
In 2002 an African arbovirus emerged in South Dakota.
During the subsequent 15 years, 2,359 South Dakotans
have been reported with West Nile disease, including

745 hospitalized and 38 deaths. There have also been 206
donated blood units discarded due to contamination with
West Nile virus (WNV) in South Dakota. Assumedly,
tens of thousands of other unreported South Dakotans
have also been infected. 

WNV is a mosquito-borne flavivirus first described in
Uganda, East Africa, in 1937.1 Sixty-two years later the
virus was first detected in the Western Hemisphere during
the summer of 1999 in New York.2 During the next three
years, WNV swarmed across North America, reaching
South Dakota in 2002. South Dakota’s first WNV 
detection was in a Brown County crow on July 22, 2002,
followed by a human case onset on July 23, 2002. South
Dakota’s first WNV death was the following year in July
2003. By 2006 WNV had spread to all contiguous 48
United States and four Canadian provinces. WNV is now
enzootic in most of temperate North America and is
expected to persist as a public health threat to South
Dakota into the foreseeable future. 

The primary vector of WNV in South Dakota is the night-
biting Culex tarsalis mosquito.3 Although birds are the 
primary reservoir of WNV, humans are among the 
incidental mammalian hosts. Human infection is generally

asymptomatic or mild, with approximately 20 percent of
human WNV infections provoking acute self-limited
febrile illness (non-neuroinvasive) characterized by fever,
headache, fatigue and myalgia, and less than 1 percent of
patients developing more severe neuroinvasive disease
(NID) syndromes including meningitis, encephalitis and
acute flaccid paralysis or poliomyelitis.4 Long-term seque-
lae include cognitive lapses, functional difficulties and
neurologic dysfunction.5 Approximately 9 percent of
WNV-NID cases are fatal. WNV neuroinvasive and non-
neuroinvasive cases are mandatory reportable disease
events in South Dakota and the U.S. 

Since 1999 there have been 45,975 human WNV disease
cases and 2,005 WNV-associated deaths reported in the
U.S. (Table 1). In South Dakota 2,359 human WNV 
disease cases, including 509 WNV-NID cases and 38
WNV-associated deaths, have been reported since 2002
when the virus was first detected in the state. The peak
epidemic year in South Dakota was 2003 when 1,039
human WNV cases and 14 deaths were reported, accounting
for 44 percent of all cases and 37 percent of South Dakota
deaths historically. The fewest WNV cases were reported
in 2011 (n=2). 

South Dakota has experienced a disproportionate WNV
morbidity and mortality burden with 0.3 percent of the
U.S.’ population, but 2.1 percent of the WNV neuroinvasive
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Abstract
During the past 15 years, 2002-2016, West Nile virus (WNV) has emerged in South Dakota resulting in 509
neuroinvasive disease (NID) cases, 745 hospitalizations and 38 deaths. Culex tarsalis is the state’s primary 
mosquito vector. South Dakota’s average annual incidence of WNV-NID and death rate are the highest of any
state in the U.S. WNV cases have been reported from all counties in the state. All age groups have been infected
with cases peaking in the 40-44 year age group, but deaths peaking in cases 70 years and older. Although South
Dakota’s WNV season lasts six months, May-October, the first week of August has been the peak week of WNV
disease onsets. West Nile is now enzootic in South Dakota. Every citizen, local mosquito control programs, 
medical and public health infrastructures must continue to prevent and respond to annual WNV outbreaks, and
prepare for the next arboviral disease to emerge. 



cases and 1.9 percent of deaths. The annualized incidence
for WNV-NID in the U.S. has been 0.4 cases per 100,000
population per year (Table 2). Upper Great Plains states
have had the highest average annual incidence of WNV-
NID. The five highest WNV-NID incidence states
include South Dakota 3.1, North Dakota 2.6, Nebraska
1.8, Wyoming 1.6 and Colorado 1.3 cases per 100,000
population per year. The high rate of WNV-NID is graph-
ically evident in the national incidence map showing
county-level incidence (Figure 1).6 The dark swath of high
incidence counties runs from north Texas up the Great
Plains concentrating in the Dakotas and Nebraska. The
annualized incidence for total WNV cases (neuroinvasive
and non-neuroinvasive) also ranks South Dakota with the
highest incidence in the country, 15.1 cases per 100,000
population per year, and the other above-mentioned states
also ranking as top incidence states. The overall national
WNV death rate (non-annualized) was 0.62 deaths per
100,000 population from 1999 to 2016. South Dakota has
had the highest WNV death rate with 3.93 deaths per
100,000 during those years. Other states with high WNV

death rates again include our neighboring states Nebraska,
Wyoming and North Dakota. 

Human WNV cases have been reported in all 66 South
Dakota counties and in at least 320 communities over the
15 years (Figure 2 and Table 3). Counties with the highest
incidence of WNV illness include Marshall 74.5 cases per
100,000 per year, Sanborn 67.9, Potter 63, Sully 58.3 and
Perkins 58.1; whereas counties with the most cases 
reported are among the state’s most populated counties,
Brown 292 cases, Pennington 197, Minnehaha 150,
Hughes 87 and Davison 85 cases. Counties with the 
lowest WNV annualized incidence include Union 8.8,
Yankton 8.3, Lincoln 7.4, Minnehaha 5.9 and Custer 5.7
cases per 100,000 population per year. 

People of all races, sexes and ages have been infected and
sickened by WNV in South Dakota. South Dakota males
have been disproportionately affected by WNV with 56
percent of the 2,359 WNV cases having been male and 44
percent female. Race stratification shows WNV disease
rates at 90.5 percent White, 8 percent American Indian,
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Table 1. West Nile virus human cases, United States and South Dakota, 1999-2016:**  
WNV Neuroinvasive cases (NID), NID rate,* WNV non-NID cases, WNV-associated deaths and viremic blood donors. 
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0.4 percent other race, and 1.1 percent
unknown race, which is proportionately similar
to the state’s population race percentages. The
elderly are at highest risk of developing WNV-
NID disease. The median age of South Dakota
WNV-NID cases was 52 years, while the WNV
non-neuroinvasive case median age was 44
years, and the death median age was 80 years.
Both case numbers and incidence peaked in the
40-44 year age group (Figure 3). However, 24
percent of NID cases and 85 percent of deaths
were among individuals 70 years of age and
older. 

The WNV human disease season runs from
May to October in South Dakota (Figure 4).
The peak week of illness onset has been during
the second week of August; however, if the
2003 WNV epidemic cases are removed, the
remaining year’s cases peak during the first
week of August. The most case onsets during a
single week were during the second week of
August during the 2003 epidemic with 213
cases. During the other years the most case
onsets were during the first week of August
2012 (n=49). Ninety percent of South
Dakota’s human WNV cases occurred during
the nine-week period from the second week of
July through the second week of September.
South Dakota’s six-month WNV season starts
with 0.4 percent of patient illness onsets during
the month of May, 2.0 percent in June, 19.7
percent in July, 59.8 percent in August, 17.4
percent in September and 0.7 percent of illness
onsets during October. Since the infectious
mosquito bite occurs two days to two weeks
prior to onset of disease symptoms, mosquito
control and bite prevention should take place
before and during the peak disease onset periods. 

Over the past 15 years, human WNV infection
has caused extensive disease and death in
South Dakota and is likely to threaten the 
public’s health into the future. South Dakota
health care providers should be alert for
patients with WNV neuroinvasive and non-
neuroinvasive symptoms, use appropriate 
laboratory testing, and report cases to the
South Dakota Department of Health. No

Table 2. West Nile virus neuroinvasive disease (NID), total cases, deaths
and rates reported to CDC, 1999-2015 (rates calculated with 2010 census).
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Table 3.  Human WNV cases and annualized incidence (cases per 100,000 population per year) 
in South Dakota counties, 2002-2016.

Figure 1. Average annual incidence of West Nile virus neuroinvasive disease reported to CDC by county, 1999-2015.
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WNV vaccine is available. City, tribal and county officials
should assure appropriate mosquito control for their 
communities, and all citizens should protect themselves
and their families from mosquito bites.7 The unpredicted
emergence of WNV in South Dakota demonstrates that
an exotic, tropical virus can become enzootic in a temperate

Great Plains state. We must stand prepared to detect and
combat other mosquito and tick transmitted diseases, such
as Zika, St. Louis encephalitis and Ross River fever, by
maintaining local mosquito control competence, insect
surveillance, climate monitoring and laboratory testing
capacity. 

Figure 2. Distribution of human West Nile cases, 
South Dakota 2002-2016. Each dot represents one case 

randomly distributed within counties.

Figure 3. West Nile human cases and deaths by five-year 
age groups, South Dakota 2002-2016.  

Figure 4.  West Nile human cases by week of WNV season, South Dakota 2002-2016.  
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