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Abstract

Widespread use of pertussis vaccines in children has resulted
ina>90% reduction in the number of annual pertussis cases in
the United States. After a period of low U.S. pertussis incidence
during and shortly after the COVID-19 pandemic, incidence
increased in 2024. Data on the real-world effectiveness of
diphtheria and tetanus toxoids and acellular pertussis vaccine
(DTaP) against pertussis during this disease resurgence are
limited. In response to documentation of a record high pertus-
sis incidence in Alaska during May—November 2024, DTaP
vaccine effectiveness (VE) against pertussis in Alaska children
aged 6 months—6 years was evaluated. Adjusted VE was 96.2%
among children who had completed the 3-dose primary DTaP
series and 85.3% among those who were partially vaccinated.
Compared with children who had received >3 DTaP doses,
the odds of laboratory-confirmed pertussis were approximately
26 times as high in unvaccinated children (adjusted odds ratio
[OR] = 26.1), and approximately 4 times as high in those
who had received 1-2 DTaP doses (adjusted OR = 3.8). These
findings reinforce the importance of following pertussis vac-
cination recommendations to protect for children from the
disease and reduce the occurrence of pertussis outbreaks.

Introduction

Pertussis is a highly contagious, vaccine-preventable respira-
tory bacterial infection caused by Bordetella pertussis. Before
whole-cell pertussis vaccination began in 1948, an average of
approximately 175,000 cases of pertussis were reported among
U.S. children per year. Acellular pertussis vaccine (combined
with diphtheria and tetanus toxoids as diphtheria and tetanus
toxoids and acellular pertussis vaccine [DTaP]) has been recom-
mended for use in infants in the United States since 1997 (1).

After vaccine introduction, the number of annual pertussis
cases in the United States has declined >90% compared with
the prevaccine era.

During the COVID-19 pandemic (2020-2023), pertussis
incidence in Alaska was unusually low (0.27 cases per 100,000
population in 2022); however, cases surged in 2024, with
a record high statewide incidence of 83 cases per 100,000
population. During 2022-2023, estimated DTaP vaccina-
tion coverage among young children in Alaska was below
the national average; national coverage estimates had also
declined before the COVID-19 pandemic (2). In Alaska, fac-
tors contributing to a resurgence in pertussis incidence might
include waning of vaccine-induced and infection-conferred
immunity, declining vaccination coverage, heightened clinician
awareness and testing, and improved diagnostic capabilities
(2,3). In response to the sharp increase in pertussis cases in
Alaska, real-world effectiveness of acellular pertussis vaccine
was assessed in children during a statewide pertussis outbreak
during May—November 2024.
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Methods

Data Source and Study Design

Pertussis cases were identified through Alaska’s disease surveil-
lance system, which records all pertussis cases reported to the
Alaska Division of Public Health. A matched case-control analysis
assessed the association between completion of the primary 3-dose
DTaP series and acquisition of laboratory-confirmed pertussis.

Case Definitions

Case-patients were defined as children aged 6 months—6 years
with first-time, laboratory-confirmed pertussis, reported in
Alaska, with symptom onset during May 1-November 30, 2024.
Case-patients were classified according to the Council of State
and Territorial Epidemiologists” case definition for confirmed
pertussis, which includes an acute cough with either isolation
of B. pertussis or a positive polymerase chain reaction test result.

Control patients were children with acute cough who received
testing during the same period for respiratory viral pathogens,
but who received a negative pertussis test result or did not
receive testing for pertussis. For each case-patient, three control
patients were selected using simple random sampling without
replacement, matched by birth year and health care facility. To
minimize misclassification of disease-conferred immunity as
vaccine-induced immunity, children with a documented history
of previous pertussis disease were excluded before matching
case-patients and control patients; children not born in Alaska
were also excluded because immunizations administered outside

of Alaska do not appear in Alaska’s immunization information
system. If at least one, but fewer than three control patients
for a case-patient were available, any who were available were
selected; if no control patients were available, the case-patient
was excluded. Data on symptom severity and disease outcome
were not available and therefore could not be considered when
identifying case-patients and control patients.

Pertussis Vaccination Status

Pertussis vaccination status for both case-patients and control
patients was ascertained using VacTrAK, Alaska’s immunization
information system; all vaccinations administered in Alaska are
required to be reported to VacTrAK. Participants were clas-
sified as fully vaccinated if they had received >3 valid DTaP
doses according to the 2018 recommendations of the Advisory
Committee on Immunization Practices (ACIP) >2 weeks before
the time of specimen collection, (i.e., administration of DTaP
atages 2, 4, and 6 months, with the 4th and 5th booster doses
administered at ages 15-18 months and 4-6 years, respectively)
(4). Doses administered at less than the recommended interval
since the previous dose were not considered valid and were
not counted. Participants who had received 1 or 2 valid DTaP
doses were considered partially vaccinated. Participants with
no recorded doses were considered unvaccinated.

Statistical Analysis

Demographic and vaccination characteristics were compared
between case-patients and control patients using Fisher’s
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exact tests for variables with two categories and Pearson’s
chi-square tests for those with more than two categories, with
p-values <0.05 considered statistically significant. Because case-
patients and control patients were matched by birth year and
health care facility, and because race was considered potentially
related to facility use, as many Alaska Native persons seek care
at Tribal facilities, p-values for age and race were not calculated.
Conditional logistic regression models were used to calculate
crude and adjusted odds ratios (ORs) for pertussis disease
in unvaccinated and partially vaccinated persons relative to
fully vaccinated participants, accounting for matching factors
(facility and birth year) and adjusting for the a priori identified
covariates of race and calendar month of infection. Vaccine
effectiveness (VE) was calculated as (1 - OR) x 100%. Trends
in time since vaccination among fully vaccinated children were
evaluated using Cochran-Armitage (categorical elapsed time)
and Wilcoxon tests (continuous elapsed time). A sensitivity
analysis was also performed to assess whether facility match-
ing substantially influenced VE estimates. All analyses were
performed using R (version 4.4.1; R Foundation). This activity
was reviewed by CDC, considered not research, and conducted
consistent with applicable federal law and CDC policy.*

Results

Characteristics of Study Participants

During May 1-November 30, 2024, a total of 113
laboratory-confirmed pertussis cases among children aged
6 months—6 years was reported to the Alaska Section of
Epidemiology (incidence = 193.0 cases per 100,000 children).
Seven (6.2%) children with pertussis who were born outside
Alaska, and 22 (19.5%) for whom no age-matched controls
were available at the reporting facility were excluded, leaving
84 (79%) patients with laboratory-confirmed pertussis. These
84 case-patients and 229 matched control patients (2.7 controls
per case-patient) from 17 facilities across Alaska were included
in the analysis (Table 1). The median participant age was
2.2 years (IQR = 1.0-4.2 years). Case-patients were signifi-
cantly more likely to be female (59.5%; 50) than were control
patients (42.4%; 97) and were less likely to be eligible for the
Vaccines for Children program (22.6%; 19 versus 41.9%; 96);

no statistically significant difference was observed by ethnicity.

Vaccination Status of Participants

Among all 313 participants, 198 (63%) were fully vac-
cinated, 35 (11%) were partially vaccinated, and 80 (26%)
were unvaccinated. Case-patients were significantly more
likely to be unvaccinated (61.9%; 52) than were control

*45 C.ER. part 46.102(1), 21 C.ER. part 56; 42 U.S.C. Sect. 241(d); 5 U.S.C.
Sect. 552a; 44 U.S.C. Sect. 3501 et seq.

TABLE 1. Demographic and vaccination status of patients in case-
control analysis of diphtheria and tetanus toxoids and acellular
pertussis vaccine effectiveness — Alaska, May—-November 2024

No. (%)
N=313
Case-patients*  Control patientst
Characteristic n=284 n=229 p-value
Median age, yrs (IQR) 2.0(1.0-3.5) 2.2(1.1-3.7) NAS
Age group
6 mos-2 yrs 41 (48.8) 106 (46.3) NAS
3-6yrs 43 (51.2) 123 (53.7) —
Sex
Female 50 (59.5) 97 (42.4) 0.0051
Male 33(39.3) 132(57.6) —
Race
American Indian or 32(38.1) 94 (41.0) NAS
Alaska Native
Asian or Pacific Islander 3(3.6) 22 (9.6) —
Black or African American 1(1.2) 7 (3.1) —
White 34 (40.5) 61 (26.6) —
Other or multiracial 14 (16.7) 45(19.7) —
Ethnicity
Hispanic or Latino 0(—) 9(3.9 0.05%*
Not Hispanic or Latino 55 (65.5) 163 (71.2) —
Unknown 29 (34.5) 57 (24.9) —
DTaP vaccination status
Fully vaccinated®t 21(25.0) 177 (77.3) <0.0011
Partially vaccinatedSS 11(13.1) 24(10.5) —
Unvaccinated 1! 52(61.9) 28(12.2) —
VFCeligible***
Yes 19 (22.6) 96 (41.9) <0.0011
No 13 (15.5) 103 (45.0) —
Unknown 52(61.9) 30(13.1) —

Abbreviations: DTaP = diphtheria and tetanus toxoids and acellular pertussis
vaccine; NA = not applicable; VFC = Vaccines for Children.

* Alaska-born children aged 6 months-6 years with first-time, laboratory-
confirmed pertussis reported in Alaska, with symptom onset during
May 1-November 30, 2024.

T Alaska-born children aged 6 months-6 years with acute cough who received
testing for respiratory viral pathogens and received a negative pertussis test
result or did not receive testing for pertussis. Because negative pertussis test
results are not reportable in Alaska, itis not known how many control patients
received a negative test result and how many did not receive testing
for pertussis.

§ Case-patients and control patients were matched on birth year and health
care facility (race-dependent), and therefore no p-value was calculated.

1 Fisher’s exact test p-value.

** Pearson’s chi-square test p-value.
t Documented receipt of >3 valid DTaP doses >2 weeks before specimen
collection.
58 Documented receipt of 1 or 2 valid DTaP doses >2 weeks before specimen
collection.
99 No documented receipt of any DTaP dose.
*** VEC provides vaccines to uninsured or underinsured children.

patients (12.2%; 28) and less likely to be fully vaccinated
(25.0%; 21) than were control patients (77.3%; 177).

Vaccine Effectiveness

Compared with unvaccinated children, adjusted VE was
96.2% among fully vaccinated participants and 85.3% among
those who were partially vaccinated (Table 2). The odds of
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TABLE 2. Odds ratios for pertussis disease associated with diphtheria
and tetanus toxoids and acellular pertussis vaccination and
estimated vaccine effectiveness — Alaska, May-November 2024

DTaP vaccination status

Fully Partially
Characteristic vaccinated* vaccinated’ Unvaccinated$
Study group!
Case-patients 21 (25.0) 11(13.1) 52(61.9)
(n = 84), no. (%)
Control patients 177 (77.3) 24 (10.5) 28(12.2)

(n=229), no. (%)
OR (95% Cl) for pertussis disease relative to unvaccinated children

Unadjusted 0.1 (0-0.1) 0.2 (0.1-0.5) 1 (Ref)
Adjusted** 0(0-0.1) 0.2(0.1-0.4) 1 (Ref)
OR (95% CI)* for pertussis disease relative to fully vaccinated children
Unadjusted 1 (Ref) 4.2(1.8-9.8) 21.6(8.9-52.5)
Adjusted** 1 (Ref) 3.8(1.7-8.6) 26.1(9.6-70.9)
Pertussis vaccine effectiveness, % (95% Cl)

Unadjusted 95.4 (88.7-98.1) 80.6 (55.1-91.6) 1 (Ref)
Adjusted** 96.2 (89.6-98.6)  85.3 (64.4-94.0) 1 (Ref)

Abbreviations: DTaP = diphtheria and tetanus toxoids and acellular pertussis
vaccine; OR = odds ratio; Ref = referent group.
* Documented receipt of >3 valid DTaP doses >2 weeks before specimen
collection.
T Documented receipt of 1 or 2 valid DTaP doses =2 weeks before specimen
collection.
8 No documented receipt of any DTaP dose.
1 Patients were matched by birth year and facility.
** Adjusted for patient race, sex, and calendar month.
t Presented for ease of comparison.

laboratory-confirmed pertussis among unvaccinated children
were approximately 26 times as high as than those among fully
vaccinated children (adjusted OR 26.1; 95% CI = 9.6-70.9).
Partially vaccinated children had 3.8 times the odds of lab-
oratory-confirmed pertussis compared with fully vaccinated
children (adjusted OR = 3.8). A sensitivity analysis performed
without facility matching produced similar unadjusted VE
estimates (Supplementary Table 1) (Supplementary Table 2).
Among fully vaccinated participants, interval since receipt of
the last pertussis vaccine dose did not statistically significantly
differ between case-patients and control patients (Table 3).

Discussion

In this study of DTaP VE, unvaccinated children in Alaska
had approximately 26 times the odds of acquiring laboratory-
confirmed pertussis compared with children who had received
>3 DTaP doses. These real-world findings support childhood
vaccination recommendations to protect young children
against pertussis. Among children with pertussis, those who are
unvaccinated are more likely than are those who are vaccinated
to experience severe illness or require hospitalization (5).

The VE findings in this report (96.2% for fully vaccinated
children and 85.3% for partially vaccinated children aged
6 months—0 years) are higher than those found in prelicensure
studies (/) but consistent with other real-world studies (6-8).

604

TABLE 3. Characteristics of case-patients and control patients who
were fully vaccinated* against pertussis, by time since receipt of
most recent pertussis-containing vaccine dose — Alaska, May-
November 2024

No. (%)
Case-patients  Control patients Total

Characteristic n=21 n=177 N=198 p-value
Median age, 2.9 (1.3-5.5) 2.6(1.2-5.2) 2.7 (1.2-5.3) 0.72t

yrs (IQR)
Time since last DTaP dose
Months, 15.3 (7.6-23.6) 10.2 (4.2-19.2) 10.9 (4.4-20.1) 0.23F

median (IQR)
15-364 days 9(42.9) 95 (53.7) 104 (52.5) 0.198
1-2yrs 7 (33.3) 51(28.8) 58 (29.3) —
>3yrs 5(23.8) 31(17.5) 36(18.2) —

Abbreviation: DTaP = diphtheria and tetanus toxoids and acellular pertussis
vaccine.

* Received >3 doses of DTaP vaccine >2 weeks before specimen collection.
 Wilcoxon test p-value.

§ Cochran Armitage test p-value.

This finding is likely because of the focus on laboratory-
confirmed cases and on younger children. Unlike cases in a
test-negative prelicensure study design, cases among children
with milder symptoms who did not seek health care would
not appear in these data; however, these cases are likely of less
clinical significance.

The longer interval since receipt of the most recent vaccine
dose among fully vaccinated case-patients compared with
control patients, although not statistically significant in this
analysis, aligns with existing research on waning of vaccine-
induced immunity (3,9). Waning immunity, including among
participants who had received 3 doses but had not yet received
the recommended 4th and 5th booster doses recommended
for children aged 15-18 months and 46 years, respectively,
might have played a role in susceptibility to pertussis during the
outbreak. Future longitudinal studies could further examine
the role of waning of vaccine-induced immunity.

This analysis has several important strengths, including the
matched case-control design, which minimized selection bias and
allowed for more accurate estimation of VE. Matching by health
care facility helped control for variations in patient demographic
characteristics, health care access, local circulation of pertussis, and
minimized bias arising from differences across facilities in testing
protocols and diagnostic capabilities (e.g., test sensitivity and
specificity). In Alaska, because certain large facilities serve almost
exclusively Alaska Native patients, who have substantially higher
vaccination rates than do other major racial and ethnic groups
in Alaska, matching by facility helped to ensure that compari-
sons were made between case-patients and control patients with
comparable health care access and health behaviors. The similarly
high unadjusted VE estimates with and without facility matching
suggests minimal impact of excluded cases on results.
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Summary
What is already known about this topic?

After a period of low U.S. pertussis incidence during and
immediately after the COVID-19 pandemic, incidence increased
in 2024.

What is added by this report?

During a 2024 statewide Alaska pertussis outbreak, a matched
case-control analysis found that unvaccinated children aged

6 months-6 years had approximately 26 times the odds of
having laboratory-confirmed pertussis compared with children
who had completed the 3-dose diphtheria and tetanus toxoids
and acellular pertussis (DTaP) primary vaccination series

>2 weeks before specimen collection. The overall adjusted
vaccine effectiveness among children who had received

>3 DTaP doses was 96.2%.

What are the implications for public health practice?

Pertussis vaccination is effective in preventing laboratory-
confirmed pertussis in young children. These real-world
effectiveness findings support adherence to published pertussis
vaccination recommendations to ensure strong protection.

Limitations

The findings in this report are subject to at least seven limi-
tations. First, because case-patients and control patients were
identified through public health surveillance data, symptom
severity among case-patients and control patients was not
available for comparison and therefore was not assessed. In
addition, because case-patients were not included if at least
one age-matched control patient was not available, this analysis
might not represent patients attending the smallest health care
facilities. Second, because control patients were children who
received testing during the same period for respiratory viral
pathogens but who received a negative pertussis test result or
did not receive testing for pertussis, control patients might
include persons with pertussis who did not receive testing,
resulting in misclassification. Because this misclassification
could occur with fully vaccinated, partially vaccinated, or
unvaccinated control patients, it would likely be nondifferen-
tial. Third, maternal pertussis vaccination during pregnancy,
which might provide some immunity to the youngest partici-
pants (10), was not assessed and might have influenced pertus-
sis rates among younger infants; this effect would be expected
to be small because passive maternal antibody protection wanes
by age 8 months (70). Fourth, whereas analysis was restricted
to children born in Alaska, vaccination status might have been
misclassified for participants who were vaccinated in another
state. This misclassification could occur with both case-patients
and control patients and is thus unlikely to substantially bias
VE estimates. Fifth, the CI for the OR for pertussis disease

in unvaccinated versus fully vaccinated children is relatively

605

wide, and a larger sample size might have permitted a more
precise estimation of OR; however, even the lowest bound of
the 95% ClI reflects approximately a tenfold difference in odds.
Sixth, sample size did not permit additional subgroup analysis
by interval since receipt of the most recent vaccine dose or by
number of doses among those who were fully vaccinated (e.g.,
receipt of 3 versus 4 or 5 doses); a larger sample size might have
permitted more detailed analyses of subcategories. Finally, the
results describe laboratory-confirmed cases among children
aged 6 months—6 years and might not be generalizable to older
children or milder cases among children who did not require
medical attention.

Implications for Public Health Practice

These findings demonstrate that pertussis vaccination was
highly effective at preventing laboratory-confirmed pertussis
during a large statewide outbreak. Declining childhood per-
tussis vaccination coverage in Alaska might have contributed
to the size of the 2024 outbreak. These findings reinforce
2018 ACIP recommendations for pertussis vaccination of all
infants, beginning at age 2 months.
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Notes from the Field

Dengue Outbreak — U.S. Virgin Islands,
January 2024-June 2025
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In 2024, multiple large outbreaks caused by dengue
virus (DENV) occurred in the Americas (/). During
January 2024—June 2025, the U.S. Virgin Islands (USVI)
experienced its first dengue outbreak since 2012-2013 (2,3).
DENV is an arbovirus spread by Aedes species mosquitoes.
Infection is often asymptomatic, but approximately 25%
of persons with DENV infection experience febrile illness
and 5% experience severe disease; <1% of patients with
dengue die (4). The median incubation period is 5-7 days
(range = 3—10 days) (5). This report describes findings from
the USVI outbreak investigation.

Investigation and Outcomes

Data Sources and Analyses

Cases were identified by notifiable laboratory and clinical report-
ing to USVI’s Department of Health (VIDOH) and investigated
using the 2015 Council of State and Territorial Epidemiologists
dengue case definition. VIDOH and CDC conducted a dengue
surveillance evaluation and rapid clinical needs assessment. This
activity was reviewed by CDC, deemed not research, and con-
ducted consistent with applicable federal law and CDC policy.*

Patient Characteristics

In total, 263 confirmed cases were reported during January
2024-June 2025, including 118 (45%) on St. Croix,
105 (40%) on St. Thomas, and 40 (15%) on St. John (Table).
Annual incidence reached 2.5 per 1,000 population in 2024.
Most patients (256; 97%) reported no travel during the
2 weeks preceding symptom onset. Median patient age was
44 years (range = 2 months—89 years); 146 (56%) were female.
Fifteen patients (6%) were hospitalized; the average length of
stay was 4.3 days (range = 2—14 days). One patient, a woman
aged 63 years with diabetes mellitus, died. Hers was the first
confirmed DENV-associated death since 2005. Among 105
cases with a known DENV serotype, 101 (96%) were DENV-2
and four (4%) were DENV-3; three of the four DENV-3 cases

were among persons who reported recent travel to Puerto Rico.

*45 C.ER. part 46, 21 C.ER. part 56; 42 U.S.C. Sect. 241(d); 5 U.S.C. Sect.
552a; 44 U.S.C. Sect. 3501 et seq.
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TABLE. Number and percentage of confirmed dengue cases on St.
Croix, St. John, and St. Thomas, by demographic characteristics,
hospitalization status, and dengue virus test results of patients —
U.S. Virgin Islands, January 2024-June 2025

No. (column %)

Characteristic St. Croix St.John  St.Thomas Total
Total (row %) 118 (44.9) 40 (15.2) 105 (39.9) 263 (100.0)
Date of symptom onset

Jan-Mar 2024 1(0.8) 1(2.5) 0(—) 2(0.8)
Apr-Jun 2024 0(—) 2(30.0) 23(21.9) 35(13.3)
Jul-Sep 2024 6(5.1) 26 (65.0) 77 (73.3) 109 (41.4)
Oct-Dec 2024 64 (54.2) 1(2.5) 5(4.8) 70 (26.6)
Jan-Mar 2025 42 (35.6) 0(—) 0(—) 42 (16.0)
Apr-Jun 2025 5(4.2) 0(—) 0(—) 5(1.9)
Age group, yrs

Median age (range) 52(7-89) 46(11-82) 36(<1-82) 44(<1-89)
<1-17 18 (15.3) 4(10.0) 20 (19.0) 42 (16.0)
18-34 15(12.7) 6(15.0) 30 (28.6) 51(19.4)
35-49 19 (16.1) 0(25.0) 23(21.9) 52(19.8)
50-64 38(32.2) 0(25.0) 19(18.1) 67 (25.5)
=65 28 (23.7) 0(25.0) 13(12.4) 51(19.4)
Sex

Female 60 (50.8) 17 (42.5) 69 (65.7) 146 (55.5)
Male 57 (48.3) 23 (57.5) 36(34.3) 116 (44.1)
Unknown 1(0.8) 0(—) 0(—) 1(0.4)
Hospitalized

Yes 9(7.6) 3(7.5) 3(29) 15(5.7)
No 80 (67.8) 32(80.0) 83(79.0) 195(74.1)
Unknown 29 (24.6) 5(12.5) 19 (18.1) 53(20.2)
Positive test type*

Serum PCR or NAAT 14 (11.9) 32(80.0) 72(68.6) 118 (44.9)
NS1 49 (41.5) 0(—) 0(—) 49 (18.6)
IgM 43 (36.4) 7(17.5) 30 (28.6) 80(30.4)
Test type unavailable 12(10.2) 1(2.5) 3(2.9) 16 (6.1)
Identified DENV serotype

DENV-2 2(1.7) 31(77.5) 68 (64.8) 101 (38.4)
DENV-3t 2(1.7) 0(—) 2(1.9) 4(1.5)
Unknown 114 (96.6) 9(22.5) 35(33.3) 158(60.1)

Abbreviations: DENV = dengue virus; IgM =immunoglobulin M; NAAT = nucleic
acid amplification test; NST = nonstructural protein 1; PCR = polymerase
chain reaction.

* If one patient received multiple positive test results, the test type with the
highest certainty is listed in the table; PCR had the highest certainty followed
by NS1, then IgM.

T One patient with DENV-3 infection on St. Croix reported no recent travel. The
other three of the four patients with DENV-3 infection reported recent travel
to Puerto Rico.

Surveillance Evaluation and Clinical Needs Assessment
During August and September 2024, a surveillance evalu-
ation and clinical needs assessment identified two impor-
tant barriers to dengue surveillance and case management.
Clinicians reported infrequent clinical encounters with
patients with suspected dengue during the preceding decade
and described a critical need for training on dengue clinical
management, testing, and reporting. In addition, no local
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diagnostic testing for dengue was available in the territory:
all samples were sent off the islands for testing, which led to
turnaround times of 1-2 months for results. To address these
barriers, VIDOH visited 30 clinics and conducted 20 clinical
trainings on case management, testing, and reporting during
fall 2024 and launched a dengue telephone hotline number
in October 2024, to provide additional guidance to medical
providers. Advancements included implementation of dengue
testing at the Territorial Public Health Laboratory in October
2024, with a reduction in turnaround times to <1 week, and
deployment of a web-based electronic platform for disease
reporting during fall 2024.

Vector Control and Community Outreach

To reduce DENV transmission, VIDOH, with CDC and the
Puerto Rico Vector Control Unit (in collaboration with CDC’s
Puerto Rico—based dengue branch), conducted vector control
and community outreach campaigns. Outreach included door-
to-door campaigns in 25 communities with reported dengue
caseloads, removal of standing water (256 household yards
inspected for Aedes aegypti breeding sites), outdoor larvicide
application with Bacillus thuringiensis subsp. Israelensis, a group
of bacteria that produces toxins lethal to some mosquitoes
(167 households), distribution of spatial repellents called passive
emanators’ (approximately 900 devices distributed), distribution
of bed nets for cribs (seven child care, orphanage, and maternal
child health care facilities), and community outreach and educa-
tion regarding dengue prevention (420 households, 54 schools,
10 public events, and four press conferences).

Preliminary Conclusions and Actions

VIDOH launched a comprehensive response to the 2024—
2025 dengue outbreak, successfully implementing dengue test-
ing locally, leveraging partnerships to train staff members and
conduct vector control interventions, and providing clinician
and public education. Maintaining capacity for dengue case
management, surveillance, and vector control is imperative to
enabling rapid and scalable responses and preventing future
dengue outbreaks and severe disease in USVI.

T Passive emanators are low-maintenance devices that slowly release an insecticide
(transfluthrin, which is registered with the Environmental Protection Agency)
into the air using natural airflow. Because they require no heat or electricity,
these devices provide continuous indoor protection against mosquito bites
during the life of the device, which might help reduce the risk for acquiring
mosquitoborne diseases.
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Summary
What is already known about this topic?

Dengue virus caused substantial disease outbreaks in the
Americas in 2024.

What is added by this report?

During 2024-2025, the U.S. Virgin Islands (USVI) experienced its
first dengue virus outbreak in approximately a decade,
including 263 confirmed cases and the territory’s first confirmed
dengue virus-associated death since 2005. The outbreak
response included implementing diagnostic testing for dengue
in USVI for the first time, clinical trainings on case management
and testing, deployment of a web-based electronic reporting
platform, territorywide vector control campaigns, and
community outreach and education.

What are the implications for public health practice?

Maintaining laboratory testing, surveillance capacity, vector
control, and workforce training between outbreaks can
strengthen preparedness and response during future dengue
outbreaks in USVI.
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During 2017-2023, the number of cases of Cladophialophora
bantiana detected by a clinical reference laboratory at the
University of Washington (UW) increased substantially.
C. bantiana is a highly virulent, neurotropic dematiaceous
mold*; infection is associated with a 60%-70% case-fatality
rate, even with aggressive therapy (). Approximately one half
of patients with C. bantiana infections have no preceding
immunocompromising condition (7). Despite its virulence,
relatively lictle is known about the risk factors for or epide-
miology of this fungus. The presumed route of infection is
inhalation or direct inoculation after cutaneous injury, followed
by hematogenous spread to the brain. Rarely, pulmonary (2)
and cutaneous (3) infections have been reported; most cases
occur as brain abscesses, often with no extracranial disease
and no clear source of inoculation. Furthermore, C. bantiana
has only rarely been isolated from environmental sources, and
many patients do not have similar exposure histories or risk
factors (7). No routine surveillance is available; data consist
primarily of case reports and retrospective literature reviews,
limiting assessment of evolving epidemiologic characteristics
and patterns. This report describes a substantial increase in the
rate of detection of C. bantiana at a molecular microbiology
clinical reference laboratory, with cases originating from a wide
geographic range in the United States.

Investigations and Outcomes

Methods

All cases of C. bantiana detected by broad-range fungal poly-
merase chain reaction (PCR)T at the UW laboratory during
January 2009—July 2026 were compiled. Cases were categorized
by test order year, tissue site, and state of origin, determined both

*A large, diverse group of molds and black yeasts defined by the presence of
melanin or melanin-like pigments in their cell walls.

This fungal organism—agnostic method amplifies conserved ribosomal RNA
loci (285 D1/D2, ITS1, and ITS2) directly from fresh and formalin-fixed
paraffin-embedded tissue samples or body fluids and performs sequencing to
assign taxonomic identification of detected fungal DNA.
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by referring laboratory location and surgical pathology reporrt,
when available.S To control for increased testing over time,
the number of C. bantiana cases was normalized to that of all
intracranial central nervous system (CNS) specimens submit-
ted for broad-range fungal PCR during the same period. The
DNA extraction method was changed in February 2021; the
remainder of the assay has not changed substantially over time.
Data were analyzed in R (version 4.5.2; R Foundation). This
activity was approved by the institutional review boards at UW
and was reviewed by CDC, deemed not research, and conducted
consistent with applicable federal law and CDC policy.

Characteristics of Detected C. bantiana Cases

During January 2009—]July 1, 2026, a total of 48 confirmed
cases of C. bantiana infection and one probable case™* were
identified by broad-range fungal PCR; the median patient
age was 68 years (IQR = 63-74 years). Among these 49 cases,
43 (88%) were detected in intracranial CNS tissue specimens
and six (12%) in lung specimens. No extracranial CNS infec-
tions were identified. During 2009-2023, the number of cases
per year ranged from one to five. Case counts increased to
eight in 2024 and 14 in 2025 (Figure). During 2017-2023,
an average of 8.4 cases of C. bantiana were detected per 1,000
CNS specimens submitted for broad-range fungal PCR at
UW. By 2025, this increased by 210%, to 26 per 1,000, sug-
gesting that the increase in C. bantiana cases is not attribut-
able to an increase in laboratory referral volume alone. Cases
originated from 21 U.S. states and the District of Columbia
(Supplementary Figure); the largest number of cases origi-
nated from California (six), Florida (five), Texas (five), and
Pennsylvania (four); state of origin was not available for three
cases. Broad-range fungal PCR testing of cerebrospinal fluid
was performed antemortem for the single, fatal case managed
at the UW Medical Center and was negative for C. bantiana
in samples collected concurrently and 1 month before biopsy.
Outcome information for other cases was not available.

Preliminary Conclusions and Actions

C. bantiana is a highly virulent mold that predominantly
causes brain abscesses in both immunocompetent and

S State of origin was unavailable for three cases.
945 C.ER. part 46, 21 C.ER. part 56; 42 U.S.C. Sect. 241(d); 5 U.S.C. Sect.
552a; 44 U.S.C. Sect. 3501 et seq.
** One case of intracranial CNS infection was reported in 2024 as a
Cladophialophora species infection with a significant sequence homology to
C. bantiana.
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FIGURE. Number of proven Cladophialophora bantiana cases detected by broad-range fungal polymerase chain reaction (A)* and number of C. bantiana
cases per 1,000 intracranial central nervous system specimens submitted for the same assay (B)," by year — United States, January 2009-July 2026

A. No. of proven C. bantiana cases detected by
broad-range fungal PCR, 2009-2026
30

B. No. of proven C. bantiana cases per 1,000 intracranial
CNS specimens, 2013-2025
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Abbreviations: CNS = central nervous system; PCR = polymerase chain reaction.
* Data for 2026 are through July 1.
T Baseline CNS cases were available beginning in 2013.

immunocompromised persons. The frequency of C. bantiana
cases detected by broad-range fungal PCR at UW per 1,000
total submitted CNS specimens increased approximately
fourfold in 2 years (2023-2025). Whereas most cases were
detected in CNS specimens, detection of 12% of cases in
pulmonary samples supports the presumed respiratory route
of infection. Because of the nature of reference laboratory
testing, limited demographic, occupational, and clinical data
were available, and the causes of this recent increase in cases
are unclear, highlighting the need for more systematic report-
ing mechanisms for this mold and for clinical laboratories to
publish numbers of detected cases. This approach could help
in collecting epidemiologic data to identify risk factors and
transmission patterns more effectively. Clinicians should be
aware of this increase in incidence and consider C. bantiana
in patients who have signs and symptoms of a brain abscess.
Testing can be ordered through clinical reference laboratories
that offer molecular testing for fungi in tissue or CSF speci-
mens. In a 2024 study of 23 patients in France (4), surgical
excision or drainage of brain abscesses was associated with
more favorable outcomes; thus, when possible, surgical exision
should be considered, concurrently with administration of
combination antifungal therapy. Although the most effective
antifungal regimen is not known, triple therapy (treatment
with lipsosomal amphotericin B, posaconazole or voriconazole,
and flucytosine) for at least 2 weeks has demonstrated some
effectiveness (4).

Corresponding author: Joshua A. Lieberman, joshuaal@uw.edu.
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Summary

What is already known about this topic?

Cladophialophora bantiana is a neurotropic fungus; infection is
associated with a 60%-70% case-fatality rate. National surveil-
lance does not exist, and neither the environmental reservoir
nor the route of infection is fully understood.

What is added by this report?

During January 2009-July 2026, 48 confirmed cases and one
probable case of C. bantiana were detected in clinical samples
(predominantly central nervous system tissue [88%]) originating
in 22 jurisdictions and tested at a single clinical reference
laboratory; detections of the fungus increased approximately
fourfold from 2023 to 2025.

What are the implications for public health practice?

Reasons for the apparent increase are unknown. Further
research into epidemiologic risk factors and potentially evolving
virulence are warranted. Systematic reporting of C. bantiana
cases is needed and C. bantiana should be considered in
patients with a brain abscess. Patients with infection require
prompt antifungal therapy, and surgical excision might improve
patient outcomes.

1Department of Laboratory Medicine and Pathology, University of Washington
School of Medicine, Seattle, Washington; 2Mycotic Diseases Branch, Division
of Foodborne, Waterborne, and Environmental Diseases, CDC.

All authors have completed and submitted the International
Committee of Medical Journal Editors form for disclosure of potential
conflicts of interest. No potential conflicts of interest were disclosed.
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QuickStats

FROM THE NATIONAL CENTER FOR HEALTH STATISTICS

Age-Adjusted Female Breast Cancer Death Rates,* by State —
United States, 2024

W 202-24.1
@ 19.5-20.1
O 17.6-194
O 144-175

Abbreviation: DC = District of Columbia.
* Rates are defined as the number of deaths per 100,000 females and are age-adjusted to the 2000 U.S. Census

Bureau standard population.

In 2024, the age-adjusted rate of female breast cancer deaths in the United States was 18.7 per 100,000 females. DC had the
highest breast cancer death rate (24.1), and Rhode Island had the lowest (14.4).

Supplementary Table: Age-Adjusted Female Breast Cancer Death Rates, by State — United States, 2024

Source: National Center for Health Statistics, National Vital Statistics System, Mortality 2024. Underlying Cause of Death, 2018-2024, Single

Race Request
Reported by: Betzaida Tejada-Vera, MS, fsz2@cdc.gov.
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