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Since mid-January, RVF in livestock has been detected in
districts surrounding Nairobi, signaling occurrence of the
outbreak in new areas. Reports also have been received of live-
stock and humans with illness consistent with RVF across the
border in Somalia, where discase assessment has been ham-
pered by ongoing security concerns. Several international or-
ganizations are collaborating to control the spread of the
" outbreak within Kenya and to other countries. Travelers should
take precautions when visiting RVF-affected areas. Generally,
the risk for RVF infection among travelers to Kenya is low;
unless they visit areas where an outbreak is occurring and are
bitten by infected mosquitoes ot come in contact with body
fluids, uncooked tissue, or aerosols from infected livestock.
No preventive RVF medications or licensed vaccines for
humans exist. Travelers to affected areas should reduce their
risk for infection by protecting themselves from mosquito bites
and by avoiding direct contact with livestock. Specific recom-
mendations for U.S. travelers are available at hrep://
www.cdc.gov/travel/other/2006/rift_valley_fever_kenyahtm.

To €ontrol the outbreak, KMOH launched several inter-
ventions, some of which might have limited the public health
impact of the outbreak. A ban on the slaughter of animals
(including during Eid-ul-azha, a religious holiday} was im-
posed in NEP and stricidy enforced. The Ministry of Live-
stock and Fisheries Development initiated a policy of
vaccinating apparently unaffected herds of livestock in dis-
tricts in which human or livestock RVF disease had been con-
firmed and also in adjacent districts; however, as of January
25, only a small proportion of livestock had been immunized.
Other interventions included heightened disease surveillance
among humans and animals, community mobilization, ani-
mal quarantines and restricted transport of livestock, and an
integrated vector-control strategy, including indoor residual
spraying and larviciding. RVF wards were established in which
appropriate infection-control measures were encouraged.

. Timely detection of this outbreak was aided by implemen-
ation of Integrated Disease Surveillance and Response™® within
most of the affected districts. A second factor contributing to
timely detection was initiation of RVFE laboratory-supported
field surveillance of febrile patients at outpadent clinics in
Garissa. Ongoing epidemiologic, entomologic, and veterinary
studies related to this outbreak continue to 1) identify factors
associated with severe forms of RVF illness and poor outcomes;
2) characterize the role of specific species of mosquitoes in
transmitting, maintaining, and spreading RVF virus; 3) assess
the economic impact of the outbreak; and 4) define the
impact of livestock immunization with live, attenuated RVF

*A sertegy of the African Regional Office of WHO thar aims to improve
availability and use of surveillance and laboratory data to control infectious
diseases that are the leading causes of deach, disability, and iliness in che reglon.

veterinary vactine on minimizing the spread of animal and
buman disease. Taking measures to decrease contact with
mosquitoes through use of repellents and bedners and avoiding
exposure to blood or tssues of animals that might be
infected are important protective measures for preventing RVE
Livestock vaccination alse can be an effective means of pre-
venting cases of human RVF if adequate vaccination
coverage and herd immunity are achieved.
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West Nile Virus Transmission
Through Blood Transfusion —
South Dakota, 2006

West Nile virus (WNV) transmission through blood trans-
fusion was first reported in 2002 (/,2), prompting rapid imple-
mentation of natonwide screening of blood donations for
WINV by 2003 (3,4). Screening strategies were developed
using minipool nucleic acid-amplification testing (MP-NAT)
based on six or 16 pooled donar samples. To improve sensi-
tivity of WNV detection, bloed-collection agencies (BCAs)
later implemented enhanced screening by individual dona-
ton NAT (ID-NAT), most often used when a given trigger
threshold of positive MP-NAT results is reached during the
WNV transmission season (5,6). This approach has been

effective, resulting in the detectien and interdiction of
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approximately 1,400 potentally infectious blood donations
during 2003-2005 and a reduction in recognized transfusion-
transmission events {7). A total of 23 confirmed WNV
transfusion-transmitted cases were reported in 2002, before
screening was implemented; six probable or confirmed cases
were detected in 2003 after MP-NAT screening was initiated,
one was detected in 2004, and none were detected in 2005
(7). This report describes the first WNV transfusion-
transmission cases detected since the initiation of enhanced
screening strategies using ID-NAT triggering. In 2006, two
immunosuppressed patients had onset of West Nile
neuroinvasive disease (WNND) after receiving blood prod-
ucts from a single infected donor despite a negative MP-NAT
result at the time of donarion. Although risk for transmission
has been substantially reduced as a result of roudne MP-NAT.
and wiggered ID-NAT screening, clinicians should be re-
minded that transfusion-transmitted WNV infections can still
oceur, and that immunosuppressed patients are more likely to
have onset of WNND.

In September 2006, the South Dakota Department of
Health (SDDH) was notified of WNND in a man-aged 82
years with end-stage renal disease who had received a kidney
transplant on August 25, 2006. Four days after the transplant
surgery, the patient received a transfusion of 2 units of packed
red blood cells (PRBC) for anemia. Ten days after surgery, the
patient was discharged to a long-term—care facility and con-
tinued to receive immunosuppressive therapy, including 750
mg of mycophenolate mofetil twice daily, 125 mg of
cyclosporin twice daily, and 20 mg of prednisone daily. Twenty-
one days after surgery, he hdd onset of fever, lethargy, and a
peti-incisional hematoma, prompting his readmission to the
hospital. The patient was treated empirically with broad-
spectrum antimicrobial and antifungal agents. Two days after
readmission (i.e., 23 days after transplant and 19 days after
PRBC transfusion), his mental status deteriorated rapidly. The
next day, his cerebrospinal fluid (CSF) had four white bleod
cells (WBC)/mm?, 46 red blood cells (RBC)/mm?; a protein
level of 58 mg/dL, and a glucose level of 67 mg/dL. Anti-
WNV immunoglobulin M (IgM) antibody was detected in
both serum and CSF by IgM antibody-capture enzyme-linked
immunosorbent assay (MAC-ELISA) performed at SDDH.
When the patient was discharged to a long-term~care facility
(36 days after his transplant surgery), his fever had resolved,
and his mental status had improved.

Because the patient had been hospiralized during the 2 weeks
before onset of his WINV-related illness, WNV transmission
by organ transplantation or blood transfusion was considered
more likely than transmission by mosquito bite. The kidney
donor’s premortem serum was negative for both anti-WNV
IgM and WNV RNA by MAC-ELISA and reverse transcription

polymerase chain reaction (RT-PCR). One other kidney trans-
plant recipient from the same organ donor had no symptoms
of WNV disease, and serum from this recipient was negative
for both anti-WNV IgM and WINV RNA. Traceback invest-
gation revealed that the panent with WNND had
received blood products from six different donors during the

. 8 weeks before symptom onset. No donor samples from the
- time of donation were available for testing. However, all

donors consented to have serum collected and tested for andi-
WNV IgM. One donor, the source of 1 PRBC unir trans-
fused into the patent with WNND 4 days after tansplant,
was IgM positive.

The implicated blood donor was 2 man from a rural area of
South Dakota where substantial WINV activity in birds, mos-
quitoes, and humans occurred during the 2006 transmission

~ season. He had not traveled outside of South Dakota during

the month before his last donation on August 4, 2006, He
did not report any symptoms consistent with WNV disease
duwring the 2 weeks before this donation or during the 3 sub-
sequent months. Because the BCA that collected the dona-
tion did not conduct routine screening for WNV, a sample of
the donor’s blood was sent for screening at an out-of-state
BCA, where the MP-NAT test result for six pooled samples,
including his donation, was negative. The out-of-state BCA
had a policy of triggering ID-NAT after two WINV-positive
MP-NAT results and more than one positive in 500 results
during a rolling 7-day period. Two positive MP-NAT results
had been detected by the testing BCA during the month
before this donation; however, the positive results occurred
more than 7 days apart and therefore did not trigger ID-NAT
testing,

After idemification of the IgM-positive donor, the platelet
and fresh frozen plasma (FFP) co-components from his whole
blood donation were traced. The platelet unit had been dis-
carded without being transfused. The FFP unithad been trans-
fused on August 10, 2006, into a man aged G0 years who had
received a kidney transplant in 2001 for end-stage renal dis-
ease atrributed to insulin-dependent diabetes mellitus. On the
same day as the transfusion, he had undergone surgical repair
of a spinal fracture cansed by a fall. He received a transfusion
of 15 blood products, including 6 units of FEE, one of which
was from the blood donor described in this report. One week
after surgery, he was discharged to a rehabilitation facility,
where he continued to receive immunosuppressive therapy,
including 4 mg tacrolimus twice daily and 500 mg
mycophenolate mofetil three times daily. Eleven days after the
surgery, he had onset of fever and was treated empirically with
antimicrobial and antifungal agents. Fifteen days after sur-
gery, lie had onser of tremors, encephalopathy, and acute left
arm paralysis unexplained by his previous injury but
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consistent with WINV-associated myelitis. The padent’s CSF
had four WBC/mm?3, zero RBC/mm?, a prozein level of 171
mg/dL, and a glucose level of 52 mg/dL. Ant-WNV IgM
was detected in the CSF by MAC-ELISA 2t SDDH. The
patietit’s fever, tremors, and encephalopathy resolved, but his
left arm paralysis persisted at the time of transfer to an out-of-
state hospital 5 days after symptom onset (20 days after sur-
gery). Three months later, the patient remained in a
long-term—care facility.

Reported by: L Kightlinger, PhD, South Dakota Dept of Health.
SM Brend, MPH, Iowa Dept of Heabh. ] Gorlin, MD, Memorial Blood
Centers, St. Paul: MM Kemperman, Minnesota Dept of Health.
MJ Kuchnert, MD, National Center for Preparcdness, Detection, and
Control of Infectious Diseases @ropa;ed); I Sgjvar, MD, GL Campbdl
MD, National Center for Zoonotic, Vector-Borne, and Enteric Diseases
{proposed); EC Farnon, MD, KD Ellingson, PAD, EIS officers, CDC.
Editorial Note: This report describes two cases of probable
transfusion-transmitted WNV from a common blood donor
despite a negative MP-NAT result at the time of donation.
The source of infection cannot be proven because blood
samples or co-components from the implicated donation were
unavailable for testing; however, evidence of WNND in two
recipients of blood products from 2 common donor with
serologic evidence of recent infection makes WINV transfusion-
wransmission probable. Because these two transfusion recipi-
ents were hospitalized for at least 2 weeks each before onset of
WINND, neither patient was likely to have acquired infection
from a mosquito bite. Furthermore, for the patient who un-
derwent transplant surgery on August 25, transmission
through the transplanted kidney is unlikely, given that
neither the organ donor nor the other organ recipient had
evidence of WNV infection.

Nationwide blood screening for WINV has been successful

in preventing transfusion-transmitted WNV (3). However, as
with all blood donation screening, infections can be transmit-
ted to transfusion recipients on rare occasions despite nega-
“ve donor test results. Although WNV transmission by blood
transfusion is rare, the cases described in chis report under-
scote the importance of clinical recognition, effective WNV
blood screening strategies, and investigation coordination.

Transfusion-transmmitted WINND mighr be difficult to rec-
ognize, but physicians should consider the disease as a pos-
sible diagnosis, particularly when unexplained neurologic
complications occur in immunosuppressed patients after trans-
fusion. Both patients described in this repore were kidney trans-
plant recipients who were immunosuppressed when they had
onset of WINND after receiving blood producr transfusions.
Although WNND occurs in Jess than 1% of WNV infections
overall (the majority of which are mosquito-borne), transplant
patients who acquire WNV infections have an estimated

forty-fold greater risk for developing WINND compared with
the general population (8). -

The results of this investigation highlight the potental for
false-negative MP-NAT results and the need to evaluate strat-
egies for wiggering ID-NAT donor screening; however, they
also underscore the rarity of WNV transfusion-transmission
events. Since ID-NAT triggering was fully implemented after
the start of the 2004 transmission season, no transfusion- -
transmitted cases had been detected until the cases described
in this report. Most false-negative MP-NAT results are caused
by low-level viremic donor samples in which WINV is unde-
tected by MP-NAT but is potentially identifiable by the more
sensitive ID-NAT. Criteria for triggering ID-NAT differ
among BCAs, but most are based on the number of positive
MP-NAT results or a threshold rate for all positive resules
reached during 2 rolling 7-day period (5). Certain BCAs col-
lect blood and perform NAT screening on-site; however, BCAs
without the ability to screen for WNV send donor samples to
remote (sometimes out-of-stare} BCAs for testing. BCAs per-
forming the testing determine when to trigger ID-NAT upon-
reviewing their own results.

To enhance the sensitivity of [D-NAT wiggering, BCAs are
considering the feasibility and utility of more standardized
criteria for ID-NAT triggering and tmethods for enhanced
communication among BCAs so that knowledge of positive
screening results can be shared. BCAs face many challenges in
WNV screening, including seasonal epidemics that are geo-
graphically unpredictable, limited resources for ID-NAT, and
coordination of blood collection and testing that might be
performed by multiple BCAs in a given geographic area. An
additional tool for sharing of donor screening results might
be useful to enhance ID-NAT triggering. The WNV
Biovigilance Network,* currendly being piloted by AABB (for-
merly known as the American Association of Blood Banks) to
aggregate WNV blood donor screening results, is a model for
successful collaboration. However, timeliness of reporting must
be addressed ro adapt the network for use in decisions regard-
ing ID-NAT triggering.

Public health investigations involving patents with recent
transplantation or blood transfusion are complex and often
involve multiple states and local jurisdicdons. Coordination
among state and local health departments, clinicians, BCAs,
hospital blood banks, transplant centers, and CDC often is
required. Prompt reporting of suspected cases to local and
state health departments, with assistance from CDC, will
promote timely traceback investigations that can identify
additional cases and prevent further transmission.

* Informarion available at hetp://wesw.aabb.org/content/programs and_services/
west_nile_vires_study/wnvstudyhim.
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QuickStats

FROM THE NATIONAL CENTER FOR HEALTH STATISTICS

Prevalence of Selected Unhealthy Behavior Characteristics Among Adulls
Aged >18 Years, by Race* — National Health interview Survey,
United States, 2002-2004

60
B Whits
50 - Bi Black or Alrican American
AAN
o 401 Asian ]
= O NHOP{
E 30 -
& 20
10 4
o 4
Five or more alcoholic  Cument cigarette Physically inactive® Obese™ Sleeps <6 hours™*
drinks in 1 day at least smoker™
once during the
preceding year
Behavior characteristic

* Racial categories include persons who indicated a single race only and are consistent with the 1997 Office of
Management and Budget federal guidefines for race reporting.

1 Estimates are age adjusted using the 2000 projected U.S. population as the standard population and using three
age groups: 18—44 years, 4564 years, and >65 years. Estimates are based on household interviews of a sample
of the civilian, noninstitutionalized U.S. adult population. Denominators for each percentage exciude persons with
unknown health-behavior characterisfics.

§ American Indian or Alaska Native.

1 Native Hawatian or cther Pacific islander.

** 85% confidence interval,

* Smoked at least 100 cigarettes in lifetime and currently smoked.

58 Never engaged in any fight, moderate, or vigorous leisure-fime physical activity.

T Defined as a body mass index (weight [kg]/height {m?]) of 230,
*** Usual number of hours of sleep during a 24-hour period. Based on data from 2804 only.

The percentage of adults with selected unhealthy behavior characteristics varied by race during 2002-2004.
Blacks and Asians had the lowest prevalence of consuming five or more alcoholic drinks in a single day; Asians
also had the lowest prevalence of currentcigaretie smoking and obesity. AIAN had among the highest prevalences
of consuming five or more drinks, current smoking, and obesily. Generally, physical inacfivity was the most
prevalent unhealthy behavior.

SQURCE: Adams PF, Schoenborn CA. Health behaviors of adults: United States 2002—-2004. Vital Health Stat
2006;10{230). Available at hitp://www.cdc.gov/nchs/datalseriesfsr_10/sr10_230.pdt.
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Subject PRO/AH/EDR> West Nile virus update 2006 - Western Hemisphere {21)

WEST NILE VIRUS UPDATE 2006 - WESTERN HEMISPHERE (21}
L L L R R S 2 L T R s 2 L2

A ProMED-mail post
<http://www.promedmail.org>

ProMED-mail is a program of the

International Society for Infectious Diseases
<http://www.isid.ozxg>

In this update:

{1] canada - human surveillance

[2] Canada - bird surveillance

[3]) USA - ¢DC/Arbonet (
[4] USA - USGS/CDC maps :

%k kk ki

{1} Canada -~ human surveillance

Date: 2B Oct 2006

From: ProMED-mail <promed@promedmail.org>

Source: West Nile Virus Moniteor, Public Health Agency of Canada [edited]
<http://www.phac-aspc.gc.ca/wnv-vwn/mon-hmsurv e. html>

[There have been no changes since the previous update (West Nile virus
update 2006 -~ Western Hemisphere (17) Archive No. 20061105.3221). - Mod.TY]

*kkk ko
{2] Canada - bird surveillance

Date: 1B Oct 2006

From: ProMED-mail <promed@promedmail.oxg>

Source: Canadian Cooperative Wildlife Health Centre [edited])
<http://wildlifel.usask.ca/en/west nile virus/current maps/canadaD6en.jpg>

[There have been no changes from the previous update {Archive No. (;
20061109.3221) . Apparently, West Nile virus transmission has declined to\_
undetectability for the year 2006 in Canada. - Mod.TY]

gk dode ok k
[3] USA - CDC/Arbonet

Date: 11 Dec 2006

From: ProMED-mail <promed@ipromedmail.org>

Source: USA CDC, Division of Vector-Borne Infectious Piseases, West Nile
Virus [edited]

<http://www.cdc.gov/ncidod/dvbid/westnile/survécontrolCaseCount{é detailed.htm

Human Cases have been reported from:

State / Neuroinvasion* / *West Nile* fever** / Other*** / Total **%% /
Fatalities

Alabama / 7 /0 /0 /7 /0

Arizona / 48 / 58 / 42 [/ 148 / 6

Arkansas / 23 /S / 0/ 28 / 3

California / 79 / 182 / 11 / 272 / 6

Coleorado / 63 / 269 / 0 / 332 / 7

Connecticut /7 /2 /0 /9 /1

District of Columbia / 0 /1 /0 /1 /0

Florida / 3 /0 /& / 3 / 0

Georgia /2 /5 /1 /8 /1

Idaho / 111 / 752 / 26 / 889 / 14
Illinois / 116 / 70 / 24 2g10 / 9

Tttp://www.promedmail.org/pls/promed/f2p=2400:1001:13118188367355991829:::F2400_P1001 B.. 2007/02/09
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Indiana / 26 / 7 / 42 f 75 / 3
Iowa / 21 / 13 /2 / 36 / o
Kansas / 17 /13 / 0 / 30 / 4
Rentucky / 5/1/0 /6 /1
Louisiana / 89 / 83 /7 0 / 172 / 8
Maryland / 7 /1 /2 /10 / ¢

Massachusetts / 2 /1 /06 /3 /0
Michigan / 47 / 2 / 2 / 51 / 6
Minnesota / 30 / 35 /0 / 65 / 3
Mississippi-/ 87 / 93 / 0 / 180 / 13
Missouxi / 47 / 12 / 1/ 60 / 3

Montana / 12 / 21 /1 /1 34 / O
Nebraska / 43 / 212 / 0 /7 255 / 1
Wevada / 34 / 75 / 14 /7 123 / 1
New Jersey / 2 / 2 / 1
New Mexico / 3 /5 / ¢©
New York / 16 / 7/ O
North bakota / 20 / 11
Chio / 36 / 31 /0 / 4
Oklahoma / 27 / 18 /
Oregon / 7 / 50 / 12
Pennsylvania / 8 / 1
South Carolina / 1 /
South Dakota / 38 / 7
Tennessee / 15 / 2 /
Texas / 214 /7 105 / O
- Utah / 56 / 101 / © / 5
(y Virginia / 0 / 0 / 4 4
Washington / 0 / 3 / 0/
o/
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West Virginia /1 /0 /0/1 /0
Wisconsin /11 / 83 /0 /20 / 1
Wyoming / 1S / 40 / 10 / 65 / 2

TOTALS / 13%6 / 2459 / 197 / 4052 / 146

* Cases with neurologic manifestations (such as WN encephalitis,
meningitis, and myelitis).

** Cases with no evidence of neurcinvasion.

**+ Cases for which insufficient clinical information was provided.
**** Total number of human cases of WNV illness reported to ArboNET by
state and local health departments.

Neurcinvasive disease refers to severe disease cases, particularly West
Nile meningitis and West Nile encephalitis.

West Nile fever refers to typically less severe cases that show no evidence
of meuroinvasion.

West Nile fever is not currently on the list of nationally notifiable
diseases, and therefore, it is optional whether or not state health

(:/ departments report these cases to CDC. Click the above CDC site [URL abovel
for further explanations of neuroinvasive West Nile virus disease and West
Nile fever.

Other Clinical includes persons with clinical manifestations other than WN
fever, WN encephalitis or WN meningitis, such as acute flaccid paralysis.
Unspecified cases are those for which sufficient clinical information was
not provided.

Total Human Cases Reported to CDC: These numbers reflect both mild and
severe human disease cases occurring since 1 Jan 2006 reported to ArboNet
by state and local health departments. ArboNet is the national, electronic
surveillance system established by CDC to assist states in tracking West
Nile wirus and other mosquito-borne viruses. Information regarding 2006
virus/disease activity is posted when such cases are reported to CDC.
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{4] USA - USGS/CDC maps

Date: 11 Dec 2006

From: ProMED-mail <promed@promedmail.org>

Source: USA CDC, Division of Vector-Borne Infectious Diseases, West Nile
Virus [edited} .
<http://diseasemaps.usgs.gov/wnv,/wnv s human.htmi>
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Data are being collected from state and local health departments on a
weekly basis and are reported to the CDC ArboNET for the following 5
categories: wild birds, sentinel chicken flocks, human cases, veterinary
cases, and mosquito surveillance. Maps detailing county-level wild birds,
sentinel chicken flocks, human cases, veterinary cases, and mesquito
gurveillance data are published each week on the collaborative USGS/CDC
West Nile virus website.

As of 11 Dec 2006, human, avian, animal or mosquito WNV infections have
been reported to CDC ArboNET from the folleowing states: Alabama, Arizona,
Arkansas, California, Colorado, Connecticut, Delaware, District of
Columbia, Florida, Georgia, Idahe, Illineis, Indiana, Iowa, Kansas,
Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, Minnesota,
Mississippi, Missouri, Montana, Nebraska, Nevada, New Hampshire, New
Jersey, New Mexico, New York, North Carolina, North Dakota, Ohioc, Oklahoma,
COregen, Pennsylvania, Rhode Island, South Carolina, South Dakota,
Tennessee, Texas, Utah, Vermont, Virginia, Wash;ngton, West Virginia,
Wisconsin, and Wyoming.

WN virus antibody-positive sentinel animals (birds and/or horses) have been
found in Arizona, Arkansas, California, Delaware, Florida, Iowa, Montana,
Nevada, North Carolina, North Dakota, Pennsylvania, Utah and Virginia. [Not
every state has 2 sentinel program. - Mod.JW]

WN equine infections have been reported from Alabama, Arizona, Arkansas,
California, Colorado, Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky,
Louisiana, Michigan, Minnesota, Mississippi, Missouri, Montana, Nebraska,
Hevada, New Jersey, New Mexico, New York, North Carclina, Noxrth Dakota,
Ohio, Oklahoma, Oregon, Pennsylvania, Tennessee, Texas, Utah, Virginia,
Washington, Wisconsin and Wyoming.
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WN virus has been detected in dead wild birds in Alabama, Arizona,
Arkansas, California, Colorado, Delaware, Georgia, Idaho, Illinois,
Indiana, Iowa, Kansas, Kentucky, Maine, Maryland, Massachusetts, Michigan,
Minnesota, Mississippi, Missouri, Montana, Nebraska, Nevada, New Hampshire,
New Jersey, New Mexico, New York, North Dakota, Ohio, Oklahoma, Oregon,
Penmsylvania, South Careolina, South Dakota, Tennessee, Texas, Utah,
Vermont, Virginia, West Virginia, Washington, Wisconsin, and Wyoming.

WN virus has been detected in mosquito pools collected in Arizona,
Arkansas, California, Colorade, Connecticut, DPistrict of Columbia, Georgia,
Idaho, Illiinois, Indiana, Iowa, Kansas, Kentucky, Maryland, Massachusetts,
Michigan, Minnesota, Mississippi, Missouri, Nebraska, Nevada, New Jersey,
New Mexico, New York, North Dakota, Ohio, Oklahoma, Cregon, Pennsylvania,
Rhode Island, South Carolina, South Dakeota, Tennessee, Texas, Utah,
Virginia, West Virginia, Wisconsin, and Wyoming.

ProMED-mail ( .

<promed@promedmail.oxg> g

[ProMED-mail readers should note the change in URL for the USGS/CDC weekly
maps. Maps for other arthropodborne viruses in the USA are covered at this
site also, including St Louis encephalitis, eastern equine encephalitis,
western equine encephalitis, La Crosse encephalitis, and Powassan. The URL
for all of these maps is <http://diseasemaps.usgs.gov/>. - Mod.TY}

[see also:

West Nile virus update 2006 - Western Hemisphere (20) 200631207.3452
West Nile virus update 2006 - Western Hemisphere (19) 2006111&.3282
‘West Nile virus update 2006 - Western Hemisphere (18) 20061102.3221
West Nile virus update 2006 - Western Hemisphere (17} 20063101.3328
West Nile virus update 2006 - Western Hemisphere (16} 20061027.3075
West Nile virus update 2006 - Western Hemisphere ({15) 20061019.300¢
West Nile virus update 2006 - Western Hemisphere (10) 2060605915.2606
West Nile virus update 2006 - Western Hemisphere (05) 20060803.2147
West Nile virus update 2006 - Western Hemisphere (01) 20060624.1755
2005

West Nile virus update 2005 ~ Western Hemisphere (22} 20051226.368¢]
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