — 0 8 11 74 — 0 1 — — — 0 0 — —
Virginia¶ 1 9 25 242 302 — 0 1 — — — 0 1 — —
West Virginia — 7 32 241 253 — 0 0 — — — 0 0 — —

E.S. Central — 5 15 166 182 — 0 1 — 2 — 0 3 1 1
Alabama¶ — 5 14 157 175 — 0 0 — 1 — 0 1 — 1
Kentucky N 0 0 N N — 0 1 — — — 0 1 — —
Mississippi — 0 3 9 7 — 0 1 — 1 — 0 2 1 —
Tennessee¶ N 0 0 N N — 0 1 — — — 0 2 — —

W.S. Central 115 43 258 1,359 1,730 — 0 16 — 3 — 0 3 — —
Arkansas¶ — 3 17 119 120 — 0 3 — — — 0 1 — —
Louisiana — 2 5 48 44 — 0 3 — 2 — 0 1 — —
Oklahoma N 0 0 N N — 0 1 — — — 0 0 — —
Texas¶ 115 37 247 1,192 1,566 — 0 15 — 1 — 0 2 — —

Mountain 3 14 50 383 670 — 0 18 1 13 — 0 15 — 17
Arizona — 0 0 — — — 0 13 1 12 — 0 9 — 9
Colorado¶ 3 5 31 146 233 — 0 5 — 1 — 0 11 — 7
Idaho¶ N 0 0 N N — 0 0 — — — 0 1 — —
Montana¶ — 2 28 92 145 — 0 0 — — — 0 0 — —
Nevada¶ N 0 0 N N — 0 0 — — — 0 1 — 1
New Mexico¶ — 1 8 23 63 — 0 6 — — — 0 2 — —
Utah — 4 26 115 216 — 0 1 — — — 0 1 — —
Wyoming¶ — 0 3 7 13 — 0 1 — — — 0 1 — —

Pacific 1 2 6 61 60 — 0 8 — 3 — 0 6 — 1
Alaska — 1 5 29 22 — 0 0 — — — 0 0 — —
California — 0 3 6 20 — 0 8 — 3 — 0 6 — 1
Hawaii 1 1 4 26 18 — 0 0 — — — 0 0 — —
Oregon N 0 0 N N — 0 0 — — — 0 0 — —
Washington N 0 0 N N — 0 1 — — — 0 1 — —

Territories
American Samoa N 0 0 N N — 0 0 — — — 0 0 — —
C.N.M.I. — — — — — — — — — — — — — — —
Guam — 0 4 16 17 — 0 0 — — — 0 0 — —
Puerto Rico 1 7 31 59 314 — 0 0 — — — 0 0 — —
U.S. Virgin Islands — 0 0 — — — 0 0 — — — 0 0 — —

C.N.M.I.: Commonwealth of Northern Mariana Islands.
U: Unavailable. —: No reported cases. N: Not reportable. NN: Not Nationally Notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum.
* Case counts for reporting year 2010 and 2011 are provisional and subject to change. For further information on interpretation of these data, see http://www.cdc.gov/osels/ph_surveillance/

nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf. Data for TB are displayed in Table IV, which appears quarterly.
† Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data for California 

serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table I.
§ Not reportable in all states. Data from states where the condition is not reportable are excluded from this table, except starting in 2007 for the domestic arboviral diseases and influenza-

associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm. 
¶ Contains data reported through the National Electronic Disease Surveillance System (NEDSS).

http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/files/ProvisionalNationa%20NotifiableDiseasesSurveillanceData20100927.pdf
http://www.cdc.gov/osels/ph_surveillance/nndss/phs/infdis.htm
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TABLE III. Deaths in 122 U.S. cities,* week ending July 2, 2011 (26th week)

Reporting area

All causes, by age (years)

P&I† 
Total

Reporting area 
(Continued)

All causes, by age (years)

P&I† 
Total

All  
Ages ≥65 45–64 25–44 1–24 <1

All  
Ages ≥65 45–64 25–44 1–24 <1

New England 448 315 88 30 7 8 50 S. Atlantic 1,169 751 289 74 37 18 64
Boston, MA 126 77 29 13 4 3 13 Atlanta, GA 140 77 48 8 6 1 7
Bridgeport, CT 21 11 4 6 — — 2 Baltimore, MD 150 81 44 17 3 5 13
Cambridge, MA 12 7 4 — 1 — 1 Charlotte, NC 134 91 27 8 5 3 8
Fall River, MA 18 13 5 — — — — Jacksonville, FL 146 96 35 10 3 2 7
Hartford, CT 50 38 8 3 1 — 7 Miami, FL 105 71 18 6 10 — 6
Lowell, MA 27 24 2 1 — — 3 Norfolk, VA 48 32 11 2 2 1 —
Lynn, MA 5 4 1 — — — 1 Richmond, VA 48 31 9 6 1 1 4
New Bedford, MA 24 19 5 — — — 2 Savannah, GA 54 35 14 5 — — 6
New Haven, CT 29 22 3 3 1 — 6 St. Petersburg, FL 53 43 5 3 2 — 1
Providence, RI 41 28 9 2 — 2 3 Tampa, FL 167 116 39 6 3 3 8
Somerville, MA 1 1 — — — — — Washington, D.C. 114 68 39 3 2 2 3
Springfield, MA 35 25 7 1 — 2 4 Wilmington, DE 10 10 — — — — 1
Waterbury, CT 14 12 2 — — — 2 E.S. Central 879 579 220 48 15 17 65
Worcester, MA 45 34 9 1 — 1 6 Birmingham, AL 188 120 51 10 2 5 18

Mid. Atlantic 1,685 1,181 362 81 34 26 88 Chattanooga, TN 77 62 10 5 — — 4
Albany, NY 47 36 5 2 2 2 2 Knoxville, TN 110 78 22 4 4 2 8
Allentown, PA 33 25 5 2 1 — 6 Lexington, KY 66 48 10 3 3 2 2
Buffalo, NY 54 39 11 3 1 — — Memphis, TN 196 119 57 14 3 3 16
Camden, NJ 21 6 5 5 1 4 2 Mobile, AL 65 44 14 6 1 — 4
Elizabeth, NJ 9 6 2 1 — — 1 Montgomery, AL 34 23 7 1 1 2 3
Erie, PA 54 43 8 3 — — 2 Nashville, TN 143 85 49 5 1 3 10
Jersey City, NJ 9 5 3 1 — — 2 W.S. Central 1,060 676 240 80 43 21 52
New York City, NY 967 683 207 45 16 15 48 Austin, TX 79 50 12 11 3 3 2
Newark, NJ 15 6 7 — 1 1 2 Baton Rouge, LA 54 37 10 3 2 2 —
Paterson, NJ 24 16 6 1 1 — 1 Corpus Christi, TX 75 45 17 3 6 4 2
Philadelphia, PA 134 85 40 4 2 3 7 Dallas, TX 174 105 41 13 9 6 10
Pittsburgh, PA§ 32 20 9 2 — 1 — El Paso, TX 101 72 16 10 3 — —
Reading, PA 38 32 5 1 — — — Fort Worth, TX U U U U U U U
Rochester, NY 71 44 18 5 4 — 4 Houston, TX 159 102 32 15 7 3 13
Schenectady, NY 10 8 1 1 — — 1 Little Rock, AR U U U U U U U
Scranton, PA 24 17 7 — — — 1 New Orleans, LA U U U U U U U
Syracuse, NY 84 69 12 2 1 — 8 San Antonio, TX 262 170 68 16 5 3 11
Trenton, NJ 35 23 7 2 3 — — Shreveport, LA 37 26 8 2 1 — 4
Utica, NY 6 4 2 — — — — Tulsa, OK 119 69 36 7 7 — 10
Yonkers, NY 18 14 2 1 1 — 1 Mountain 1,003 644 248 72 22 16 73

E.N. Central 1,851 1,214 465 106 41 25 127 Albuquerque, NM 157 90 40 20 4 3 17
Akron, OH 40 31 7 2 — — 5 Boise, ID 67 44 16 4 2 1 8
Canton, OH 35 23 10 2 — — 2 Colorado Springs, CO 68 50 13 3 — 2 4
Chicago, IL 201 132 50 14 5 — 13 Denver, CO 82 48 25 7 1 1 4
Cincinnati, OH 83 51 23 6 — 3 5 Las Vegas, NV 265 188 63 9 3 1 22
Cleveland, OH 227 155 53 11 4 4 12 Ogden, UT 33 16 13 1 1 2 3
Columbus, OH 170 104 49 11 5 1 12 Phoenix, AZ U U U U U U U
Dayton, OH 111 84 22 3 1 1 8 Pueblo, CO 33 21 10 2 — — 1
Detroit, MI 142 58 54 18 9 3 4 Salt Lake City, UT 136 83 33 13 5 2 11
Evansville, IN 39 29 6 3 — 1 1 Tucson, AZ 162 104 35 13 6 4 3
Fort Wayne, IN 70 44 18 5 2 1 3 Pacific 1,365 911 335 70 36 13 123
Gary, IN 10 6 3 — — 1 1 Berkeley, CA 12 6 4 — — 2 —
Grand Rapids, MI 60 46 11 2 — 1 6 Fresno, CA 106 70 27 1 6 2 14
Indianapolis, IN 232 140 64 16 7 5 14 Glendale, CA 33 26 7 — — — 4
Lansing, MI 43 31 10 2 — — 6 Honolulu, HI 70 48 18 4 — — 8
Milwaukee, WI 71 44 22 2 3 — 6 Long Beach, CA 71 47 19 3 2 — 9
Peoria, IL 46 33 9 3 — 1 3 Los Angeles, CA 231 140 64 16 8 3 24
Rockford, IL 63 44 14 1 4 — 7 Pasadena, CA 19 18 1 — — — 2
South Bend, IN 60 46 10 2 — 2 10 Portland, OR 127 79 33 10 3 2 7
Toledo, OH 98 70 23 3 1 1 7 Sacramento, CA 191 130 50 8 3 — 19
Youngstown, OH 50 43 7 — — — 2 San Diego, CA 155 107 33 8 4 3 8

W.N. Central 525 324 126 36 22 17 32 San Francisco, CA 35 27 4 4 — — 4
Des Moines, IA 58 43 8 2 3 2 6 San Jose, CA U U U U U U U
Duluth, MN U U U U U U U Santa Cruz, CA 24 13 8 3 — — 4
Kansas City, KS 26 15 5 3 3 — 1 Seattle, WA 100 62 24 9 4 1 4
Kansas City, MO 74 54 10 7 1 2 3 Spokane, WA 53 39 10 2 2 — 8
Lincoln, NE 49 33 13 1 — 2 1 Tacoma, WA 138 99 33 2 4 — 8
Minneapolis, MN U U U U U U U Total¶ 9,985 6,595 2,373 597 257 161 674
Omaha, NE 61 43 14 1 1 2 5
St. Louis, MO 155 77 44 15 11 8 11
St. Paul, MN U U U U U U U
Wichita, KS 102 59 32 7 3 1 5

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

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