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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
March 5, 1988 and March 7, 1987 (9th Week) 

Aseptic Encephalitis 
Gonorrhea 

Hepatitis (Viral), by type 
Legionel-AIDS Men in-

Primary Post-in- (Civilian) A B NA,NB Unspeci- losis 
Reporting Area gitis fectious fied 

Cum. Cum. Cum. Cum. Cum. I Cum. Cum. Cum. Cum. Cum. Cum. 
1988 1988 1988 1988 1988 1987 1988 1988 1988 1988 1988 

UNITED STATES 4,574 638 104 10 117,664 147,269 4,102 3,094 354 359 99 

NEW ENGLAND 216 35 3.438 5,194 147 231 50 28 
Maine 9 2 84 184 9 12 1 1 
N.H. 4 7 63 76 10 6 3 1 
Vt. 2 1 35 32 2 7 1 
Mass. 106 16 1,143 1,927 95 171 39 25 
R.I. 12 8 276 417 21 22 5 
Conn. 83 1 1,837 2,558 10 13 1 

MID. ATLANTIC 1,403 83 11 15,069 23,609 219 339 20 23 16 
Upstate N.Y. 247 40 8 1,856 2,771 142 81 10 2 14 
N.Y. City 649 12 2 5,700 13,348 24 158 15 
N.J. 366 31 1 2,753 2,656 53 100 10 6 
Pa. 141 4,760 4,834 

E.N. CENTRAL 397 91 14 19,780 20,027 426 321 20 22 32 
Ohio 66 42 7 4,764 4,330 295 108 7 2 12 
Ind. 16 12 2 1,876 1,526 18 36 1 9 3 
Ill. 206 5,645 6,Q43 13 14 1 
Mich. 89 33 6,317 6,338 90 148 10 10 13 
Wis. 20 4 1,178 1,790 10 15 2 4 

W.N. CENTRAL 107 31 9 4,750 5,980 275 145 14 9 
Minn. 28 10 1 664 972 7 16 1 
Iowa 6 7 5 372 580 16 19 4 4 
Mo. 40 5 2,627 3,034 116 76 4 1 
N.Dak. 26 74 1 2 1 
S.Dak. 3 4 102 125 1 
Nebr. 9 1 263 364 26 14 
Kans. 21 4 696 831 109 17 

S. ATLANTIC 790 145 12 32,684 38,058 206 647 41 63 18 
Del. 11 4 1 472 548 1 16 1 1 2 
Md. 95 14 1 2,940 3,614 35 101 3 2 3 
D.C. 73 4 2,106 2,325 2 3 2 
Va. 58 13 2,486 3,118 24 35 8 42 
W. Va. 3 4 286 278 1 11 1 3 
N.C. 63 32 5,401 5,625 34 121 9 5 
S.C. 28 3 2,537 3,664 5 117 2 1 
Ga. 118 14 6,149 6,485 25 110 1 1 
Fla. 341 57 10,307 12,401 79 133 14 8 

E.S. CENTRAL 133 38 10 8,993 10,643 89 173 23 4 6 
Ky. 4 19 3 799 1,076 74 23 8 2 3 
Tenn. 72 4 3 2,744 3,665 9 76 10 1 
Ala. 41 12 4 3,243 3,484 3 70 5 2 
Miss. 16 3 2,207 2.418 3 4 

W.S. CENTRAL 314 37 14,247 16,434 369 170 18 64 
Ark. 19 2 1,171 1,636 42 11 2 
La. 70 4 3,519 3,433 10 37 2 3 
Okla. 12 4 1,165 1,755 137 29 3 8 
Tex. 213 27 8,392 9,610 180 93 13 51 

MOUNTAIN 193 27 10 2,538 3,800 600 272 36 44 8 
Mont. 4 1 68 85 14 12 2 2 
Idaho 1 62 136 24 17 1 
Wyo. 1 35 62 1 2 2 1 
Colo. 63 639 788 28 38 3 18 4 
N.Mex. 11 258 424 118 28 1 
Ariz. 72 7 843 1,363 314 121 15 16 
Utah 14 6 118 161 69 20 9 7 
Nev. 27 4 515 781 32 34 3 1 

PACIFIC 1,021 151 32 16,165 23,524 1,771 796 132 110 7 
Wash. 71 1,136 1,533 295 73 14 10 4 
Oreg. 44 551 797 387 126 16 4 
Calif. 878 128 31 14,105 20,577 1,018 578 99 94 
Alaska 6 4 198 405 71 12 2 2 
Hawaii 22 19 175 212 7 1 

Guam 26 43 1 2 
P.R. 99 6 268 439 48 4 9 
V.I. 1 70 38 2 
Amer. Samoa 77 
C.N.M.I. 23 

N: Not notifiable U: Unavailable C.N.M.I.: Commonwealth of the Northern Mariana Islands 

Leprosy 

Cum. 
1988 

17 

12 

12 
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TABLE Ill. (Cont'd.) Cases of specified notifiable diseases, United States, weeks ending 
March 5, 1988 and March 7, 1987 (9th Week) 

Measles (Rubeola) Men in-
Malaria 

Indigenous I Imported* I Total 
go coccal Mumps Pertussis Rubella 

Reporting Area Infections 
Cum. 1988 I Cum. J 19881 Cum. I Cum. Cum. 19881 Cum. 19881 Cum. I Cum. 1988 1 Cum. J Cum. 
1988 1988 1988 1987 1988 1988 1988 1987 1988 1987 

UNITED STATES 107 49 297 4 17 308 596 61 620 43 277 307 25 36 

NEW ENGLAND 12 6 53 49 
Maine 1 10 
N.H. 5 16 
Vt. 2 
Mass. 25 16 
R.I. 10 
Conn. 11 

MID. ATLANTIC 13 12 67 67 45 37 11 32 
Upstate N.Y. 8 12 24 13 5 23 
N.Y. City 3 4 39 5 
N.J. 2 1 16 11 
Pa. 12 63 15 13 1 

E.N. CENTRAL 10 36 63 19 173 4 20 52 
Ohio 4 26 14 33 1 3 19 
Ind. 5 14 3 8 
Ill. 10 2 10 3 
Mich. 3 22 22 80 10 3 
Wis. 8 36 20 

W.N. CENTRAL 26 47 5 22 23 
Minn. 7 2 3 3 
Iowa 20 3 9 2 
Mo. 10 2 10 
N.Dak. 5 1 
S. Oak. 2 1 
Nebr. 2 
Kans. 15 

S. ATLANTIC 13 23 46 4 109 42 34 68 
Del. 2 
Md. 12 2 6 
D.C. 4 13 
Va. 12 4 27 
W.Va. 2 11 
N.C. 21 7 16 25 
S.C. 11 3 
Ga. 14 4 4 4 
Fla. 23 46 35 7 1 1 

E.S. CENTRAL 49 85 6 
Ky. 6 10 1 
Tenn . 29 73 
Ala. 13 1 
Miss. 1 N N 

W.S. CENTRAL 11 34 20 80 4 15 
Ark. 5 1 2 1 
La. 1 7 14 38 2 2 
Okla . 4 2 9 12 
Tex. 6 20 32 

MOUNTAIN 4 108 46 27 39 11 68 28 
Mont. 
Idaho 56 15 
Wyo. 1 1 2 
Colo. 108 8 4 11 2 9 
N.Mex. 45 6 N N 1 
Ariz. 1 4 1 23 
Utah 6 1 
Nev. 1 3 

PACIFIC 46 13 58 4 13 149 190 7 114 62 77 3 19 25 
Wash. 2 11 3 5 10 13 
Oreg . 4 21 11 N N 2 9 1 
Calif. 39 13 58 4§ 12 127 160 4 106 4 32 40 17 22 
Alaska 1 1 3 1 3 
Hawaii 7 17 12 

Guam 1 
P.R. 23 4 2 
V.I. 8 
Amer. Samoa 
C.N.M.I. 

*For measles only, imported cases includes both out-of-state and international importations. 
N: Not notifiable U: Unavailable tlnternational §Out-of-state 
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TABLE Ill. (Cont'd.) Cases of specified notifiable diseases, United States, weeks ending 
March 5, 1988 and March 7, 1987 (9th Week) 

Syphilis (Civilian) Toxic- Tula- Typhoid Typhus Fever Rabies, shock Tuberculosis (Tick-borne) 
Reporting Area 

(Primary & Secondary) Syndrome remia Fever {RMSF) Animal 

Cum. I Cum. Cum. Cum. l Cum. Cum. Cum. Cum. Cum. 
1988 1987 1988 1988 1987 1988 1988 1988 1988 

UNITED STATES 6,025 5,916 43 2,776 3,023 16 54 13 448 

NEW ENGLAND 160 87 4 48 73 
Maine 2 1 2 7 
N.H. 2 1 2 3 
Vt. 1 1 
Mass. 66 50 30 21 4 
R.I. 6 7 4 
Conn. 84 35 9 37 

MID. ATLANTIC 1,183 822 8 539 563 8 48 
Upstate N.Y. 62 29 4 109 113 1 
N.Y. City 826 551 1 206 258 1 
N.J. 134 101 2 109 92 6 
Pa . 161 141 1 115 100 48 

E.N. CENTRAL 202 181 4 358 381 9 
Ohio 18 16 3 71 74 
Ind. 17 12 27 22 
Ill. 100 117 152 151 
Mich. 64 23 89 123 
Wis. 3 13 19 11 

W.N. CENTRAL 32 28 75 89 68 
Minn. 3 4 13 18 29 
Iowa 3 5 2 6 8 13 
Mo. 16 14 4 33 51 1 
N. Dak. 1 1 1 4 
S.Dak. 1 11 2 16 
Nebr. 4 4 3 1 
Kans. 4 7 6 4 

S. ATLANTIC 2,092 1,983 612 589 9 147 
Del. 28 17 3 9 
Md. 110 101 46 51 41 
D.C. 106 61 30 20 
Va . 70 45 83 67 49 
W. Va. 1 1 15 24 9 
N.C. 135 121 40 60 
S.C. 101 120 65 66 9 
Ga. 335 307 90 56 32 
Fla . 1,206 1,210 240 236 7 

E.S. CENTRAL 362 397 224 284 3 26 
Ky. 11 3 71 60 3 18 
Tenn. 148 195 48 76 
Ala . 117 85 77 95 
Miss. 86 114 28 53 

W.S. CENTRAL 639 840 285 275 62 
Ark. 22 37 22 16 15 
La. 114 130 50 63 
Okla . 31 25 35 35 4 
Tex. 472 648 178 161 43 

MOUNTAIN 119 123 39 85 40 
Mont. 2 7 6 30 
Idaho 1 10 
Wyo. 
Colo. 17 20 5 13 
N. Mex. 13 11 13 17 3 
Ariz. 25 64 12 34 4 
Utah 6 1 
Nev. 56 20 4 

PACIFIC 1,236 1,455 3 596 684 24 46 
Wash . 14 25 27 26 2 
Oreg. 45 30 23 19 3 
Calif. 1,171 1,397 3 512 585 17 44 
Alaska 2 7 16 2 
Hawaii 1 27 38 

Guam 1 2 
P.R. 103 182 33 41 14 
V.I. 1 2 1 1 
Amer. Samoa 51 20 
C.N.M.I. 

U: Unavailable 
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Reporting Area 

NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn. 
Cambridge, Mass. 
Fall River, Mass. 
Hartford, Conn. 
Lowell, Mass. 
Lynn, Mass. 
New Bedford, Mass. 
New Haven, Conn. 
Providence, R.I. 
Somerville, Mass. 
Springfield, Mass. 
Waterbury, Conn. 
Worcester, Mass. 

MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa. 
Buffalo, N.Y. 
Camden, N.J. 
Elizabeth, N.J. 
Erie, Pa .t 
Jersey City, N.J. 
N.Y. City, N.Y. 
Newark, N.J . 
Paterson, N.J. 
Philadelphia, Pa. 
Pittsburgh, Pa.t 
Reading, Pa. 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa.t 
Syracuse, N.Y. 
Trenton, N.J. 
Utica, N.Y. 
Yonkers, N.Y. 

E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill.§ 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, Ind. 
Fort Wayne, Ind. 
Gary, Ind. 
Grand Rapids, Mich. 
Indianapolis, Ind. 
Madison, Wis. 
Milwaukee, Wis. 
Peoria, Ill. 
Rockford, Il l. 
South Bend, Ind. 
Toledo, Ohio 
Youngstown, Ohio 

W.N. CENTRAL 
Des Moines, Iowa 
Duluth, Minn. 
Kansas City, Kans. 
Kansas City, Mo. 
Lincoln, Nebr. 
Minneapolis, Minn. 
Omaha, Nebr. 
St. Louis, Mo. 
St. Paul, Minn. 
Wichita, Kans. 

TABLE IV. Deaths in 121 U.S. cities,* week ending 
March 5, 1988 (9th Week) 

All Causes, By Age (Years) 
P&l** 

All Causes, By Age (Years) 

A~~s~ '"'65145·64125·4411-241 < 1 Total 
Reporting Area 

A~~. I '"'65145·64125-4411-241 <1 

650 475 120 32 14 9 65 S. ATLANTIC 1,511 957 310 154 35 54 
204 133 46 14 6 5 26 Atlanta, Ga. 214 126 52 21 6 9 
39 28 6 5 1 Baltimore, Md. 262 170 44 33 7 8 
23 20 3 4 Charlotte, N.C. 82 54 19 5 1 2 
33 26 7 1 Jacksonville, Fla . 119 77 27 11 1 3 
47 38 6 2 1 2 Miami, Fla. 140 80 34 20 1 5 
27 19 7 1 3 Norfolk, Va . 59 42 10 3 3 1 
15 12 2 1 2 Richmond, Va . 87 56 18 7 1 5 
28 25 2 1 1 Savannah, Ga. 46 29 10 5 2 
53 36 7 6 2 2 5 St. Petersburg, Fla. 108 90 9 1 2 6 
43 32 8 2 1 3 Tampa, Fla. 84 46 23 8 2 5 

7 6 1 Washington, D.C. 279 163 58 39 9 10 
38 28 7 1 1 1 8 Wilmington, Del. 31 24 6 1 
45 33 9 2 1 8 

E.S. CENTRAL 619 47 48 39 9 1 915 193 26 30 
Birmingham, Ala . 127 85 29 4 3 6 

2,979 2,009 585 263 58 64 185 Chattanooga, Tenn. 84 64 12 4 1 3 
54 42 8 3 1 1 Knoxville, Tenn. 88 59 19 3 5 2 
15 12 2 1 Louisville, Ky. 141 83 39 12 4 3 

123 89 22 7 3 2 17 Memphis, Tenn. 182 118 37 9 8 10 
39 23 9 5 2 2 Mobile, Ala . 97 72 18 2 3 2 
26 19 4 3 4 Montgomery, Ala. 53 38 11 3 1 
48 37 8 2 1 4 Nashville, Tenn. 143 100 28 10 2 3 
50 31 9 7 1 2 1 

W.S. CENTRAL 1,578 1,009 332 181 31 25 82 1,555 1,044 305 122 44 40 

70 32 16 7 6 9 6 Austin, Tex. 90 65 14 6 4 1 

34 18 8 3 5 2 Baton Rouge, La . 70 53 14 1 2 

395 287 71 20 7 10 25 Corpus Christi , Tex.§ 44 35 4 2 3 
82 60 17 2 1 2 Dallas, Tex. 267 179 47 25 10 6 

36 27 6 2 1 4 El Paso, Tex. 67 46 11 4 4 2 

119 92 23 4 15 Fort Worth, Tex 103 73 16 9 3 2 

32 29 2 1 3 Houston, Tex.§ 308 176 74 34 13 11 

36 33 3 2 Little Rock, Ark. 93 60 26 3 2 2 
141 96 26 12 3 4 12 New Orleans, La . 93 60 19 12 2 
40 26 11 2 1 2 San Antonio, Tex. 254 169 48 21 4 12 
35 27 5 2 1 2 Shreveport, La . 51 39 10 1 1 

26 20 3 2 1 1 Tulsa, Okla. 115 89 22 4 

2.479 1,654 531 165 52 77 136 MOUNTAIN 716 461 145 64 27 19 

64 46 8 7 3 3 Albuquerque, N. Mex. 88 65 11 8 4 

32 25 5 1 1 8 Colo. Springs, Colo. 40 25 10 3 2 
564 362 125 45 10 22 16 Denver, Colo. 125 83 20 12 6 4 

159 106 39 8 4 2 26 Las Vegas, Nev. 138 92 27 14 3 2 
199 121 50 15 5 8 4 Ogden, Utah 11 7 4 
125 82 34 9 2 Phoenix, Ariz. 116 64 29 11 5 7 
127 85 30 8 3 1 Pueblo, Colo. 22 12 7 2 1 
293 165 77 29 7 15 7 Salt Lake City, Utah 43 22 7 7 2 5 
49 41 4 3 1 4 Tucson, Ariz. 133 91 30 7 4 1 

64 44 8 5 4 3 4 PACIFIC 2,391 1,642 430 185 63 62 
22 12 5 2 1 2 Berkeley, Calif. 23 15 4 3 1 
71 54 8 6 3 12 Fresno, Calif. 93 59 25 4 2 3 

194 125 43 10 5 11 6 Glendale, Calif. 30 21 6 3 
41 26 9 3 3 5 Honolulu, Hawaii 65 45 14 2 1 3 

158 105 33 12 4 4 7 Long Beach, Calif. 131 97 19 10 5 
51 40 7 1 1 2 8 Los Angeles Calif. 615 406 104 62 27 8 
47 37 9 1 8 Oakland, Calif. 87 57 17 5 2 6 
47 41 6 5 Pasadena, Calif. 39 25 6 3 5 
91 74 14 3 9 Portland, Oreg. 189 138 30 13 6 2 
81 63 17 1 2 Sacramento, Calif. 190 136 35 9 3 7 

865 621 163 44 19 18 54 San Diego, Calif. 235 163 44 16 6 5 
86 65 14 3 4 8 San Francisco, Calif. 195 121 47 20 1 6 
20 16 4 1 San Jose, Calif. 221 159 37 15 7 3 
46 31 7 7 1 1 Seattle, Wash. 165 112 28 15 2 8 

149 96 36 10 2 5 8 Spokane, Wash. 67 54 9 2 2 
40 32 6 2 1 Tacoma, Wash . 46 34 5 6 1 

147 112 21 7 3 4 10 TOTAL 14,061tt 9,482 2,782 1,076 338 373 
106 79 20 3 2 2 9 
159 108 35 10 3 3 6 

52 34 11 2 2 3 
60 48 9 2 1 10 

P&l•• 

Total 

91 
12 
18 
4 
9 
1 
3 
8 
6 
7 
8 

15 

91 
10 
10 
11 
4 

17 
14 
9 

16 

100 
6 
3 
3 

13 
5 
5 
7 

17 

20 
7 

14 

43 
5 
9 
5 
7 
2 
4 
3 
2 
6 

226 
2 

14 
3 
9 

25 
41 

4 
6 

15 
28 
26 

6 
24 

6 
8 
9 

991 

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

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

ttTotal includes unknown ages. 
§Data not available. Figures are estimates based on average of past 4 weeks. 
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Injury Prevention - Continued 

Cigarette smoking and alcohol use are important contributors to residential 
fires (9 ). Cigarettes are involved in half of all deaths caused by residential fires. 
Typically, these fires occur late at night when people fall asleep while smoking in bed. 
About 40% of the victims of residential fires who have been studied have had blood 
alcohol concentrations ;:;=:0.1 mg/dl. Alcohol use probably contributes to the occur­
rence of fires and also impairs the escape of intoxicated individuals. 

Smoke detectors halve the risk of death in residential fires ( 10 ). Thus, the 
increased ownership of smoke detectors (from 5% in 1970 to 75% in 1985) has 
probably helped reduce the rate of residential fire deaths. Public education efforts 
have heightened awareness of the safety value of detectors; the cost of detectors has 
substantially decreased; and there are more laws requiring smoke detectors in 
homes. Blacks and the elderly are less likely than other groups to own smoke 
detectors ( 11 ). 

By 1990, the number of unintentional deaths from firearms should be held to no 
more than 1,700 (baseline cases in 1978: 1,806). 

Status: The number of deaths in 1984 was 1,668. This objective has already been 
met. Despite this success, 287 (17%) ofthese 1,668 unintentional deaths from firearms 
occurred among children under 15 years of age; 34 occurred among children under 
5; and 253, among children 5-14. Unintentional firearm injuries have the greatest 
impact on young males, minorities, and rural residents. About half of these fatalities 
occur at home. 

Firearms rank second, behind motor vehicles, as the most important cause of 
injury mortality ( 12 ). In 1984, firearms accounted for 31,361 deaths (1 ,688 uninten­
tional injuries, 17,113 suicides, 11,825 homicides, 253 legal interventions, and 482 of 
undetermined intent). Each year, there are about 15 firearm-related deaths for every 
100,000 individuals. By comparison, there are 20 motor vehicle fatalities per 100,000. 

By 1990, the rate of suicide among people 15 to 24 years of age should be below 
11.0/100,000 population (baseline rate in 1978: 12.1/100,000). 

Status: The 1984 rate was 12.2/100,000. This is the only injury control objective for 
which the rate is not declining. Although the youth suicide rate did not change 
significantly between 1978 and 1984, the 1978 rate was nearly 200% above the 1950 
rate ( 13 ). This increase had been steady and consistent from the mid-1950s until 
1977, when it reached a peak of 13.6/100,000. The rate leveled out at 12.1 in 1978. The 
rates for persons 15-19 years of age increased from 7.9 to 9.0 between 1978 and 1984. 
During that period, the rate for persons 20-24 years of age decreased slightly, from 
16.5 to 15.6. 

White males 20-24 years of age have the highest youth suicide rate. The rate for 
this age group is almost twice the rate for white males aged 15-19. The male-to­
female ratio of youth suicide rates is approximately 5:1. Firearms are the most 
common method of suicide for both males and females 15-24 years of age; the 
increase in firearm suicides accounted for most of the increase in the youth suicide 
rate over the past 30 years. 

A number of risk factors have been suggested to be associated with youth suicide 
( 14 ), including serious psychiatric problems; a previous suicide attempt; a family 
history of suicide; abnormally low levels of 5-hydroxyindoleacetic acid, an important 
neurotransmitter; widowed or divorced marital status; substance abuse; exposure to 
suicide directly, through knowing the victim, or indirectly, through the media; and 
the presence of firearms in the home. 
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Injury Prevention - Continued 

Various preventive approaches have been advocated, but their effectiveness is not 
known ( 14 ). These approaches include 1) teaching youths to identify and understand 
feelings to help them cope with the types of problems that can lead to suicide, 2) early 
identification of youths at high risk of committing suicide and their referral for 
treatment, 3) school-based screening programs, 4) crisis centers and hotlines, 
5) improved training of health-care professionals in treating conditions that can lead 
to suicide; and 6) restriction of access to the lethal means of suicide. 

By 1990, the death rate from homicide among black males ages 15 to 24 should be 
reduced to below 60.0/100,000 (baseline rate in 1978: 70.7/100,000). 

Status: The 1984 rate was 61.51100,000. Among black males 15-24 years of age, 
more lives are lost from homicide than from any other cause. During the period 
1970-1984,31,920 homicide victims were black males 15-24 years of age. In general, 
both the numbers and rates of homicide for this group were highest during the early 
1970s and gradually declined to a 15-year low in 1984. The 1984 rate of 61.5/100,000 
represents a 13% decrease from the 1978 index year rate of 70.7. 

Most (61 %) homicides among black males 15-24 years of age occurred in the 
context of an argument or other nonfelony circumstance. More than half of the 
victims (53%) were killed by persons they knew; 20% were killed by strangers; and, 
for the remainder, the victim-assailant relationship was undetermined. More than 
75% of the young black victims were killed with firearms; 19% were killed with cutting 
or piercing instruments; 3%, with a bludgeoning instrument; and 2%, with other 
weapons. The homicide rate for black males 15-24 years of age is twice as high in 
metropolitan counties as in nonmetropolitan counties. 

Promising local community efforts to develop and implement homicide prevention 
programs have involved the collaboration of health, criminal justice, social service 
agencies, and many other entities. Other approaches to intervention include decreas­
ing the acceptance of behaviors that promote violence; developing strategies to 
reduce firearm-associated injuries; teaching nonviolent conflict-resolution skills; and 
improving the recognition, management, and treatment of victims of violence. These 
interventions must be evaluated for their ability to decrease injuries and deaths, their 
benefits and costs, and their social acceptability. 

Young black males should continue to be a focus for prevention efforts, but the 
problem of homicide among other blacks and other minorities should also be 
addressed ( 15 ). In addition, future efforts should address the tremendous morbidity 
associated with nonfatal interpersonal violence. 

Reported by: Office of Disease Prevention and Health Promotion, Public Health Svc, Dept of 
Health and Human Svcs. Div of Injury Epidemiology and Control, Center for Environmental 
Health and Injury Control, CDC. 

Editorial Note: Since 1979, when the health status objectives for nonoccupational 
injuries were selected, injury fatality rates have declined (Figure 1) ( 16 ). A broad 
range of federal agencies* participated in the 1987 injury progress review to identify 
areas of success and failure and to highlight areas for future efforts. Each federal 
agency represented many different constituencies within and outside government, 
including state and local agencies and private entities. 

*Participants represented the National Highway Traffic Safety Administration, National Institute 
on Aging, U.S. Consumer Product Safety Commission, U.S. Fire Administration, Health Re­
sources and Services Administration, National Institute for Mental Health, and the Centers for 
Disease Control. 



FIGURE 1. Progress toward meeting the 1990 objectives on injury control, by rates per 100,000 
population - United States, 1970-1984 
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Injury Prevention - Continued 

In 1985, the National Academy of Sciences (NAS) provided a major impetus to 
expand injury control activities by reviewing the nation's injury control needs ( 77 ), as 
requested by Congress. Responding to the NAS recommendations, Congress appro­
priated $10 million in 1986 and again in 1987 for a pilot program to create a center for 
injury control at CDC and to expand support for injury prevention research. CDC 
created the Center for Environmental Health and Injury Control (CEHIC) by bring­
ing together its units that work on both intentional and unintentional 
injuries ( 18 ). CEHIC is charged with 1) establishing surveillance systems and 
conducting and fostering prevention programs, 2) improving and expanding profes­
sional education and training, 3) collecting and analyzing data, and 4) serving as the 
lead federal agency in injury research and prevention. 

The 1990 objectives for injury control originally addressed only unintentional 
injuries, but this more comprehensive review addresses homicide and suicide and 
reflects the philosophy behind CDC's reorganization and the mandate from NAS and 
Congress. Thus, this review covers aspects of both intentional and unintentional 
injuries. Other 1990 objectives related to intentional injury will be addressed in a 
future report on the control of stress and violent behavior. 

Achieving the 1990 objectives in injury control and developing new objectives for 
the year 2000 will require the coordinated efforts of federal, state, and local agencies 
from health and other sectors; academic institutions; professional associations; and 
private entities. Injury control for the balance of the 1980s and into the next decade 
will focus on: 

1. Establishing and improving injury surveillance systems to permit accurate, timely 
characterization of injury problems at national, state, and local levels. 

2. Expanding injury control research focused on the 1990 objectives and other 
priorities and applying the findings to injury control programs. 

3. Developing rigorous approaches to the evaluation of injury control methods, 
implementing and evaluating selected demonstration programs for injury control, 
and disseminating the findings. 

4. Implementing effective injury control programs focused on priority problems of 
the locale; mobilizing the assistance of public, industrial, and private institutions; 
and coordinating the efforts of public agencies. 
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Erratum: Vol. 37, No.8 

p. 122 The last sentence in the second paragraph should have read, II Approximately 
two-thirds of the children in three large series of HSP reported symptoms of 
an upper respiratory infection during the month before onset ( 1,2,4 ). 11 
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Epidemiologic Notes and Reports 

Influenza Update - United States 

The following are indicators of influenza activity in the United States for the weeks 
ending February 13, 20, 27, and March 5. Numbers and percentages are provisional 
and may change as additional reports are received. 

Report Week Ending 

Feb Feb Feb Mar 
13 20 27 5 

1988 1988 1988 1988 
Influenza-associated morbidity levels reported 
by state and territorial epidemiologists 

Number of states reporting sporadic activity* 21 20 22 20 
Number of states reporting regional activity t 21 20 20 21 
Number of states reporting widespread activity§ 5 9 8 8 

Reports from sentinel physicians,; 
Patients seen with influenza-like illness, 
expressed as percentage of total patient visits 6.2 8.1 7.4 7.6 

Sentinel physicians reporting outbreaks, 
expressed as percentage of total number of 
reports received for week 48 49 51 60 

Pneumonia and influenza (P&I) mortality 
from 121 U.S. cities 

Percentage P&l deaths, upper limit of 
epidemic threshold 6.1 6.1 6.1 6.1 

Percentage P&l deaths, observed value 6.0 6.3 6.4 7.0 
Isolates reported by WHO Collaborating 
Laboratories and other laboratories 

Cumulative number of states reporting 
isolates of influenza A(H3N2)** 38 40 45 46 

Cumulative number of states 
reporting isolates of influenza A(H1 N1 )tt 3 5 8 12 

Cumulative number of states reporting 
isolates of influenza 8§§ 12 13 13 15 

*Sporadically occurring cases, no known outbreaks. 
toutbreaks in counties in which total population comprises < 50% of total state population. 
§Outbreaks in counties in which total population comprises 50% or more of total state 
population. 
~ 1 Members of the American Academy of Family Physicians who submit weekly influenza 
surveillance reports based on their patient population . 
**States without confirmed influenza A(H3N2) to date: Massachusetts, Nevada, New Hamp­
shire, and Rhode Island. 
ttstates reporting isolates of influenza A(H1 N 1) to date: Arkansas, Connecticut, Georgia, Maine, 
Maryland, Nebraska, New York, North Carolina, South Carolina, Texas, Virginia, and Vermont. 
Isolates from New York and Texas resemble influenza A/Taiwan/1/86(H1 N1 ). 
§§States reporting isolates of influenza B to date: Alabama, Arizona, California, Connecticut, 
Hawaii, Illinois, Maine, Montana, Nevada, New York, Ohio, Tennessee, Virginia, Washington, 
and Wisconsin. 
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FIGURE I. Reported measles cases - United States, Weeks 5-8, 1988 

IBBB CASES REPORTED c::J NO REPORTED CASES 
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