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Great American Smokeout — 

November 16, 2006 

Since 1977, the American Cancer Society has sponsored 

the Great American Smokeout on the third Thursday in 

November to encourage smokers to quit. Approximately 

45.1 million (20.9%) U.S. adults were current smokers in 

2005 (/). Smokers can improve their chances of quitting 

by using proven cessation aids such as physician assistance, 

medications approved by the Food and Drug Administra- 

tion, and behavioral counseling, including telephone 

quitlines (2). All 50 states, the District of Columbia, and 

certain U.S. territories now have quitlines, which can be 

reached by telephone: 800-QUIT-NOW (800-784-8669). 

Other interventions that increase cessation include 

increasing the price of tobacco products, implementing sus- 

tained media campaigns, and reducing out-of-pocket treat- 

ment costs (3). Growing evidence indicates that, in addition 

to protecting nonsmokers from exposure to secondhand 

smoke, smoke-free workplace policies and smoke-free home 

rules help smokers quit (4). Comprehensive approaches are 

most effective in prompting smokers to make quit attempts 

and helping them to succeed (3). 

Information on the Great American Smokeout is avail- 

able at http://www.cancer.org/docroot/ped/ped_10_4.asp 

or by telephone: 800-227-2345. Information on how to 

quit smoking is available at www.smokefree.gov. 
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State Medicaid Coverage for 

Tobacco-Dependence Treatments — 

United States, 2005 

In 2005, approximately 41 million persons in the United 

States had health insurance coverage through Medicaid, a fed- 

erally and state-funded health-care program, managed at the 

state level, for persons with limited incomes (/). An estimated 

29% of adult Medicaid recipients were current smokers in 

2004 (2). The 2000 Public Health Service (PHS) clinical prac- 

tice guideline recommends that insurance coverage be pro- 

vided for tobacco-dependence treatments, including both 

medication (i.e., bupropion hydrochloride or nicotine patch, 

gum, inhaler, or nasal spray) and counseling (i.e., individual, 

group, OF telephone) (3). A national health objective for 2010 

is to increase insurance coverage of evidence-based treatments 

for tobacco dependence among all 51 Medicaid programs (ob- 

jective 27-8) (4). The type of coverage for tobacco-depen 

dence treatments offered by Medicaid has been reported since 

1998, and most recently for 2003, from state surveys con 

ducted by the Center for Health and Public Policy Studies at 

the University of California, Berkeley (5,6). All states and the 

District of Columbia (collectively referred to as states in this 

report) were resurvey ed in 2005 regarding types of coverage 

and limitations in coverage since 1994. This report summa 

rizes the results of that survey, which indicated that as of De 
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cember 31, 2005, 1) 38 state Medicaid programs covered some 

tobacco-dependence treatment (i.e., counseling or medication) 

for all Medicaid recipients; 2) four states offered coverage only 

for pregnant women; 3) one state (Oregon) offered coverage 

for all medication and counseling treatments recommended 

by the 2000 PHS guideline; and 4) seven states (including 

Oregon) covered all recommended medications and at least 

one form of counseling. If the 2010 national health objective 

is to be achieved, states should offer or increase Medicaid 

coverage for treatment of tobacco dependence (4). 

In 2005, state Medicaid program directors were asked to 

identify the staff member who was most knowledgeable about 

tobacco-dependence treatment coverage and programs; a sur- 

vey was faxed to the identified staff member in each state. 

Additional follow-up was conducted by telephone, e-mail, and 

fax; the response rate was 100%. The survey included 24 ques 

tions about coverage of tobacco-dependence treatments, the 

year coverage was first oftered, treatments offered only to preg 

nant women, and any program requirements related to 

patient copayments or other limitations related to tobacco 

dependence treatments. So that survey responses could be 

validated, all state Medicaid programs were asked to submit a 

written copy of coverage policies for tobacco-dependence treat 

ments or other documentation. Of 42 states reporting Med 

icaid coverage in 2005, a total of 41 (98%) provided some 

supporting documentation: 16 (38%) provided detailed treat 

ment documentation matching survey responses, 14 (33° 

provided partial treatment information (i.e., documentation 

for medication but not counseling), eight (19%) provided 

general treatment information (i.e., documentation that 

addressed Coverage rol tobac co depe ndence treatments but did 

not specify which type), and three (7%) provided documen 

tation conflicting with survey responses that were later 

followed up for inclusion in this report. 

In 2005, a total of 38 (75%) state Medicaid programs 

reported offering coverage for at least one form of tobacco 

dependence treatment (i.e., medication or counseling) for all 

Medicaid beneficiaries (Table 1). Four additional states 

reported that they covered at least one form of tobacco 

dependence treatment but only for pregnant women. Of the 

38 states that offered at least one form of coverage to all Med 

icaid beneficiaries in 2005, all covered some type of medica 

tion treatment, including generic bupropion hydrochloride o1 
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TABLE 1. State Medicaid program coverage of tobacco-dependence treatments,” by type of coverage and year coverage began — 
United States, 2005t 

Year any Medication coverage 
coverage Zyban®/bupropion Counseling coverage 
began’ Nasal spray Inhaler hydrochloride" Group Individual Telephone 

Yes xs (P)T 
las 

Total (N = 42) 
A 

nor act > 
State does it Nz 2 an C - 1 or knowledoe reaardina the | } ave a OCL KNOW 1G ja Jt 

unselinc idicated C 3 ) tobacco-cessation counseliin 
satment ack 
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Zyban 

ine inhalers (28 states), nicotine patches (33 states), and nico- 

(36 states), nicotine nasal sprays (28 states), nico- 

tine gum | 31 states). During 2003-2005, two states (Rhode 

Island and South Carolina) added medication coverage, and 

three others (Arkansas, North Carolina, and Utah) expanded 

existing medication coverage. Some decreases in coverage also 

occurred; New Jersey eliminated seven previously covered to- 

bacco-dependence treatments, and two states (Maine and 

Maryland) eliminated one form of medication coverage. 

In 2005, a total of 14 states offered some form of tobacco- 

cessation counseling services for their entire Medicaid popu- 

lation (Table 1), and 12 additional states offered counseling 

Services only for pregnant women. During 2003—2005. one 

state (Arkansas) added coverage for counseling of all 

Medicaid beneficiarie S, one State (New Mexico) added cover- 

we for counseling of pregnant women, and two states (North 

Dakota and Wisconsin) expanded existing counseling cover- 

Among the 38 state Medicaid programs covering any medi 

nm treatment for all Medicaid beneficiaries, 25 (66%) 

iired some form of patient cost sharing (range: $0.50 to 

).00 per prescription) (Table 2). States were least likely to 

require copayments for nicotine gum (55%) and most likely 
j =) 

require copayments for nicotine nasal spray (71%). The 

dian copayment among Medicaid programs was similar for 

ull tobacco dependence treatments, ranging from $2.50 to 

$3.00. Similarly, the median weeks of treatment covered (12 

weeks) did not vary by type of medication, and little variation 

was observed in the median number of treatment courses cov- 

ered per year (1-1.5 courses). In addition, certain States 

reported that they put no limits on coverage for these medica- 

tions. States were least likely to offer unlimited coverage for 

the nicotine-replacement patch (27%), which is available over 

the counter, and most likely to offer unlimited coverage for 

Zyban (39%), which is available only with a prescription. Data 

collected on limitations in coverage indicate that for nicotine- 

replacement—therapy products that are available over the 

counter that were assessed by this study (i.e., patch and gum), 

all but one state require a prescription. 

Almost one fourth of Medicaid programs that cover tobacco- 

dependence treatments indicated that medication coverage 

depended on enrollment in a behavior-modification program 

or participation in smoking-cessation counseling. Of the nine 

states that required behavioral counseling as a condition of 

covering medication, four covered the required counseling. 

In addition, approximately one third reported that their Med 

icaid program paid for one smoking-cessation medication at 

a time. Furthermore, one third of states covering medication 

indicated that tobacco-dependence treatments counted toward 

a general prescription limit. 

Reported by: HA Halpin, PhD, SB McMenamin, PhD 
| F J 1) 

Cente fo? Health and Public 1 r ludl School of lu 
/; ‘oe f j 2 P Univ of California Be rREL ry itu i] i VV) Ro ei 

} } , . 

and Health Promotion, CD 

Editorial Note: Despite publication of tobacco-use treatment 

guidelines in 1996 and updates in 2000 documenting that 

use of nicotine-replacement therapy, the nonnicotine medi- 

cation Zyban, or counseling all can double cessation rates (3), 

coverage of tobacco-dependence treatments by Medicaid 

remains low and is increasing slowly. In 2005, one state, 
1 i Oregon, covered all medications approved by FDA and all } I 

TABLE 2. State Medicaid program limitations in coverage for tobacco-dependence medications, by type of medication and 
characteristic of program — United States, 2005 

Characteristic of state Medication coverage 
Medicaid program Gum Nasal spray inhaler 

) 

Data were not calculated for generic bupropion hydrochloride 
38 states offering some tyr type of tobacco-cessation treatment (!.e., counseling or medication) 
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three forms of counseling recommended by PHS clinical prac- Because smoking prevalence among Medicaid recipients | 

tice guideline. Nine states offered no Medicaid coverage for approximately 39% greater than the prevalence in the overall 

tobacco-dependence treatments, and four states offered cov U.S. adult population (2), Medicaid recipients are dispropot 

erage for at least one treatment option (i.e., medication o1 

counseling) but only to pregnant women. Substantial measures to improve coverage will 

Che number of state Medicaid programs offering any medi achieve the national health objective for 2010 of redu 
; , : " 

cation coverage increased by one during 2003--2005, and the 

S 

1 ] 1 , 1 
tionately attected by tobacco-related diseases and disabilities 

1 hy n DC needed tO 

prevalence ol smoking tO 12° )aAMONE persons ag 

number of states that expanded coverage of medications also objective 27-1a) (4). To help states implement evi 

inc! 1 by one during the same period. ( overage for coun tobacco depend t and to Improve Medicaid s« 

seling increased by two states, and expansion ol counseling vice contracts, Cl ‘ 1 vith (seorge 

increased by two states. However a tha University Washington, [¢ to develop sampk specific tions 

offered coverage required patients to sh: h treat for the purchase of tobacco-us ¢ revention 
ulmost one fourth of state Medicaid pro- Ion 

it cover tobacco-dependence treatments indicated that chsrp/n 

enrollment in 

ion program oO! articipation In SMOKING 

iseling, another barrier to using treatment 

counseling w t ' 499 1 tO TCGUCE?E 
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Outbreak of Polio in Adults — 

Namibia, 2006 

\fter 10 years with no detected wild poliovirus (WPV) trans- 

sion in Namibia, an outbreak of poliomyelitis cases 

occurred in 2006. The outbreak was traced to importation 

from neighboring Angola of WPV type 1 (WPV1) that origi- 

ited in India. As of October 2, 2006, a total of 19 cases of 

vith paralysis onset between early May and June 26, 

n confirmed by isolation of WPV1 from stool speci 

primarily from young adult males; six of the patients 

his report describes outbreak investigation and response 

ind provides an update on routine and supplemen 

unization activities (SIAs)* and acute flaccid paralysis 

llance in Namibia 

Outbreak Investigation and Response 
‘ > 

\) Viav 8, 2006, a man aged 39 vears from the Hardap 

upproximately 400 km southeast of the capital city of 

tted to a Windhoek hospital after onset 

une 5, the Regional Reference 

the National Institute of Communi 

1 reported isolation of WPV1 in 

ns. AFP surveillance was intensi 

006, a total of 306 AFP cases had 
t t ported I Cal 

confirmed as polio 306 AFP cases 

WPV1 isolati with the most recen nset of 

ing une 26. Of the other 287 AFP cases 
a mal | ) | ° —. = lead aS NONpPOo \| | ind tne Nation ul Polio 

| Cases as polio compatible. 
| 1] stool specimens, all 

are pending Classification, including some that 
| | ] ] a. 2 1 > it be classified as polio compatible; 15 

| ul Cases are pending laboratory results and subsequent 

tiy mig 

tion. In addition to the single case reported from the 
tte ; 

region, WPV-confirmed cases were reported from two 
rlery reas: 1) informal settlements (1.e., 

1 ] ] ] 
mporary substandard housing, poor sanitation, and 

: fs 
in the Katurura vicinity of Windhoek in the Khomas 

+t WPV cases), and 2) three adjacent regions border 

ngola: Ohangwena and Omusati, with one case each, 

with two cases (Figure 

Compared with patients with nonpolio AFP, the WPV 

patier.ts more often reported having contact with persons from 

Angola during the 3 months preceding paralysis onset (Fisher's 

exact test, p = 0.007). All WPV-confirmed cases occurred in 

persons aged >14 years (range: 14—51 years), with 14 (74%) 

of 19 confirmed cases in persons aged 15—29 years. Seventeen 

(89%) of the 19 patients were male. Six patients with con- 

firmed WPV died (case-fatality ratio [CFR]: 32%); four of 

the six who died had respiratory symptoms requiring ventila- 

tor support, and at least one other patient developed respira- 

tory difficulty shortly before death. 

In response to the outbreak of WPV cases, the Namibia 

Ministry of Health and Social Services (MoHSS) activated 

the National Health Emergency Management Committee to 

coordinate activities. Three nationwide SI \s were held dur- 

ing June 21-23, July 18-20, and August 22-24, 2006, using 

both house-to-house and fixed-post vaccine delivery strate- 

gies. Because most patients were adults, the first two SIAs 

targeted the entire population of Namibia (i.e., adults and 

children of all ages); the third round targeted only children 

aged <5 years. Monovalent oral poliovirus vaccine type | 

mOPV1) was administered during the first two SIAs; triva- 

lent OPV (tOPV) was administered during the third SIA, 

along with measles vaccine and distribution of vitamin A 

supplements. 

Based on the number of vaccine doses administered and 

current population estimates, close to 100% of the target popu 

lations were reached during all three SIAs. Postcampaign 

monitoring conducted in nine of the 13 regions determined 

vaccination coverage of >95 The second and third SIAs 

were conducted after onset of the last re ported confirmed case 

of polio, which occurred on June 26, 5 days after the first 

nationwide SIA (Figure | 

Previous Outbreaks in Namibia 

Namibia reported no polio cases from 1990 until May 1993, 

when an outbreak of 53 WPV1 cases (27 virologically con 

firmed and 26 clinically compatible) occurred. Seventy-nine 

percent of patients in the 1993 outbreak were aged <5 years. 

\ smaller WPV1 outbreak with 

ern regions of Namibia during 1994—1995 (7). Both outbreaks 

27 cases occurred in the north- 

were linked by genetic sequencing to WPV imported from 

Angola. The most recent reported WPV case before 2006 

occurred in September 1995. 

Immunization Activities 

lhe Namibian Expanded Program on Immunization (EPI) 

was established in June 1990, the year Namibia gained 

independence from South Africa. Public health services, 



Vol. 55 / No. 44 MMWR 

FIGURE 1. Acute flaccid paralyis (AFP) cases (N = 306), by week of onset — Namibia, January 1—October 2, 2006 

Wild poliovirus type 1 
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Pending laboratory results 
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slassification by the National Polic 
1 might be classified as polio- 

Monovalent oral poliovirus vaccine type 1 
Ty = >) nlioviriic vaccine irivaient oral poliovirus vaccine 

~ rf Expert Cc 
specimens ar ompatidie 

including immunization, had been severely disrupted by con 

flict during 1966-1989. Immunization services improved 

after 1990, with survey estimates for infant coverage with 

3 doses of oral poliovirus vaccine (OPV3), increasing from 
37% in 1989 to 76% in 2000 adie). owever, Guring c lable). H luring 1989 

] < 2000, coverage estimates varied among regions (2, 7,8): for 

FIGURE 2. Wild poliovirus type 1 (WPV1) cases and polio- 
compatible cases — Namibia, May 1—October 2, 2006 

Zambia 

Round 1 (mOPV1') 
+ 

Round 2 (mOPV1) 

Round 3 (tOPV’) 

Week ending 

ding class 
Am mitt 

f } ( 
ee review 

example, OPV3 coverage varied by region trom 48% to 78° 

in 1992 Since 2000, annual national estimates of co\ 

lable 

continued variation among regions. OPV3 coverage exceeded 

age with OPV3 have ranged trom 64% to 83% , with 

80% in 20 (61%) of 33 districts in 2004 and 10 (30%) of 

districts in 2005. In 

nual SIAs have 
’ » 

aged >) 

1: 
iddition to routine immunization, an 

1996, tat td been held since geting children 

years. 

AFP Surveillance 

Although most AFP cases are nonpolio 1.e., resulting from 

causes other than poliomyelitis), meeting goals for AFP sur 

veillance helps to ensure that the surveillance system is sensi 
1 1 . ' ' ' 

tive enough to detect poliomyelitis Cases should they occur. 
ie 

\FP surveillance is evaluated by two key indicators: sensiti' 

ity of reporting (target: nonpolio AFP rate of 

100,000 children aged - 

1.0 case per 

15 years®) and completeness of speci 

men collection (target: two adequate stool specimens collected 

80% of all AFP cases). During 2001 

nonpolio AFP rates in Namibia exceeded >1.0 case per 100,000 

(2.6 in 2004 and 2.0 in 2005). With 

P reporting during the outbreak, AFP rates 

trom 2005, national 

persons aged <15 years 

the increase in Al 

in 2006 have exceeded 2.0 cases in all regions. Nationally, 
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TABLE. Estimated vaccination coverage with 3 doses of live, attenuated oral poliovirus vaccine among children aged <12 months, 
by source of estimate — Namibia 1989-2006 

Source 1989 1990 1991 1992 1993-1999 2000 2001 2002 2003 2004 2005 

World Health Organization 
WHO)/UNICEF”’ (%) 40 0 87 

Demographic and Health 
Survey! (%) 37 38 55 65 

72-79 80 64 78 83 81 81 

76 

*WHO/UNICEF estimate, based on country reports to WHO or UNICEF 
Namibia Demographic and Health Survey (conducted in 1992 and 2000). Coverage estimates for 1989-1991 are based on data collected during the 1992 

rvey, shifted by year to match birth cohorts (7,8) 

idequate stool specimens were obtained from >80% of per- 

sons with AFP during 2003-2005. However, adequate stool 

collection during January 1—October 2, 2006, was 67%, and 

exceeded 80% in only four of Namibia's 13 regions. 

Genetic sequencing determined that the WPV1 in the 

Namibia outbreak belongs to the same cluster as the virus 

detected in 2005 in both Angola and the Democratic Repub- 

of Congo, which had been imported into Angola from 

lia. Sequencing indicated that this outbreak virus had been 

irculating for up to 2 years in the southwest subregion of 

\frica before detection in 2005. Consistent with recent unde 

tected circulation and ongoing surveillance gaps, Angola 

reported 10 WPV1 cases in 2005 but none in 2006 until 

reporting a Cas¢ with onset June 27, 2006. The genet 

sequence relationships among the Namibian isolates indicate 

spread of the virus occurred from a single-source that lal | 

import iwmion. 

Reported by: W. 

WHO fo 

1Sé 

Editorial Note: This 2006 outbreak underscores the ongoing 

threat of WPV importations into polio-free areas, the ability 
\ tT of WPV to spread to susceptible populations of any age, and 

the need for polio-free countries to maintain high levels of 

preparedness for the timely detection of and response to im 

portations. In this outbreak, virus importation from Angola 

vas indicated by sequencing data, the frequency of cross 

border contacts between population groups from Namibia and 

Angola, and the higher frequency of contact with Angolan 

residents by patients with confirmed WPV infection compared 

vith patients with nonpolio AFP. 

Che Namibia outbreak illustrates that populations of any 

ge with low immunity against poliovirus are at risk. This 

outbreak primarily affected young adults born before 1990, 

in age group consisting of persons who either had not been 

vaccinated for polio or had been vaccinated incompletely. For 

the most part, this group also would not have been covered by 

EPI SIAs conducted four times a year during 1990-1995 and 

targeted to children aged <5 years. Increasing vaccination cov- 

erage among children aged <5 years in the early 1990s would 

have reduced transmission of WPV, decreasing opportunities 

for older, unvaccinated persons to acquire natural immunity, 

a factor possibly contributing to the high attack rate in older 

age groups. Previous polio outbreaks among adults included 

a large outbreak (138 paralytic cases, 69 confirmed WPV1 

cases) in Albania in 1996, with an attack rate of 10 per 100,000 

persons among adults aged 19-25 years who had been vacci- 

nated with OPV that might have been stored without refrig- 

eration for prolonged periods (3). Outbreaks affecting adults 

also have occurred among religious groups with low vaccina- 

tion acceptance (4). 

Che CFR was 32% in this outbreak involving young adults. 

High CFRs in young adults during polio outbreaks have been 

reported previously. In an outbreak in Cape Verde in 2000, 

the CFR was 57% among persons aged >15 years (5). In the 

1996 outbreak in Albania, the CFR was highest (18%) among 

persons aged 19-25 years (3). In the 2006 outbreak in 

Namibia, at least five of the six patients who died had respira 

tory symptoms, and four required ventilator support, suggest- 

ing that bulbar paralysis might have contributed to the high 

CFR. 

During 2004 and 2005, AFP surveillance systems in 

Namibia and Angola, at the national level, surpassed the key 

indicators for sensitivity of reporting and completeness of speci- 

men collection. However, WPV circulation in the southwest 

\frican subregion escaped detection for approximately 2 years, 

suggesting considerable AFP surveillance quality gaps at the 

subnational level. During the 2006 outbreak, only four of 

Namibia's 13 regions have met the 80% stool adequacy stan- 

dard. Surveillance training targeting district and regional 

MoHSS staff members was held in July, August, and 

September 2006. Maintaining sensitive surveillance and stool 

adequacy levels in Namibia and surrounding countries is 

critical to rapid detection of WPV virus circulation. 
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WHO's Advisory Committee on Polio Eradication recom 

mends that any polio-free country that detects imported WP\ 

conduct at least three large-scale, house-to-house SIAs using 

type-specific mOPY, initiating the first within 28 days of con- 

firmation, and continuing with at least two additional SIAs 

after the last virus is detected (6). Namibia followed these rec- 

ommendations, conducting the first SIA round, which tar- 

geted the entire population, within 3 weeks of laboratory 

confirmation of the first WPV-confirmed case and 46 days 

after the first onset of paralysis. The last known WPV- 

confirmed case occurred less than a week after the first SIA, 

with no WPV-confirmed cases reported since then, although 

the 66 cases with inadequate stool specimen collection pend 

ing review and classification by the National Polio Expert Com 

mittee are of concern. Additional SIA rounds in Namibia will 

be necessary if more WPV cases are detected. 

lhe risk for continuing WPV spread from Angola south to 

Namibia or north to the Democratic Republic of Congo 

remains high until circulation in Angola is interrupted. SIAs 

in Angola are planned for November 16—18, 2006. The in 

crease in the number of WPV cases reported from endemic 

countries (particularly Nigeria and India) in 2006 underscores 

the continuing threat of importations from polio-endemic 

countries and the necessity for full implementation of out 

break response recommendations (6) by all polio-free coun- 

tries until poliovirus transmission is interrupted globally. 

Acknowledgment 
in this report were based, in part 

ibia Ministry of Health and Soci: 

Diagnosed Diabetes Among 

American Indians and Alaska 

Natives Aged <35 Years — 

United States, 1994-2004 

Diabetes disproportionately affects American Indians/Alaska 

Natives (AI/ANs) (/,2), and the prevalence of diabetes is 

increasing among young persons in certain Al/AN popula 
j 

lo examine trends in the prevalence of diagnosed 
> 

tlions ). 

diabetes among AI/ANs aged <35 years, CDC analyzed 

patient data collected by the Indian Health Service (IHS) dur 

ing 1994-2004. This report summarizes the results of that 

analysis, which indicated that the age-adjusted prevalence of 

diagnosed diabetes increased from 8.5 to 17.1 per 1,000 popu 

lation among Al/ANs aged 
. 1 1 

care Services. Because young persons with diabe tes Nave more r 

35 vears who use IHS health 

vears of disease and greater risk for costly and disabling com 

plications early in life (4), diabetes prevention programs tat 

geting younger age groups have become increasingly important 

in AI/AN communities. 

[HS provides health-care services at its facilities and through 

tribal and urban Indian health programs; IHS also purchases 

services through contractual agreements with private provid 

ers (5). Approximately 60% of the nearly 3 million Al/ANs 

residing in the United States live in IHS health-care delivery 

areas (5). Diabetes cases among AI/ANs aged <35 years were 
? identified using /nternational Classification of Diseasi NV, 

Ret 10) ( : Vodification diagnostic codes 250.0—250.9 
' 1 1 

from the IHS computerized system for ambulatory patient 
: 

care for 1994-2004. The ambulatory patient-care database 

includes unduplicated case reports from patients who visited 
y 1 1 
IHS service units one or more times during each of the vear 

studied. Ambulatory patient-car¢ data were analyzed from 118 

of 158 service units; 40 service units serving approximately 

6% of the IHS user population) were excluded because the 

reported data were I ; revalence was calculated 

using the AI/AN population aged <35 years that received IHS 
] health-care services at least once during the preceding 3 years. 

erall population data and the number of persons aged 

identified in the IHS database as persons with diag 

nosed diabetes were used to estimate the age-specific preva 

lence of diagnosed diabetes among Al/ANs in four age groups: 
) ), 20-24, and 25-34 years. Prevalence was ag << 2¢ 

adjusted by the direct method, on the basis of the 2000 U.S. 

standard population, and average annual percentage changes 

\PCs) were modeled using regression analysis (6). 
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Results of the analysis indicated that the number of AI/ANs 

aged <35 years with diabetes diagnosed through IHS health- 

ire services more than doubled from 6,001 in 1994 to 12,313 

in 2004. During 1994-2004, prevalence of diagnosed diabe- 

tes among Al/ANs aged <35 years increased from an age-ad- 

usted 8.5% per 1,000 to 17.1% per 1,000, increasing by an 

average of 7.7% per year (Table). Prevalence of 

diagnosed diabetes increased with age and, in 2004, ranged 

from 2.2 per 1,000 population among Al/ANs aged <15 years 

to 46.8 per 1,000 population among those aged 25—34 years. 

In 2004, the age-adjusted prevalence of diagnosed diabetes 

vas 20.2 per 1,000 among AI/AN females and 13.7 among 

males (Table). 

During 1994-2004, prevalence of diagnosed diabetes was 

greater among females than males in all age groups; preva- 

ilso increased steadily for both sexes and in all age groups, 

the exception of males aged 25—34 years (Figure). Among 

nales in this age group, prevalence increased significantly 

p<0.05) by an average of 5.6% per year during 1994-1997 

ind by 15.0% per year during 1997-2000, but did not change 

TABLE. Prevalence* and annual percentage change (APC) of 
diagnosed diabetes among American Indians and Alaska 
Natives aged <35 years, by sex and age group — United States, 
1994-2004 

Age group Rate Trend 
(yrs) 1994 

Both sexes 

(95% Cli*) 

4 ) 

10 
38 
11 
13.7 

000 population in age group 
fence interval 
adjusted to the 2000 U.S. standard population 
varied widely for intervals during the period: 5.6% (p<0.05) during 
1997, 15.0% (p<0.05) during 1997-2000, and 1.2% (p = 0.19) 

g 2000-2004 
2S varied widely for intervals during the period: 4.9% (p<0.05) during 

1997, 13.3% (p<0.05) during 1997-2000, and 1.5% (p = 0.10) 
g 2000-2004 

significantly during 2000-2004 (Table). Among all age groups, 

females aged 25-34 years had the greatest APC (9.1%). 

Reported by: K/ Acton, MD, Div of Diabetes Treatment and 

Prevention, Indian Health Service. NR Burrows, MPH, ] Wang, MPH. 

LS Geiss, MA, Div of Diabetes Translation, National Center for Chronic 

Disease Prevention and Health Promotion, CD( 

Editorial Note: The findings in this report indicate that, dur- 

ing 1994-2004, the prevalence of diagnosed diabetes doubled 

among AI/ANs aged <35 years in the IHS health-care deliv- 

ery system. This increase in diagnosed diabetes might be the 

result of increased incidence of diabetes (3), increased screen- 

ing for diabetes, or a combination of both. Screening for dia- 

betes increased in Al/AN communities after implementation 

in 1997 of the Special Diabetes Program for Indians (SDPI) 

(7). In partnership and consultation with tribal leadership, 

IHS provided SDPI grants to create and enhance approxi- 

mately 400 new diabetes prevention and treatment programs 

in AIl/AN communities in the 35 states that contain the 12 

IHS administrative areas. 

If the increase in diagnosed diabetes described in this report 

represents an increase in the actual total prevalence (i.e., diag- 

nosed plus undiagnosed) of diabetes among AI/ANs aged 

<35 years, that would be of particular concern. Earlier onset 

of diabetes increases the lifetime duration of disease and thus 

the risk for costly and disabling complications (4). The large 

increase among young females also is of concern because dia- 

betes is a major cause of congenital anomalies, malformations, 

and perinatal death in the offspring of young women with 

diabetes (4). Furthermore, the children of mothers with dia- 

betes during pregnancy might be at increased risk for having 

diabetes themselves (3). The greater prevalence of diagnosed 

diabetes among AI/AN females might have resulted from a 

greater number of health-care visits (e.g., for prenatal care) 

compared with males (5). Increasing rates of diabetes detected 

during pregnancy screening (8) might explain why the great- 

est APC was among females aged 25—34 years. Why the preva- 

lence of diagnosed diabetes among males aged 25—34 years 

remained level during 2000—2004 is unknown. 

lhe findings in this study are subject to at least five limita- 

tions. First, the data underestimate the actual prevalence of 

diabetes because they do not include information on persons 

with undiagnosed diabetes. Second, outpatient visits for dia- 

betes screening might have been miscoded as diabetes visits, 

resulting in overestimates of the prevalence of diagnosed dia 

betes if the screening results were negative. Third, lack of clini- 

cal data did not enable distinguishing between type | and 

type 2 diabetes. However, previous studies have determined 

that, among AI/ANs, diabetes is predominantly type 2 (3,4). 

Fourth, approximately 6% of persons using IHS health-care 
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FIGURE. Prevalence* of diagnosed diabetes among American Indians and Alaska Natives aged <35 years, by sex and age group — 
United States, 1994-2004 

Male 

“Per 1,000 population in age group 

- > A 5 tide ] , 3 : Services — excluded from this analysis because of incom prevention available by telephone, RO0-( [)¢ INI £>. oO! 

plete data. Finally, data on diabetes prevalence were not col e-mail, cdc-info@cdc.gov). Information regarding a related 
lected for the 40% of the AI/AN population who do not us« CDC exhibit is available at http://www.cdc.gov/gcc/exhibit 

IHS or tribally operated health-care facilities (5). However, exhibitions_changing.htm. 

despite these limitations, previous research has indicated that 
References 
Cp [) IHS data are sufficiently consistent over time to estimate 

trends (2 

Randomized controlled trials such as the Diabetes Preven 

tion Program (DPP) have determined that lifestyle interven 

tions to reduce weight and increase physical activity can prevent 

or delay diabetes among adults at risk (9). In 2004, as part of 

the SDPI, IHS awarded 36 diabetes-prevention demonstra 

tion projects to translate DPP findings at the local level. In 

2006, in collaboration with IHS, the American Association 

of Indian Physicians, and other partners, the National Diabe- 

tes Education Program (NDEP) distributed the “Move It! And 

Reduce Your Risk for Diabetes” kit to schools to help increase 

physical activity among young AI/ANs (available at http: 

www.ndep.nih.gov/diabetes/aian/moveit.htm). NDEP is a 

program sponsored by CDC and the National Institutes of 

Health to promote diabetes prevention and also control strat 

egies for improving the treatment and outcomes of persons 

with diabetes. 

In collaboration with IHS, CDC established the Native 

Diabetes Wellness Program (formerly the National Diabetes 

Prevention Center) to identify and share culturally relevant 

ate interventions. One activity of this program 

development and dissemination of The Eagle Books 

series for children, which focuses on physical activity, eating 
| | | | 

healthy foods, and learning about health and diabetes i 
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West Nile Virus Activity — 

United States, 

January 1-November 7, 2006 

This report summarizes West Nile virus (WNYV) surveil- 

lance data reported to CDC through ArboNET as of 3 a.m. 

7, 2006. A total of 41 

states and the District of Columbia had reported 3,830 cases 

of human WNV illness to CDC (Figure, Table). 

\ rotal of 2,093 (55%) cases for which such data were avail- 

Mountain Standard Time, November 

able occurred in males; median age of patients was 51 years 

ge: 3 months—99 years). Dates of illness onset ranged 

from January 6 to October 22; a total of 119 cases were fatal. 

\ cotal of 306 presumptive West Nile viremic blood donors 

PVDs) have been reported to ArboNET during 2006. Of 

these, 42 were reported from Nebraska; 33 from Texas; 26 

from Colorado; 24 from Utah; 20 from Louisiana; 15 from 

California; 13 each from Arizona and Oklahoma; 12 from 

South Dakota; 11 each from Kansas and North Dakota; 10 

each from lowa, Mississippi, and Wisconsin; seven cach from 

Indiana and Ohio; six from Idaho; five each from Minnesota 

ind Virginia; four each from Kentucky, Missouri, and 

Montana; 

Michigan; and one each from Arkansas, Maryland, New York, 

Oregon, Pennsylvania, and Wyoming. Of the 306 PVDs, three 

persons (median age: 7 

three each from Illinois and Nevada; two from 

3 years [range: 26-74 years}) subse- 
1 quently had neuroinvasive illness, two persons (median age: 

+5 years |range: 41—49 years]) subsequently had other illness, 

and 65 persons (median age: 47 years [range: 17—71 years]) 

subsequently had West Nile fever. 

FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2006* 

TABLE. Number of human cases of West Nile virus (WNV) 
illness, by state — United States, 2006* 

West Other Total 
Neuroinvasive Nile clinical/ reported 

State disease’ fever’ unspecified’ to CDC** Deaths 

@® Human WNV iliness 
human WNV infection only 

f November 7, 2006 

Alabama 7 0 7 
Arizona 45 131 
Arkansas 21 26 
California 76 
Colorado 60 
Connecticut 7 
District of Columbia 0 
Florida 3 
Georgia 2 
Idaho 
Illinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Jersey 
New Mexico 
New York 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
South Dakota 
Tennessee 
Texas 
Utah 
Virginia 0 : + 
Washington ‘ 3 
West Virginia ) ( 1 
Wisconsin C ) 20 
Wyoming 40 10 65 
Total 2,324 167 3,830 119 

* As of November 7, 2006 
' Cases with neurologic manifestations (i.e., West Nile meningitis, West 
Nile encephalitis, and West Nile myelitis) 

3’ Cases with no evidence of neuroinvasion 
1 IlInesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV illness reported to ArboNET by 
state and local health departments 
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In addition, 3,214 dead corvids and 745 other dead birds 

with WNV infection have been reported in 42 states and New 

York City during 2006. WNYV infections have been reported 

in horses in 34 states, in one squirrel in Kansas, and in two 

unidentified animal species in North Carolina and Wyoming. 
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QuickStats 

FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 

Prevalence of Obesity* Among Adults Aged >20 Years, by Sex — 

National Health and Nutrition Examination Survey (NHANES), 

United States, 1999-2000 Through 2003-2004 

40 + 

Women 

* Defined as having a body mass index (weight [kg]/height [m<]) >30 

From 1999-2000 through 2003-2004, the prevalence of obesity among men increased significantly from 27.5% 
to 31.1%. During the same period, no significant change occurred among women, 33.2% of whom were obese 
in 2003-2004. Additional information regarding NHANES is available at http://www.cdc.gov/nchs/nhanes.htm. 

SOURCE: Ogden CL, Carroll MD, Curtin LR, McDowell MA, Tabak CJ, Flegal KM. Prevalence of overweight 
and obesity in the United States, 1999-2004. JAMA 2006;295:1549-55 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending November 4, 2006 (44th Week)* 

5-year 
Current Cum weekly otal cases reported for previous years 

Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
3 Anthrax 

Botulism 
foodborne 
nfant 
ther (wound & unspecified 

Brucellosis 
Chancroid 
Ch é 
Cyc losporiasis 
Diphtheria 
Domestic arbov 

California 
eastern e 
Powassar 
St. Louis 
westerr 

10SIS 
yuMan granul 

1 monocytic 
1 (other & unspe 
wus influenzae 

ise 

a 

Vector 

f HIV/AIDS Prevention. Natior r for AIDS, Vir patit S 1d TB Pr i yosed). Implementation of 
Pediatric HIV ’ t grading of the national HIV 

vagement system. Da V/AIDS are 
to the Influenza [ 

easies cases were reported for the current week 
Data for meningococcal disease (all serogroups and unknown serogroups available in Table 

fr ports to the Division of Viral and Rickettsial Diseases, National Center for Zoc ect and Enteric Diseases (proposed weekly t 



1208 MMWR November 10, 2006 

TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006 1d November 5. 2005 
(44th Week)* 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Giardiasis Gonorrhea 
Haemophilus influenzae, invasive 

All ages, all serotypes 
Previous 

Current 52 weeks 
Reporting area week Med Max 

Current 
Previous 
52 weeks Cum Cum 

Max 2006 2005 

Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 

United States 
New England 
,onnectic 

Ma 
Massachus 
New Hampst 
Rhode Island 
Vermont 

Mid. Atlantic 
New Jersey 

w York (Upstate 
Cit rK y 

vania 

S. Atlantic 
JeCIaV 

E.S. Central 
Alat 

W.S. Central 

Pacific 
Alaska 

2790 59 279,525 
4,809 
2,020 

29 40 142 1,728 1,900 
19 132 

) 4 

8 
4 

,) 

mmonwealth of Northern Mariana Isiar 

jJata for reporting year 200€ 
data reported through the Natic 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Hepatitis (viral, acute), by type 
A B 

Previous 
Current 52 weeks 

Reporting area week Med Max 

Previous 
Cum Current 
2005 

Cum 
2006 

—22 weeks _ 
week Med Max 

Cum 
2005 

Cum 
2006 

Legionellosis 
Previous 

Current 52 weeks 
week Med Max 

Cum 
2006 

United States 
New England 

Mid. Atlantic 

E.N. Central 

W.N. Central 

S. Atlantic 

E.S. Central 

W.S. Central 

Mountain 

Pacific 

41€ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Lyme disease 
Previous Previous 

Current 52 weeks Current 52 weeks 
Reporting area week Med week Med 

Malaria 

United States 
New England 
Connecticut 
Maine 
Masse 

23 

Mid. Atlantic 
New Jersey 

York (Upstate 
York City 

ar 

W.N. Central 

Kan 
Min 

JaK 

S. Atlantic 

vVE rgir 
E.S. Central 
Aidba 

W.S. Central 

Pacific 
Aiaska 

nmonwealth of Northern Mariana Islands 
No reported cases icf 2ar-t 

for reporting year 2006 is provisiona 
4 reported through the National Electronic Disease Surveillance System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 

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

Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 

United States ) ) 1,03 13 58 589 63 
New England 

Mid. Atlantic 

E.N. Central 

W.N. Central 

S. Atlantic 

E.S. Central 

W.S. Central 

Mountain 

Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Rabies, animal Rocky Mountain spotted fever Salmonellosis 

Current 
Reporting area week 

Previous 
52 weeks Cum 

Max 2006 

Previous 
Cum Current 52 weeks Cum Cum Current 
2005 week Med Max 2006 2005 week 

Previous 
52 weeks Cum 

Med Max 2006 
United States 36 
New England 
( nnecticut 

Mid. Atlantic 
New Jersey 

E.S. Central 
AlaDa 
Kentucky 

W.S. Central 
Arka 

exa 

Mountain 
Ar 

5,194 
583 
182 

39 246 5.183 12 1,816 521 696 
62¢ é 2 3 8 

2,291 35,004 
440 1,644 
43 
10 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 4 é } 4 837 87 48 1,013 10,824 12,885 34 } 283 4,126 3,873 
New England 

Mid. Atlantic 

E.N. Central 

W.N. Central 

S. Atlantic 

E.S. Central 

W.S. Central 

Mountain 

Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous 

Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 

Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 

United States 34 52 33.4 

New England 

NA xiF z : 

Mid. Atlantic 

Penns 

E.N. Central 

MA 

W.N. Central 

S. Atlantic 

E.S. Central 

Kent 

W.S. Central 

Mountain 
Ariz 

Pacific 

¢ 7 
week Med Max 2006 2005 week Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 4, 2006, and November 5, 2005 
(44th Week)* 

West Nile virus disease 
Neuroinvasive Non-neuroinvasive 

Previous Previous 
52 weeks Cum Sum Current 52 weeks Cum 

Max 2006 week Med Max 2006 
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TABLE Ill. Deaths in 122 U.S. cities," week ending November 4, 2006 (44th Week) 
All causes, by age (years) All causes, by age (years) 

Reporting Area 
All 

45-64 | 25-44] 1-24 
Pal’ 
Total 

All 
Ages >65 45-64 Reporting Area 25-44 | 1-24 

New England 

Mid. Atlantic 

E.N. Central 
Ak YH 

Ages >65 
5( 366 80 25 15 S. Atlantic 17é 716 292 98 39 

At anta GA 52 3 1 
Baltimore, MD 
Charlotte, NC 
Jacks« 
MA 

E.S. Central 
Birminahar 

. Central 
, TX 

W.S 

Mountai 
Albt 

Pacific 
Berke 

sported cases 
are volt 

that the 

1 mett g met 
weekly rer 

aCe i@) f its 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals November 4, 2006, with historical data 

Notifiable Disease Data Team and 122 Cities Mortality Data ] 
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