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GLOBAL PROGRAMME ON AIDS

The t Global Simation of /AIDS Pa
3 Tuly 1995

| As of 30 June 1995, 1 169 811 cumulative AIDS cases in adults and children have

~ been reported to the World Health Orgenization Global Programme on AIDS since the onset
of the pandemic. Thisrepusemaw%mmﬁmthe%SllQmesmponedmmc :

1 Iuly 1994 Report.
The accompanying wbles provide, by country and WHO Region, the numbet of

reportzd AIDS cases 10 date, by year of dlagaosis.

* Fignre Ip:esemtheglobaldisuibuuonofrepmtedandesummdADScasesnsof
wmid 1995, Allowing for under-disgnosis, incomplete reporting and reporting delay, and based
on the availsble data on HIV infections around the world, it is estimated that over 4.5 million
A.IDS cases in adults and dnldren bave occurred warldwide since the pandemic began.

As of mid 199s, nmmatcdthatmnndl&.‘!mimonaduhs.mdmomtban

LS million children, have been infacted with KV since the beginning of the papdeaic (lats
- 1970s to early 1980s). Figure 2 presents the estimated regional distribution of total HIV

infections ig adults (o date. The continoed increase in HIV infections, particularly in southern

a0d central Africa a0d South Asia, will accentuate the disproportioate impact of HIV/AIDS |

on the develaping world

I-'igure 3 shows the estimated mglonal dismbuuon of mV-inrecwd adulis (mclud:ng
AIDS cases) alive as of mid 19985. . , :

ORGANISATION MONDIALE DE LA SAN



| Flgure 1
Total number of AIDS cases in adults and chlldren from
late 1970s/early 1980s untll mld-1995 '

Reported. 1 169 811 | |
_ Asin _ _ 'Estimated_i 4 500 000 +
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_ . Americas* ;J;A - Asia
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12% Europe frica N -
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Alfrica
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Figure2 .
Estimated distribution of total adult HIV infections from
| late 1970s/early 1980s until mid-1995

' ale’ &:‘_ .
Eastern Eurepe and Cenfxal Asia
' 50 000 + '

KEast Asia & Pacific
50 000 +

y| South & South-East Asta
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150000

" Latin Amerlea &
the Caribbean
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Africa -
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* Global Total: 18.5 million
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| | Flgure 3 |
Estnmated dlstrlbutlon of HIV-infected adults
. aliveas of mld-199$ |

North Africa & Middle Eas
100 000+ |
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!.g.i.agai’ office for Afz;;én (AFRO) ' -
AI'DB. Casas‘ Reported to 'wno by Country/Area .
Based on Reports Received through 30 June 1395

8.3 {n the rate solean indieates no population date avadlaile

Rate « par 100,000 population
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$ao Toms & Priretpe 1" 7 %% "0 D00 ¢ 13 B/oUM
Svazitand By 183 18,8 g 6.0 0 1sse/e , .
united Aeo. Tapzanis 42422 3327 108 %6 0.7 0 46088 J0/DB/S& Proviwienal diatribezten of cuses by yesr
Togoe 2142 133D 3.1 1284 32,8 a53 5108 00/0B/8S
Tganda 9es52 ' /A1 13.0 4027 .2 0 43120 31112194
tatre 5 B4 1.3 I 9.3 0 28131 0B/0Y/94 Provistonal distribution of cases Dy yeer
Taabia M2 2010283 o 0.0 - O 29736 20/10/63 Provisienal distribution of cases by year
Tizbabwe 751 M74 8.0 10847 uL.7 0 8582 N8 )
Tatal for the Regich 270887 81734 50629 6363 ¢1558%



07/13/95 .

16:24 212 223 2020 WHO/LUN, NY _ @oo7
' BRagional Offi 3 ericas (s]
AN
AIDS Cases Reported to WHO by Couatry/Area '
Based on Reports Received through 30 June 1885
1979-82 D083 Rete 18G4 Rakts 1085 Tatsl Laat.  Comments
Country ' lﬂ’n
antigea Barbuds 14 7T S 8 TS G 40 31/12/84
Anguitlia § 8 06 ¢ 0.8 o 5§ N/03/8%
" Argenting 277 1388 4.1 1820 3.4 138 87 21/0W8S
Sahanes waz 7 121.2 412 1316 0 1T NN
Barbudos 330 sa 28 118 M9 0 57 UM
Rarayda 208 16 2003 4 77,2 0 = NuNn
tolizs &8 24 138 8 4B 9 100 0/06/84
Bolivie [ -] w 03 . W 0.2 0 9T U .
wrasil 4S8 12461 7.0 TESS 4.7 O 6314 25/01/05 Provieforel distributiea ef cases by year
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Rate = per 100,008 population
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Ragional Qffi agtern Mediterranaan

' AIDS Cases Reported ‘to WED by Country/Arsa

Coamuate

Total for the Rwgion

shava statistics do pot {nnlude § cases raported for UNAVA

Aate = per 100,000 popo Laticn
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_AIDS Cases Heported to WHO by Country/Area
Based on Reports Received through 30 Juna 1995
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AIDS Cases Reported to WHO by Country/Area
Based on Reports Recaived through 30 June 1995 -
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GLOBAL PROGRAMME ON AIDS
The Global Simation of /AIDS Pandemic
3Tuly 1995

As of 30 Jume 1995, 1169 811 cumulative. AIDS cases in adults and children have
been reported to the World Health Organization Global Programme on AIDS since the onset
of the pandemic. This represents a 19% increase from the 985 119 cases reported in the

1 Tuly 1994 Report.

: The accompanying twbles pmwde. by counuy and WHO Region, the numbe.r of
-reporred AIDS cases w dare, by year of diagnosis.

Hgmelpmntsd:agbbaldlsuibuﬁonofnpmdandmmmdAmsMuof
mid 1995, Allowing for under-disgnosis, incomplete reporting and reporting delay, and based
an the available data on BTV infections around the world, it is estimated that over 4.5 million
AIDS cases in adults and children have occurred werldwide since the pandemic began.

" As of mid 1995, i is éstimated thar ground lsjnmionadnlts.and'motethan

LS million children, have been infacted with HIV since the beginning of the pandemic (laz
"+ 1970s to esdly 1980s). Figure 2 presents the estmated regional distribution of wwml HIV

infections in adults (o date. The continped increase in HIV infeczions, paxticularly in southern

and central Afriea and Sou:hAsia.winaccenmamthedispmporﬂonamimpamomeAmS

~ on the developing worid.

Figure 3 shows the estimated regional dismbuﬁon of HIV-infecied adulrs (mcludmg _
AIDS cases) alive as of mid 1995, :



Flgure 1 g

Tota.l number of AIDS cases in adults and chlldren from 3
late 197ﬂslearly 1980s until mid-l995 :
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! Figure2
Estimated distribution of total adult HIV infections from
| ~ late 1970s/early 1980s until mid-1995
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Flgure 3 |
Estlmated dlstrlbutlon of HIV-infected adults
. aliveas of mid-1995
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Baitimore City Health Department
AIDS Statistical Summary

Cumulative AIDS Cases Among Baltimore City Residents

Inchides persons diagnosed while in the custixly of the Baltimore City Detention Center and 115 inmates of the Division of
Corrections. There can he # substlantial defny from date of diagnasis of AIDS to receipt of  care repert at the Health Departmens.
All ligures ars pravisional and are suhject lo chnnge.

August 3], 1996

Adul r/Adolexcent * Padintrie * Total
t. Disease Category Cases ( X} Deaths ( ) Comes (%) Degthr ( %) Cagey ( X) Dewthg ( %)
pCr 23 1IN 1931 ( 10) $0 ¢ 33) 37 ( 74) 273 ( 33) 1968 ¢ 80)
Other Diseneg w/o OCP 2481 ( 36) 1696 ¢ 60) n2 ¢ &N 33 ¢ 32) 83 ( 34) 1729 ( 67
XS$ Alone &8 ¢ D 36 ( &) 0¢ O 0¢ ) 68 ( O 36 ( 82)
W3 Dipeanea Listed 2409 ( 33 sy ¢ 31 0 o 0c ) %09 ( 3D 751 (3D
Totul 7381 10D) 643s 60y 152 (100) 70 ( L&) 7533 (10M £504 ¢ 60)
Adult/Adolescent °® Pedistric Total
2. Age ” Cates ¢ X) 3. Rage/Ethnicity Cages ( 2) Ceges ( 7} Cases ( %)
Under S 137 ¢ 2) White, Pot Hiepenic 1016 ¢ 14) 6¢ 3 1020 ( %4)
5-12 15¢ M Bluck, Not Wisparic 6296 ( 85) 167 ( 9N 6463 ( 86)
13-19 8¢ D Hispanic ’ 50 ¢ 1 0o o 50 ¢ 1)
20-29 1133 ¢ %) AglansPacific Ta. 9¢ M 0(¢( O) (O
30-39 3535 ¢ A7) . Am. tndian/Alaska Native 1 0 1¢ 1 1 ¢ 0
L0-49 1998 ( 27) Unknown 0¢( O 0 C O 0¢ O
Over 49 687 ¢ %) ceeee--ees STet o emmememeen e eeees e s
Unknown D¢ 0) Total . 7381 ¢100) 152 (100) 7533 10Dy
Total 7533 (100)
4. Expasurg Category Adulr/adolegeent Tronemisslon Hodes™®
Hales ¢ X} Fepnleos ( %) Tatal ( X)
L 2 avasaaan dacaea P
Men who have sex uwith men : L1914 ¢ 34y 0o( O 19% ( 26y
Injecting drug uae ) 2806 ( SO) 1217 ¢ &M 4023 ¢ %
Mgn uho hbove 3ax with men and Inject drugs 3Me D ocC M . 37T ¢ 5
llemophit la/conguintion disorder 8¢ 0 0¢ 0 B¢ o
Meteroserunl contact 306 ¢ 5) XK ¢ 25) 753 ¢ 10)
Receipt of blood, comporenta, or tissue 3¥(n 27 ( 2) 66 ¢ 1)
2=k ot repprtrzd/Other 171 ¢ Lo BN 3] s ¢ N
fatat 5611 100) 1768 (100) 7379 (100)
Pedtatric Trongmigaion Modes
Heles { X) Females ¢ %) Totat ¢ %)
Nlameph i1 in/comgulntior disorder 1¢ 0¢ O 1¢ 1D
Mother withspt ripk for HIV infection 83 ( 98) 68 ¢ 993 151 ¢ 9®)
Qeceipt of blood, components, or tissue 1¢ 1 1¢( 1O IS )]
Risk not reported/Othar D¢ O 0¢ O 0c¢ o
Total 85 (o) 69 (100} 154 (00
* Clagsification nt time of AI10S dr {f patient met cthe AIDS cose definition (othervige 8ge ot first RIV report).
**2 patlents were dlegnosad with 2103 63 sdults but Mave evidence of being HIV infected ag childran. They
are counted na adultasedoladcent ceses In tebleg 1, 2, and 3;and ap pediatric coses (n table ¢. .
Figure 1. Bailtimore City AlDS Cases
Cumulative by Dntae of Raport
Subject lo changs as New repotts are recaived
Number of reports (Thousands)
8 T . ‘ T I {
0 I N 1 L
L)
® % &% 9% & & &% &% & & & & % %
) 2 s 2 z < 7 < 7 < “ < % <
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Baltimore Cily Health Department
AIDS Statistical Summary

Race and Sex and Mode of Transmission by Date of Initial Diagnosis

August 3], 1996

Mode of Dx prior 91%9- 9/90- 991- 9/92- 9/93- 9/94- 9/95-
Race/Sex Transimission  Sept 89*  8/90 8/91 8/92 8/93 8/94 8/95 8/96 TOTAL
Blsck/M M-S-M 297 122 116 148 190 159 108 69 1,209
nu 270 186 244 398 432 482 379 223 2,661
M-5-M/IDU 69 28 25 35 66 39 36 19 n
Hemnphiliac [ 2| 2 5
Hetera 17 7 1 34 49 72 50 40 280
TransI/Trpl 4 5 4 6 P i 5 { 28

Black/T?

IHetero 19 27 41 43 71 103 52 40 L3{
Trans{/Trpl 4 6 4 2 ! 3 2 R
Unknown
______ i
, White/M
DU 14 9 10 13 19 16 25 16 {22
M-5-M/1DU 10 6 5 9 7 7 3 3 50
Hemaphiline i 1 2
Hetera 3 t 4 6 l 3 3 21
TransfTepl 6 1 2 9
Unknown 4 12
__________ St LR
White/F IDU iz
Herera 1 3 7 6 3 d 3 2 29
Trangf Trpl { 1 1 I 1 3
Unknown [ I 2

IDU 1 2 1 M 2 1 1 1 14
M-S5-M/1IDU 2 2
fletero I 1 2
Unknawn { ]
R I A . _,[. _______ b [ SR WP E S b — PO SRS TR | S
Hisp/F IDU | i 1 3
{ 1 2
__________ NN T RO U S DU S NPUPRUN W S N 1
Other All Ages/Modes I l { 3 4 6 3 1 20
TOTAL 1,138 582 716 592 7.533

CLFAR l Age 2 13 yenrs

“fncludan 45 caxca wilth date af dingnoviz unkiewa
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Baltimore City Health Department
AIDS Statistical Summary

N Angust 31, 1996

Table 5. AIDS Cases, case fatalily rates and deaths by half year and age group.

Half-vesr Number of sumber of Cose-forallty
of Diagnosis Caser - Desths : Qgt2
Bofore 1083 4 4 100%
1983 Jen -June 12 12 100%x
July-Dec 3 3 100X
1084 Jon - June 13 13 100%
July-Det 18 17 96T
1985 lan -Jure 30 v 90%
July-Dec <0 38 95X
1986 Jagn -June 56 31 91z
July-Dec 73 87 92X
1987 Jan -Jure . 102 9 9%
July-Der 106 98 92%
1988 Jon -June 154 134 87X
July-Dec 190 V76 38%
1982 Jan - June 213 188 887
July-Dec 238 205 . arx
1990 Usn - june nz 259 82x
July-Dac 315 261 83X
1991 Jpn - June re 307 a2%
July-Dec 429 . 334 78%
1992 Jor -June 552 402 [atd
July-0ec 555 375 68%
1993 tan - Jure 676 383 b 2e
July-Dec 623 312 S0%
1994 Jam - Jung 6.8 284 113 4
July-Dec 516 195 38x
1005 Jam -June 533 132 25%
July-Dec ’ 381 93 anx
1996 Inn - June 330 38 12%
July-Sep S 21 1 5%

Totels 7533 [31:.17 60%



Baltimore City Health Department
Division of Preventive Medicine and Epidemiology
AIDS Program
February, 1995

IN BALTIMORE CITY IT IS ESTIMATED THAT:

14,800 residents of Baltimore are believed living with HIV infection:

e B,800 males and 6,000 females

e 2360 of these are living with AIDS ‘
2,900 residents of Ballimore have died with AIDS since the epidemic began
Woimen continue o grow in numbers, accounting for 23% of cumulative AIDS cases, 28% of living AIDS
cases, and 40% of eslimated persons living with HIV infection
The largest growing groups among AIDS cases conlinue to be {hose that are Injection Drug Users
(IDU’s) |

e [DU s afaclor for 63% of black male age > 12 years AIDS cases

e Studies indicate that 20% of black male IDU's are HIV+
e DU is a possible factor in up to as much as 95% of black female age > 12 years AIDS cases
e Studies indicate that 22% of black female IDU's are HIV4

The trend for new AIDS cases conlinues upward, unchanged, except for cases among hemophiliacs
and recipients of transfusions or transplants
The Ballimore MSA has the 7th highest number of pediatric (age < 13 years) AIDS cases in the U.S.

o Over 90% of pediatric HIV infections are relaled in some way to IDU
Baltimore AIDS cases are concentraled mainly in nine ZIP codes, with Baltimore City representing more
than 50% , and the Ballimore MSA nearly 65% of Maryland's total cumulative AIDS cases.

e Given historical trends, it is believed that by the end of 1995 nearly 6% of the black male

population and nearly 4% of the black female populalion of the City will have been infecled with
HIV since the epidemic began

‘@ |In some neighborhoods HIV infection is likely present in grealer than 10% of the popuiation
HIV/AIDS continues lo drive death rates upward overall and has been the leading of cause of death
among 25-44 year olds since 1989 USGEOIPTE 2/ ioM

9661/21/68
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HIV Disease Reporting Requirements

in the City of Baltimore

PAGE BB

- For each diagnosis made in the City of Baltimore regardless of place of residence -

——

== =
Report required Municipal Code of the City of Baltimore Statutes of the State of Maryland’
from
Health Care Provider| Laboratory Director Health Care Provider Laboratory Director
HIV disease
stage
UNIQUE IDENTIFIER UNIQUE IDENTIFIER
HIV infection Health - General Health - General
5§18 -203 §18 -205
HIV + NAME
Symptomatic Heslth - Genaral
3 §18 -201
conditions
CD4 2 200/ul for NAME NAME UNIQUE IDENTIFIER
patients age = 13 Article 13 - Health Health - General Health - Genaral
years® §11-187 §18 -201 §18 -201
NAME NAME NAME
AIDS clinical Article 11 - Health Artcle 11 - Heglth Health - General Note (B}
conditions” §11-187 §11-187 518 -20n
L

Note (1): To the local hasith officer for the county {city] where patient care is provided.

Notse (2): Or administretive haad of an institution reporting to the health officer for the county fcity] where the insttuton is
located with regerd to 3 person “on tha premises,” (MD Health - Genaral £§18 -201).

Note (3}: Specified in COMAR 10.06.01.02.12 {a) and (b}.

Note (4): Specified as AIDS in MMWR 1893 v.41, no. RR-17

Note (5): Known aiso as opportunistic infections {Ol's) and specified in MMWR 1983 v.41, no. RR-17 for patients age 2 13
yesrs, and in MMWR 1987 v.36, {suppl) for patients age £ 12 ycars,

Note (6): Among the clinical conditions {O1's) [26 for patients age = 13, 24 for patients age < 12 vears| whnich define AIDS,
Cryptosporidiosis, Meningitis {viral, bacterial, parasitic, and fungal) Mycobacteriosia, M. tuberculosis.. Ssimoneliasis, and
Seapticemia in newborns (COMAR 10.06.01.03) are each reportabie for thair own pathoiogy end not as necessarily indicative
of HIV digsepse. M. tb. is crozs-reported to both TB Controi and AlDS Surveillance at both local and state health departments.

August 22, 1996

HIV/AIDS Surveillance

AIOS Progrsm ~
Battimore City Meaith Department :
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Baltimore's changing AIDS epidemic

Percent change in aduit/adolescent (age > 12) AIDS case diagnoses between the periods Dec,90 to Nov,92 and Dec,82 to Nov,94 by

1ace, gender, and risk behavior, and showing total diagnoses during the four-year period.

16:15

418-837-8559

OdBaltimore City EdBaltimore MSA*

Percent change in diagnoses
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HIV/AIDS Surveiilance, AIDS Program

Baltimore City Health Department | / : Two-year AIDS

report rate per 100,000 persons

for cases reported July I, 1993 to June 30, 1995
by census tract

Rate per 100,0000 persons (Quantiies)

8lo 58

2

Dalta for

Jeemed acernte at time of production. All rights rescrved, use or reproduction prohibited withowl poor written permission.

90% of AINS cose reports. Dala is provisional, subject to continuous updating, and not adjusted. lnformation

Vi

e’ i f \ £

58 to 246

246 to 2965
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Two-yecar adult/adolescent AIDS case report incidence rate
per 100,000 adult/adolescent residents of Baltimore City for AIDS cases
reported July 1, 1993 to June 30, 1995 by latest known residence census tract

February, 1996
HIV/AIDS Surveillanoe, AIDS Progeam
Taltimore Cily Health Departinent

’

Rate per 100,000 (Quantiles)
| 27 10 228

229 to 627

. 628 to 2965

None reported

The
Beltimore Metropolitan Statistical Area

Carroll  Baltimore

Harford

Baltimore City

Howard

Queen Anne's
Anne Arundel

Data for 95% of AIDS case reparts. Dula is provisional, subject to continuous updating, and not adjusted. Information
decinied accurale ot fime of praduction. All rights reserved, use or reprodpction prohibited without prios written pennission.
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DI@LLLY/AIDS

CENTERS FOR DISEASE CONTROL
AND PREVENTION

Facty aboat

PREVENTION

HIV/AIDS Surveillance

Background

Purpose: The Centers for Disease Control and Prevention (CDC) publishes a semiannual HIV/AIDS
Surveillance Report (HASR). This report provides descriptive statistics on HIV and AIDS for persons
who report data, persons who use surveillance data to target or prioritize services for HIV prevention
and patient care, and others who need the latest available data on cases of AIDS and HIV.

Reported AIDS cases: Reported AIDS cases represent the scope and magnitude of the epidemic and
are useful for characterizing the demographic, geographic, and risk/exposure distribution. Numbers and
characteristics of reported cases are useful for planning and allocating resources for prevention and care.
Delays in reporting vary among different demographic, geographic, and exposure groups.

Diagnosed AIDS cases: Cases must be presented by date of diagnosis when presenting trends in
AIDS incidence. More recent time periods will show an artificially low number of cases due to lag time
for reporting after the AIDS diagnosis is made. Therefore, the HASR includes data which has been
adjusted for lags in reporting.

Death reporting: Reporting of deaths among persons with AIDS is estimated to be more than 90%
complete, with approximately 80% of deaths reported within 1 year.

HIV/AIDS

Cumulative data: Through June 30, 1996, a cumulative total of 548,102 persons with AIDS had been
reported to CDC.

The 548,102 cumulative reported AIDS cases included:
* 540,806 adolescents and adults
* 462,152 men
+ 78,654 women
* 7,296 children less than 13 years of age
A total of 343,000 of the 548,102 persons reported with AIDS have died.

Exposure groups: Among men and women who have been reported with AIDS, three HIV exposure
groups continue to account for nearly all cases of AIDS:

* men who have sex with men - 51%
* injecting drug use - 25%
* heterosexual contact (primarily through - 8%

sexual contact with injecting drug users)

HIVJAIDS Surveillance 1 September 1996



Pediatric cases: Nearly all (90%) of the pediatric AIDS cases reported result from perinatal transmission.

HIV cases: Over 80,000 persons have been reported with HIV (not AIDS) in the 28 states that report
cases of HIV infection.

HIV prevalence estimates: The Public Health Service has estimated that in 1992 between 650,000-
950,000 persons were infected with HIV.

Trends

Trends from estimated AIDS opportunistic infections (OIs): In 1993, the CDC AIDS surveillance case
definition was expanded to include persons with severe immunosuppression. Because most HIV-in-
fected persons become severely immunosuppressed before the onset of AIDS Ols, researchers devel-
oped a method to examine trends over time. The term “estimated AIDS OIs” characterizes the expected
dates for development of Ols in persons reported with AIDS. Recent trends of estimated OlIs show an
overall slowing in the growth of the AIDS epidemic. The following trends are observed:

» slight increases in the number of estimated Ols

* increases among women

* leveling among men who have sex with men

* leveling in the West but continued increases in other geographic areas

* leveling among whites but continued increases among blacks and Hispanics

* declines among children less than 13 'years of age
 Declines in certain groups likely reflect successful prevention interventions. These trends are ex-
pected to continue in the near future. However, these overall trends at the natlonal level may possibly
mask the diverse sub-epidemics in local areas.

Source: Centers for Disease Control and Prevention. HIV/AIDS Surveillance Report,
1996;8(no.1):[inclusive page numbers].

Single copies of the HIV/AIDS Survetllance Report are available free from the CDC National AIDS Clear-
inghouse. Internet users may view an electronic copy of the Report by visiting CDC’s home page
(http://www.cdc.gov) and selecting the topic “Publications & Products.”

For more information:

"CDC National AIDS Hotline: 1-800-342-AIDS (2437)
Spanish: 1-800-344-SIDA (7432)
Deaf: 1-800-243-7889
CDC National AIDS Clearmghouse
P.O. Box 6003

Rockville, MD 20849-6003

HIV/AIDS Surveillance ' 2 September 1996



T T ovmT omemmem T LT T T TsmeciaL REMIEST POR Jik Tioo Inut  /, septenwmer 1<, 1Y¥e &
IDC AIDS SURVEILLANCE DATA AS OF DECEWBER 31, 1993
A1DS CASES FROM BALT(MCRE
QIAATIVE TOTAL
*8* PATIENT RACE/ETHMICITY

0/‘-&"\ wlah‘}{/

- Cuswletive Cumilative

RACS frequency Percent Frequency Parcent
(1¥hite 17" a.8 173 20.8
(2)Black 6712 7.9 8305 9.7
(3)dinpania R . 8507 .7
(b)Asian 10 0.1 8807 99.8

(5){ndfan 10, 0.1 100.0
(9)unkrnom & 0.0 100.0
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Baltimore City Health Department
AIDS Statistical Summary

A Cumulative AIDS Cases Among Baltimore City Residents

Includes persons dingnosed while in the custody of the Baitimore City Defention Center and 115 inmates of the Division of
Corrections. There can he a substantial delay from date of diagnosis of AIDS lo receipt of a case report at the Health Department.
All figures are provisional and are suhject to change.

August 31, 1996

Adul t/Adolescent * Pediatric * Total
Nismase Category Cnges ( X) Deaths ( %) Cases ( %) Deaths ( %) Cagses (%) Denthe ( %)
rcP 26423 ( 33) 1931 ( 30) 50 ¢ 33) 37 (74 2473 ( 33 1968 ( 80)
Nther Dicence w/0 PCP 2481 ¢ 34) 1696 ( 60) 102 ( 67) 33 (3 2583 ( 34) 1729 ¢ 67
XS Alone 68 ¢ 1) S6 ( 82) 0C M 0¢ ) 68 ( 1) 56 ( 82)
Mo Niseaces Listed 2609 ( 33y 751 (¢ I 0 M D¢ 2609 ( 32) 751 ( 31
Total 7381 (100Y LA34 (60 152 (100) 70 ( 46) 7533 (100) 4504 ( 40)
Adul t/Adolescent * Pediatric * Total
Age * Cases (%) 3. Race/Ethnicity Cases (%) faseg ( %) Cases (%)
linder S 137 ¢ ) Uhite, Not Mispanic 1016 ¢ 14) L% 1020 ¢ 14)
5-12 15 ¢ 0y Black, Mot Hispnnic 6296 ( 85) 147 (o) 6463 ( 88)
13-19 28 ( 0y Hispanic ' 50 ¢ N 0¢ O 50 ¢ N
20-29 133 (¢ 15) Asian/Pacific Is. 2¢ O 0 ¢ O 70 0
30-39 3535 ¢ A7) Am. Indian/Alacka Native 10 (¢ 0) 1¢( 0 11 ¢ O
AN-49 1998 ( 27) Unknoun 0 O 0 (¢ M 0 ¢ m
Qver 49 AA7 ( 9)  seeeeeeeeeseoe e e Ll s
Unknown 0 m Total 7381 (100) 152 (100) 7533 (100)
Totnl 7533 (100)
Fxpnsure Category Adult/Adolescent Transmission Hodeg**
Hales (%) Famales ( %) Total ( %)
Men who have sex with men . 1914 34) 0C 0 1914 ¢ 26)
tnjecting drug use 2806 ( 50) 1217 ( 69) 4023 ( 59)
Moy who have sex with men and inject drugs 371 ¢ ) 0 O 371 ¢ 5)
ltemaphilin/conaguintion disorder 8¢ M 0 ¢ M 8( O
Heterosexual contact 304 ( 5) 49 ( 25) 753 10y
Receipt of blood, comporents, or tissue T N 27 ¢ 2) & (1)
Risk nat repnrted/Other 171 ¢ B 75 (&) 246 ¢ B
Total S611 ¢100) 1768 (100) 7379 (100)
pPediatric Transmission Modes
Males ( %) Females ( X) Total ( %)
finmophil in/coaquintion disorder 1t¢ 1 0 ¢ ) LEE G
Mother with/at risk for HIV infection 83 ( 98) 68 ( 99) 151 ( 98)
Receipt of blood, components, or tissue t¢ N 1¢ 1 2¢ 1
Risk not reported/Other 0C O 0¢ 0y 0 ¢ O
Totnl 85 (100) 69 (100) 156 (100)
* Classification nt time of AIDS dx [f patient met the AIDS case definition (otherwise age at first HIV report).
**2 patients were diagnosed with AIDS as adults but have evidence of being HIV infected ag children. They
are counted as adults/sdolescent cases in tebles 1, 2, and 3:and as pediastric cases in table &.
Figure 1. Baltimore Clty AIDS Cases
Cumuliative by Date of Report
Subjact lo change as naw raports are receivad
Number of reports (Thousands)
8 r
|
!
A ,_ . e
1 ! !
2 ' !
i N |
0
QY B % 9 & & K &K & 9% % % & %
‘s 9 5 \e‘ ‘S @ ‘S 9 ‘5 \@ ‘s o > 3
Y Ay \y Ly 2
T S T Y T W T W e Y T Y
Six month period of report J




Baltimore City Health Department
AIDS Statistical Summary

Table 6. Race and Sex and Mode of Transiission by Date of Initial Diagnosis
- Augnst 31, 1996

Mode of Dx prior  9/89- 9/90-  9/91- 9/92- 9/93- 9/94- 9/95-
Race/Sex Transmission  Sept 89*  8/90 8/91 3/92 8/93 8/94 8/95 8/96 TOTAL

Black/M M-S-M 297 122 116 148 190 159 108 69 1,209
DU 270 186 | 24| 3981 as2| 482 ] 319] 223 2.664

M-S-M/IDU 69 28 25 35 66 39 36 19 317

Hemaphilinc I 2 2 5

Hetero 17 7 it 34 49 72 50 40 280

Trans{/Trpl 4 b 4 6 2 i 5 ] 28

Unknown 7 s 10 14 16 17 37 33 138

Rlack/T IDU -7 36" 122 157 205 220 166 80 1,143
Hetero 19 27 41 43 11 103 52 40 416

Transf/Trpl 4 6 4 2 | 3 2 22

Unknown 1 8 6 8 26 18 73

White/M M-5-M 224 65 78 67 86 80 47 206 673
DU 14 9 10 13 19 16 25 16 122
M-S-M/IDU 10 6 5 9 7 7 3 3 50
Hemophiliac l o 2
Hetero 3 ! 4 6 l 3 3 21
Transf/Trpl 6 1 2 9
Unknown 4 2 2 5 2 4 12 1 32
I
White/F {018] 3 ) 3 12 17 13 12 6 70
Hetero i 3 7 6 3 4 3 2 29
Trans{/Trpl 1 1 1 l 1 5
Unknown 1 : l 2

T Hisp/M M-S-M 8 s 2 5 1 l-1 3 1 26
DU 1 2 1 5 2 1 1 | 14

M-S-M/1IDU 2 2

Hetero | | 2
_______________ ! _JEBT:”_"____ L_____-_L_____-___-___-_r_____-_L_-___________-..______-u}.__-__l.dr___-__l__
Hisp/F 1DU | ! { 3
Hetero 1 { 2
.......... A3 N A AN O Y O Y
Qther All Ages/Modes 1 ! ! 3 4 6 3 l 20
TOTAL 1,138 582 716 1,255 987 592 7,533

CLEAR Age 2 13 yenrs Age < |3 years

*includes 45 cnsex with date of dingnosis unknown



Baltimore City Health Department
AIDS Statistical Summary

N August 31, 1996

Table 5. AIDS Cases, case fatality rates and deaths by half year and age group.

Half-Year Number of Number of Case-Fatality
of Diagnosis cases - Deaths Rate
Before 1983 4 A 100%
1983 Jan -June 12 12 100%
July-Dec 3 3 100%
1984 Jan - June 13 13 100%
July-Dec 18 17 33
1985 Jan -Jure 30 27 0%
July-Dec 40 38 5%
1986 Jan -June 56 51 1%
July-Dec 73 87 92%
1987 Jan - June ) 102 9% 92%
July-Dee 106 °8 2%
1988 Jan -June 154 134 87%
July-Dec 199 176 88%
1989 Uan - June 213 188 88%
July-Dec 238 2n6 ar.
1990 Jan - June 7z 259 2%
July-Dec 315 261 a3x
1991 Jan -June 3T4 307 82%
Juty-Nec 429 334 78%
1992 Jan -June 552 402 3%
July-Dec 555 375 689
1993 Jan -June 676 383 ST
July-Dec 623 312 S0%
1994 Jjan - Jjune 648 284 134
July-Dec 516 195 38%
1995 Jan -Jure 535 132 25%
July-Dec 381 93 24%
1996 Ian - June 330 38 12%
July-Sep S 21 1 5%

Totals 7533 4504 60%



Baltimore City Health Department
Division of Preventive Medicine and Epidemiology
AIDS Program
February, 1995

IN BALTIMORE CITY IT IS ESTIMATED THAT:

14,800 residents of Baltimore are believed living with HIV infection:

e 8800 males and 6,000 females

® 2360 of these are living with AIDS
2,900 residents of Baltimore have died with AIDS since the epidemic began
Women continue to grow in numbers, accounting for 23% of cumulative AIDS cases, 28% of living AIDS
cases, and 40% of estimated persons living with HIV infection
The largest growing groups among AIDS cases continue to be those that are Injection Drug Users
(IDU's)

e |DU is a factor for 63% of black male age > 12 years AIDS cases

e Studies indicate that 20% of black male IDU’s are HIV+
e |DU is a possible factor in up to as much as 95% of black female age > 12 years AIDS cases
e Studies indicate that 22% of black female IDU’s are HIV +

The trend for new AIDS cases continues upward, unchanged, except for cases among hemophiliacs
and recipients of transfusions or transplants
The Baltimore MSA has the 7th highest number of pediatric (age < 13 years) AIDS cases in the U.S.

e Over 90% of pediatric HIV infections are related in some way to IDU
Baltimore AIDS cases are concentrated mainly in nine ZIP codes, with Baltimore City representing more
than 50% , and the Baltimore MSA nearly 65% of Maryland's total cumulative AIDS cases.

e Given historical trends, it is believed that by the end of 1995 nearly 6% of the black male

population and nearly 4% of the black female population of the City will have been infected with
HIV since the epidemic began

e |n some neighborhoods HIV infection is likely present in greater than 10% of the population
HIV/AIDS continues to drive death rates upward overall and has been the leading of cause of death
among 25-44 year olds since 1989 L50O1PAS 2110705



HIV Disease Reporting Requirements

in the City of Baltimore

- For each diagnosis made in the City of Baltimore regardless of place of residence -

Report required
from

HIV disease
stage

HIV infection

HIV =
Symptomatic
conditions®

CD4 < 200/ul for
patients age = 13
years®

AIDS clinical
conditions®

Mumecipal Code of the Citv of Baltimore Statutes of the State of Maryland’
Health Care Provider| Laboratory Director Health Care Provider | [aboratory Director
* S

UNIQUE IDENTIFIER UNIQUE IDENTIFIER
Health - General Health - General
§18 -201 §18 -206
NAME
Health - General
§18 -201
NAME NAME UNIQUE IDENTIFIER
Article 11 - Health Health - General Health - General
§11-187 §18 -201 §18 -201
NAME NAME NAME
Article 11 - Health Article 11 - Health Health - General Note (6)
§11-187 §11-187 §18 -201

Note {1): To the local health officer for the county (city] where patient care is provided.

Note (2): Or administrative head of an institution reporting to the health officer for the county [city] where the institution is
located with regard to a person "on the premises,” (MD Health - General §18 -201).

Note (3): Specified in COMAR 10.06.01.02.12 {(a) and (b).
Note (4): Specified as AIDS in MMWR 1993 v.41, no. RR-17
Note (5): Known also as opportunistic infections (Ol's) and specified in MMWR 1993 v.41, no. RR-17 for patents age 2 13
years, and in MMWR 1987 v.36, (suppl) for patients age < 12 years.
Note {6): Among the clinical conditions (Ol's) [26 for patients age 2 13, 24 tor patients age < 12 years| which define AIDS,
Cryptosporidiosis, Meningitis (viral, bactenal, parasitic, and fungal)l Mycobacteriosis, M. tuberculosis., Saimonellosis, and
Septicemia in newborns {COMAR 10.06.01.03) are each reportable for their own pathology and not as necessarily indicative
of HIV disease. M. tb. is cross-reported to both TB Control and AIDS Surveillance at both local and state health departments.

August 22, 1996

HIV/AIDS Surveiilance

AIDS Program

Baltimore City Health Department




Baltimore’s changing AIDS epidemic

Percent change in adult/adolescent (age > 12) AIDS case diagnoses between the periods Dec,90 to Nov,92 and Dec,92 to Nov,94 by

race, gender, and risk behavior, and showing total diagnoses during the four-year period.

Percent change in diagnoses
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Two-year adult/adolescent AIDS case report incidence rate
per 100,000 adult/adolescent residents of Baltimore City for AIDS cases
reported July 1, 1993 to June 30, 1995 by latest known residence census tract
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Table 1. AIDS cases and annual rates per 100,000 population, by state, reported in 1994 and 1995;'
and cumulative totals, by state and age group, through December 1995, United States

1994 1995 Cumuiative totals
Adults/ Children
State of residence No. Rate No. Rate adolescents <13 years old Total
Alabama 582 13.8 642 15.1 3.611 52 3,663
Alaska 59 9.8 69 1.4 324 4 328
Arizona 610 15.0 678 16.1 4.436 19 4,455
Arkansas 285 1.6 277 11.2 1,863 27 1,890
California 12,132 38.6 11,134 35.2 88,447 486 88,933
Colorado 812 222 673 18.0 5.212 26 5,238
Connecticut 913 279 1,652 50.4 7,257 153 7,410
Delaware 269 38.0 316 44 .1 1,484 12 1,496
District of Columbia 1,400 246.9 1.029 185.7 8,041 1186 8,157
Florida 8.522 61.1 8,059 56.9 50.726 1,112 51,838
Georgia 2,266 32.1 2.291 31.8 14,393 156 14,549
Hawaii 216 18.3 259 218 1,784 13 1,797
idaho 61 54 49 4.2 326 2 328
Hlinois 3,062 26.0 2,220 18.8 16,221 190 16,411
indiana 617 10.7 529 9.1 3,802 30 3.832
lowa 130 4.6 ' 116 4.1 867 8 875
Kansas 233 9.1 320 12.5 1,614 10 1,624
Kentucky 318 8.3 298 77 1,812 14 1.826
Louisiana 1,230 28.5 1,087 25.0 7.568 98 7.666
Maine 17 9.4 130 10.5 702 6 708
Maryland 2.686 53.7 2,575 51.1 12,826 240 13,066
Massachusetts 1,382 22.9 1,447 23.8 10,493 171 10,664
Michigan 1,021 10.8 1,201 12.6 7,345 81 7,426
Minnesota 419 9.2 369 8.0 2,690 19 2,709
Mississippi 429 16.1 442 16.4 2.377 37 2,414
Missouri 707 13.4 791 14.9 6.360 45 6,405
Montana 30 3.5 25 29 192 2 194
Nebraska 88 5.4 114 7.0 682 7 689
Nevada 384 26.3 493 32.2 2,627 21 2,648
New Hampshire 92 8.1 112 9.8 616 7 623
New Jersey 4,872 61.7 4,409 55.5 28,704 623 29,327
New Mexico 213 12.9 164 9.7 1,232 4 1,236
New York 14,729 81.1 12,399 68.4 92,972 1,779 94,751
North Carolina 1,188 16.8 1,000 13.9 6,329 91 6,420
North Dakota 21 3.3 5 0.8 65 - 65
Ohio 1,193 10.7 1,110 10.0 7,540 80 7,630
Oklahoma 268 8.2 295 9.0 2,442 17 2,459
Oregon 605 19.6 459 14.6 3,386 14 3,400
Pennsylvania 2,510 20.8 2,377 18.7 14,891 198 15,089
Rhode Island 275 277 223 225 1,411 14 1,425
South Carolina 1,151 31.6 976 26.6 5,337 63 5,400
South Dakota 20 2.8 19 2.6 101 4 105
Tennessee 751 14.5 897 171 4,670 42 4,712
Texas 5.847 31.8 4,477 23.9 34,830 284 35,114
Utah 153 8.0 164 8.4 1,169 20 1,189
Vermont 38 6.5 44 7.5 272 3 275
Virginia 1.155 17.6 1,610 243 7,782 134 7,916
Washington 929 17 .4 892 16.4 8,783 24 6,807
West Virginia 92 5.0 127 6.9 617 8 625
Wisconsin 373 7.3 350 6.8 2,498 23 2,521
Wyoming 19 4.0 17 3.5 133 - 133
Subtotal 77,474 29.8 71,411 27.2 489,862 6,599 496,461
Guam : 1 0.7 - - 14 - 14
Pacific Islands, U.S. - - - - 2 _ 5
Puerto Rico 2.283 62.5 2,594 70.3 15,978 335 16,313
Virgin Islands, U.S. 52 50.1 39 374 249 12 261
Total? 79,897 30.2 74,180 27.8 506,538 6,948 513,486

'See Technical Notes for a discussion of the impact of the 1993 AIDS surveillance case definition for aduits and adolescents (implemented January 1, 1993)
on the number of cases reported annually since 1993.
ZTotals include 435 persons whose state of residence is unknown.
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Table 2. AIDS cases.and annual rates per 100,000 popuiation, by metropolitan area with 500,000 or
more population, reported in 1994 and 1995;' and cumulative totals, by area and age
group, through December 1995, United States

1994 1995 Cumulative totals
Adults/ Children
Metropolitan area of residence No. Rate No. Rate adolescents <13 years old Total
Akron, Ohio 46 6.8 37 55 319 - 319
Albany-Schenectady, N.Y. 144 16.5 204 23.4 1,040 20 1,060
Albuguergue. N.Mex. 90 13.9 92 13.9 680 2 682
Allentown, Pa. 76 12.4 88 14.3 489 6 495
Ann Arbor, Mich. 24 47 54 10.3 272 5 277
Atlanta, Ga. 1,550 46.5 1,556 453 10,355 84 10,439
Austin, Tex. 456 47.2 323 323 2,635 17 2,652
Bakersfield, Calif. 104 17.0 126 20.4 615 3 618
Baltimore, Md. 1,868 76.0 1,715 69.4 8,448 173 8,621
Baton Rouge, La. 178 31.9 121 215 851 13 864
Bergen-Passaic, N.J. 638 49.0 559 427 3,767 64 3,831
Birmingham, Ala. 167 191 194 22.0 1,121 14 1,135
Boston, Mass. 1,179 20.6 1,266 21.9 9,337 149 9,486
Buffalo, N.Y. 100 8.4 84 71 877 10 887
Charleston, S.C. 165 32.0 146 28.8 981 10 991
Charlotte, N.C. 185 14.7 244 18.9 1,302 14 1,316
Chicago, Il 2,732 35.6 1,912 24.8 14,165 170 14,335
Cincinnati, Ohio 243 15.4 195 12.2 1,288 12 1,300
Cleveland, Ohio 306 13.8 429 19.3 2,203 32 2,235
Columbus, Ohio 277 18.5 192 13.4 1,607 10 1,617
Dallas, Tex. 1,359 46.8 1.289 43.6 8,691 34 8,725
Dayton, Ohio 88 9.2 48 5.0 646 8 654
Denver, Colo. 615 343 522 28.5 4,225 18 4,243
Detroit, Mich. 684 15.8 794 18.4 5,083 60 5,143
El Paso, Tex. 89 13.3 139 20.5 549 2 551
Fort Lauderdale, Fla. 1,443 104.2 1.271 90.0 8,019 182 8,201
Fort Worth, Tex. 544 371 213 14.3 2,171 22 2,193
Fresno, Calif. 106 12.7 144 171 792 8 800
Gary, Ind. 94 15.2 77 12.4 429 3 432
Grand Rapids, Mich. 83 8.4 98 9.8 527 3 530
Greensboro, N.C. 207 18.7 200 17.8 1,084 16 1,100
Greenville, S.C. 187 214 126 14.2 883 2 885
Harrisburg, Pa. 97 15.9 128 20.9 549 5 554
Hartford, Conn. 394 35.3 561 50.3 2,476 40 2,516
Honolulu, Hawaii 149 17.0 180 20.5 1,313 10 1,323
Houston, Tex. 1,889 51.7 1,158 31.2 12,459 114 12,573
Indianapolis. Ind. 308 211 232 15.7 1,852 1 1,863
Jacksonville, Fla. 268 27.7 454 46.4 2,901 62 2,963
Jersey City, N.J. 820 148.7 760 138.1 4,680 101 4,781
Kansas City, Mo. 300 18.2 359 21.6 2918 12 2,930
Knoxviile, Tenn. 112 17.8 69 10.8 434 5 439
Las Vegas, Nev. 326 30.2 385 33.8 2,060 20 2,080
Little Rock, Ark. 96 17.8 86 15.8 686 10 696
Los Angeles. Calif. 4,375 47.9 3,997 43.7 30,885 200 31,085
Louisville, Ky. 136 13.9 144 14.6 807 8 815
Memphis, Tenn. 273 25.9 323 30.2 1,671 14 1,685
Miami, Fla. 3,070 151.8 2,381 117.2 15,975 397 16,372
Middlesex, N.J. 409 38.2 350 324 2,247 61 2,308
Milwaukee, Wis. 209 14.4 195 13.4 1,350 14 1,364
Minneapolis-Saint Paul, Minn. 371 13.8 318 11.7 2,371 16 2,387
Mobile, Ala. 110 21.5 118 228 736 9 745
Monmouth-Ocean City, N.J. 346 33.4 340 32.4 2,028 50 2,078
Nashville, Tenn. 214 20.0 277 253 1,446 14 1,460
Nassau-Suffolk, N.Y. 565 213 585 22.0 4,439 76 4,515
New Haven, Conn. 448 27.6 948 58.3 4,199 106 4,305
New Orleans, La. 698 53.3 594 45.2 4,404 51 4,455
New York, N.Y. 12,958 1511 10,496 122.5 79,984 1,620 81,604
Newark, N.J. 1,844 95.4 1,681 86.8 11,521 270 11,791
Norfolk, Va. 352 23.0 603 39.1 2,019 51 2,070
Oakland, Calif. 969 44 4 655 29.8 5,918 33 5,951
HIV/AIDS Surveillance Report Vol. 7, No. 2



Table 2. AIDS cases and annual rates per 100,000 population, by metropolitan area with 500,000 or
more population, reported in 1994 and 1995;' and cumulative totais, by area and age
group, through December 1995, United States (Continued)

1994 1995 Cumuiative totals
Adulits/ Children
Metropolitan area of residence No. Rate No. Rate adolescents <13 years old Total
Okiahoma City, Okla. 117 1.6 118 11.6 1,123 2 1,125
Omaha, Nebr. 53 8.0 78 1.6 480 2 482
Orange County, Caiif. 505 19.9 570 22.2 4,063 25 4,088
Orfando, Fla. 576 422 709 51.0 3.636 62 3,698
Philadelphia, Pa. 1,923 38.9 1.810 36.6 11,489 163 11,652
Phoenix, Ariz. 431 17.4 504 19.7 3,205 1 3,216
Pittsburgh, Pa. 297 12.4 234 9.8 1,718 10 1,728
Portland, Oreg. 483 28.8 341 19.9 2,822 8 2,830
Providence, R.1. 259 28.4 206 22.7 1,320 13 1,333
Raleigh-Ourham, N.C. 268 277 170 171 1,285 20 1,305
Richmond, Va. 223 243 287 30.9 1,584 19 1,603
Riverside-San Bernardino, Calif. 875 30.1 768 26.0 4,617 42 4,659
Rochester, N.Y. 216 19.8 297 27.3 1,304 8 1,312
Sacramento, Calif. 315 219 . 383 263 2,278 21 2,297
Saint Louis, Mo. 367 14.5 423 16.6 3,169 27 3.196
Sait Lake City, Utah 130 11.0 136 11.3 1,023 14 1,037
San Antonio, Tex. 543 37.9 419 28.7 2,644 23 2,667
San Diego, Calif. 963 36.6 1,068 40.4 7,299 45 7,344
San Francisco, Calif. 2,585 157.4 2,135 129.7 22,800 35 22,835
San Jose, Calif. 391 25.2 262 16.7 2,278 1 2,289
San Juan, P.R. 1,446 75.7 1.502 77.9 8.969 213 10,182
Sarasota, Fla. 193 37.3 155 29.5 938 19 957
Scranton, Pa. 37 5.8 47 7.4 284 3 287
Seattle, Wash. 601 27.6 645 29.4 4,942 14 4,956
Springfield, Mass. 222 37.3 186 31.4 1,037 21 1,058
Stockton, Calif. 14 22.0 74 14.1 508 12 520
Syracuse, N.Y. 91 12.1 106 141 732 7 739
Tacoma, Wash. 83 13.0 73 11.2 540 7 547
Tampa-Saint Petersburg, Fla. 751 34.8 709 325 5474 74 5,548
Toledo, Ohio 59 9.6 37 6.0 373 8 381
Tucson, Ariz. 137 18.7 120 15.9 913 6 919
Tulsa, Okla. 78 10.5 91 12.2 744 6 750
Ventura, Calif. 66 9.4 70 9.9 532 2 534
Washington, D.C. 2,368 53.0 2,130 47.2 14,435 205 14,640
West Palm Beach, Fia. 708 74.2 810 83.3 4,566 159 4,725
Wichita, Kans. 68 13.4 99 18.5 454 2 456
Wilmington, Del. 226 41.8 265 48.5 1,167 9 1,176
Youngstown, Ohio 33 5.5 40 6.6 232 - 232
Metropolitan areas with
500,000 or more population: 66,934 41.1 60,912 37.1 427,754 5,874 433,628
Central counties 65,695 44.1 59,552 39.7 420,032 5,766 425,798
Outlying counties 1,239 8.8 1,360 9.5 7,722 108 7,830
Metropolitan areas with
50,000 to 500,000 population: 7,816 16.3 8,045 16.6 49,440 662 50,102
Central counties 7,300 17.1 7,589 17.6 46,467 605 47,072
Outlying counties 516 9.8 456 8.6 2,973 57 3,030
Non-metropolitan areas 4,648 8.7 4,737 8.8 27,109 395 27,504
Total? 79,897 30.2 74,180 27.8 506,538 6,948 513,486

'See Technical Notes for a discussion of the impact of the 1993 AIDS surveillance case definition for adults and adolescents (implemented January 1, 1393)
on the number of cases reported annuaily since 1993.
ZTotals include 2,252 persons whose area of residence is unknown.
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Table 3. AIDS cases by age group, exposure category, and sex, reported in 1994 and 1995;' and
cumulative totals, by age group and exposure category, through December 1995,

United States
Males Females Totalg?
4 199 1994 1995 Curtmimlaglve
ota
Adult/adolescent 1994 1995 199 995 9
exposure category No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)
Men who have sex with men 35,524 (55) 30,671 (51) - - - - 35524 (45) 30,671 (42) 259,672 (51)
Injecting drug use 16,044 (25) 14,057 (24) 5,923 (43) 5,204 (38) 21,967 (28) 19,261 (26) 128,696 (25)
Men who have sex with men
and inject drugs 4234 (7) 3425 (6) - - - - 4234 (5) 3425 (5) 33,195 (7)
Hemophilia/coagulation disorder 483 (1) 423 (1) 25 (0) 22 (0) 508 (1) 445 (1) 4107 (1)
Heterosexual contact: 3,009 (5 2,840 (5) 5,575 (40) 5,253 (38) 8,585 (11) 8.093 (11) 40,038 (38)
Sex with injecting drug user 963 928 2,118 1,921 3,081 2,849 18,710
Sex with bisexual male - - 394 376 394 376 2,209
Sex with person with hemophilia 2 12 56 50 58 62 330
Sex with transfusion recipient
with HIV infection 66 53 63 59 129 112 734
Sex with HIV-infected person,
risk not specified 1,978 1.847 2,944 2,847 4,923 4,694 18,055
Receipt of blood transfusion,
blood components, or tissue* 405 (1) 366 (1) 329 (2) 298 (2) 734 (1) 664 (1) 7,433 (1)
Other/risk not reported
or identified® 5276 (8) 7.834 (13) 2,035 (15) 2,987 (22) 7311 (9) 10,821 (15) 33,397 (7)
Adult/adolescent subtotai 64,975 (100) 59.616 (100) 13,887 (100) 13.764 (100) 78,863 (100)  73.380 (100) 506,538 (100)
Pediatric (<13 years old)
exposure category
Hemophilia/coagulation disorder 14 (3) 5 (1) - - - - 14 (1) 5 (1) 227 (3)
Mother with/at risk for HIV infection:® 463 (91) 345 (89) 494 (94) 385 (93) 957 (93) 730 (91) 6,256 (90)
Injecting drug use 145 104 153 107 298 211 2,594
Sex with injecting drug user 73 59 75 55 148 114 1,164
Sex with bisexual male 10 6 9 4 19 10 128
Sex with person with hemophilia 2 - - 2 2 2 25
Sex with transfusion recipient
with HIV infection 3 - 2 2 5 2 26
Sex with HIV-intected person,
risk not specified 96 66 97 68 183 134 731
Receipt of blood transfusion,
blood components, or tissue 4 2 9 2 13 4 139
Has HIV infection, risk not specified 130 108 149 145 279 253 1,449
Receipt of blood transfusion,
blood components, or tissue* 23 (5) 17 (4) 17 (3) 9 (2) 40 (4) 26 (3) 366 (5)
Other/risk not reported or identified® 9 (2) 20 (5) 14 (3) 19 (5) 23 (2) 39 (95) 9 (1)
Pediatric subtotal . 509 (100) 387 (100) 525 (100) 413 (100) 1,034 (100) 800 (100} 6,948 (100)
Total 65,484 60,003 14,412 14,177 79,897 74,180 513,486

'See Technical Notes for a discussion of the impact of the 1993 AIDS surveillance case definition for adults and adolescents (implemented January 1, 1993)
on the number of cases reported annually since 1993,

2Includes 1 person whose sex is unknown.

JIncludes 9 persons known to be intected with human immunodeficiency virus type 2 (HIV-2). See MMWR 1995;44:603-06.

*“Thirty-three adults/adolescents and 2 children developed AIDS after receiving blood screened negative for HIV antibody. Ten additional adults developed
AlDS after receiving tissue, organs, or artificial insemination from HIV-infected donors. Three of the 10 received tissue, organs, or artificial insemination
from a donor who was negative for HIV antibody at the time of donation. See N Engl J Med 1992;326:726-32.

$See Table 16 and Figure 7 for a discussion of the “other” exposure category. “Other” also includes 29 persons who acquired HIV infection perinatally but
were diagnosed with AIDS after age 13. These 29 persons are tabulated under the adult/adolescent, not pediatric, exposure category.
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Figure 1. Male adult/adolescent AIDS annual rates per 100,000 population, for cases reported
in 1995, United States
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Figure 2. Female adult/adolescent AIDS annual rates per 100,000 population, for cases reported
in 1995, United States
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Figure 3. Male adult/adolescent AIDS cases reported in 1995, United States
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Figure 4. Female adult/adolescent AIDS cases reported in 1995, United States
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O AIDS in the World l (AIW ll)‘ and UNAIDS Estrmates

| " Both the Joint Unlted Natrons Programme on HN/AJ S (UNAIDS) and the Francors-Xavrer
- Bagnoud Center for Health and Human Rights of the Harvard School of Public Health rake

'+ estimates of the magnitude and trends of the global HIV/AIDS pandemic. Both sets of estimates -
- -are based on similar data and.comparable methods. National estimates of HIV prevalence are

‘based on HIV seroprevalence studies. . If no relevant data are available a national estimate is -
made based on data from countrles shanng similar epidemiological characteristics.. These

', national prevalence estimates are then aggregated to produce regional estimates which are ~

~ Used to locate. the current status of the' epldemlc along a theoretrcal eprdemlc curve ‘

o ; AlW II and UNAIDS drffer slrghtly on. two assumptrons

Whule UNAIDS assumed a 1 O-year medran progwsswn from HIV to AIDS for all regnons, S

"AIW H used three different progression rates: a 7-ye:ar median progression for sub-Saharan

Afnca, aslightly. Ionger one for developing countries outsrde of sub-Saharan Africa, and ‘
Cail O-year rnedran progresslon for developed countnes ST

2. _ 'UNA|DS assumes that the inCldence of HlV in South and South-East Asra follows a lrnear :

. curve while AIW 1l applies an exponential curve. s a result UNAIDS estimates 7,500 new =~
adult mfectrons a day during 1996 while AIW ll estl 'nates 11 500 new adult mfectrons darly B

. , ,'These two assumptrons cornblne toproduce more AID‘ adult cases (an addrtlonal 2 8 mxlllon) .

_and adult deaths associated with HIV/AIDS (3.2 millior: more) in the AIW'II. estimations desprte . |

- the small dlfference (1 3 mlllnon) in the estlmates of the number of adults living wrth HIV/AIDS.

-

'Global estrmates as of 1 ]uly 1996 AID.: in the Wor!d ll UNA'IDS o |

. ‘Cumulatrve adult HIV mfecrron_s - .[; 30 00); 000 N 25 500 OOO :
" Cumulative adult AIDS cases - i .3 18,900,000 " 6,090,000 -
-Cumulative adult AIDS deaths °~ ~  7,700,000-. - - . . 4,480,000 .

_-'Adults llvmg wlth HIV/AIDS . .o 22,3(),000 ', S B 2-1',000,000
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o Global Btrmates

5 By 30]une 1996, 1 393 /649 curnulanve cases ofAth in adulls and children had been ofﬁcrally - :
reported by countries - an increase of approximately 19% overthe 1,169,811 cases reporedby
30 june 1995. However, takrng into account underrecognition, under-reporting and reporting L

- delays, it is estimated that more than 7.7 million AID% cases have ar:tually occurred srnce the o '

B startofﬂ'le global HIVIAIDS epidernlc' ll'-'rgure L .

A more approprlate rndratron of the trends in the I;Iobal eprdermc is the number of new - -
infections with the human rmrnunodef' iciency virus (HIV), which causes AIDS. Accordingto ..

" UNAIDS estimates, over 3.1 million new.HIV infectiors are expected to occur dunng 1996, or .
| ’more than 8,500 a day 7.500 adults and 1 ,000 chlltlren. ' '

K DUP"\S 1995 HIVIAIDS-assocmted rllnsses caused thc- death of 1.3 l'l'll"lOl'l people, mcludmg e
- 300, 000 chrldren below the age offlve. ' o _

e Smce the start of the global eprdemrc. around 28 mrllr-:n people have been mfected WIth Hlv_' R

o (Frgure 2) 255 mllhon adults and 2.4 mlllron chrldmn. '

: Of these an estrmated 4.5 millron adults and 1.3 milluon chrldren have dred ' .
s Today, 21 8 mllhon people are estrmated to belrvung wrth HlV/AIDS (Figure 3) Of these, 21 )

s ; mllllon are adults and 830 OOD are chrldren

" _-,Approxu-nately 42% ofthe 21 mrllron adultshvmg wrth HIV/AIDS arewomen andthe propomon,"_' |
©is growmg. S o _ , -

-' B \The majorlty of newly rnfected adults are between 15 and 24 years old

'o Modes af Transmrssron P

' -Worldwrde, between 75 and 85 of every 100 HIV mf! :ctions in adults have been transmmed._

through unprotected sexual intercourse.== Heterosexial (male-female) intercourse accounts

© ¢ . for more than 70% of all adult HlV mfectrons to date and homosexual (rnale-male) intercourse -
.. fora further 51 0%. SR : -

o Transrusuon of HIV—mfected blood or blood producs acor:unls for 3-5% of all adult HIV mfeulons C
n'many parts of the world HIV transmission through the transfusion of infected blood has been

- reduced by the use of voluntary blood donors, the routine screening of donated blood for HIV, . |

| .and through a more ratlonal use of blood almed at. reducmg the nurnber of transfusrons

~ The sharmg of HIV-mfected lnjectnon equrpment by dn. 8 users accounrs for So‘l 0% of all adult”
HIV infections. This propomon is growrng In many are-.;s ofthe world, rn;ectmg drug use is the
dornmant mode of transmrss:on _ : . .

- Mother-to-chnld (vertrcal) transmlssron accounts for more than 90% of all infecnons in mfants -
. and children. Around 25-35% of all infants bomn to HI'V-infected women. themselves become:
. mrer:ted wuth HIV before or durmg brrth or through breast-feedtng Smdres conducted in

= "Also known as the HlV)AlQS oandemic.
‘=% Sexual intercourse without a condom. -

|




—— -

| '. mdustrlallzed countries have shown that the admmlstratnun of antrretrovnral drugs to HlV—infected L .

. pregnant women and their newbomn babies decreases the risk of vertical transmission by two- .
- thirds. However, these drugs are expensive and difficult to delrver, which puts them bey,_,nd.. ;

N ~ the reach of most women hvmg wrth HIV.,

a .'Studles to ‘date; prlmanly from lndustrlallzed countries, mdlcate that about 60% of adults will .
. progress to AIDS within. 12-13 years of becommg infected with HIV. Few data are available -
" beyond 12 years, but it is expected that the vast majority of HIVzinfected persons will eventually. " -

- develop AIDS. Although no long-term cohotrt studies h.ave been completed, progression fram S

- _ initial HIV infection to the onset of AIDS might be more rapid in developmg Countries. A more -

e rapid progression would result ina hlgher estimate of the number of AIDS cases..

| -thfough mother:to-child transmission since the beginning of the global epidemic. Because | -

| ._Survwal after the onset of AIDS has been'i rncreasmg in mdustriahzed countnes from an average "_ _,' | :
. of lessthan 1 year to about 3 years at present. Survival time with AIDS in developmg couritries - . .

' remains short andis: estimated to be less than 1 year, Longer survival appears to be directly N
. related to routine treatment with antrretrowral drugs, the use of dmgs for opportunistic mfectlons, _
~ and a bettef overall qualrty of health care. . . R N R

: The ma;onty of AIDS cases occur before age 35 and ver 90% of all A.IDS deaths occur in
. people under the age of 50. o W

Ch:!dren wrth HIV/AIDS

1 ‘-Basmg its HIV/AIDS estlmatnons and pl’DjECthl‘lS on assumptrons ven/ srmular but not
| identical to those applied by UNAIDS and WHO, the Frangois-Xavier Bagnoud Cériter for
.| Health and Human Rights of the Harvard University. School of Public Health estimates. | -

_-that by 1 july 1996, worldwide, about 3 million children had acquired HIV ihfection

| - of the rapid progression of paediatric HIV infection to the onset of AIDS and the short" |
A sumval once paedratrlc AIDS has set in, most of the‘e children have already dred :

| infected vertically.

- To date, 0ver 85% of all chlldren mrected thmugh mother-to-chlld transrnlssaon have'
. been in sib-Saharan Africa. During 1995, approximately 500 00U children were bom'

Amca 30% in South-East Asla, 2% in Lann Amenca and 1% in the Canbbean o

s . As of July 1996 about 1 mllhon chﬂdren are hvmg vnth HIVIAIDS of whom 65% are’ in - |
sub—Saharan Amca : :

HIV mcrdence among chnldren in sub—Saharan Afnca South East Asia, and the Canbbean
" is higher than HIvV madence among adults in all other reglons of the wor|d

 HIV/AIDS prevalence among children is almost 35 tirnes hlgher in the developmg world-'
* than in the- lndustrlahzed world. o

The HIV/AIDS epxdermc also affects children through the prernature deith of thelr panents '- A
One in every three children orphaned by HIV/AIDS is younger than 5 years old. Since the.

- mother to HIV/AIDS. Of these matemal orphans, 90% nave been in sub-Saharan Afnca -

~‘About one quarter of aIl AIDS-related deaths thus far have been un chlldren Who were' 5 S

with HIV infection (about 1,400 per day); of these children, 67% were in sub-Saharan | .

begmmng of the global epidemnic, over 9 million children under the age of 15 have lost their | | |



Background mfarm‘mon

|- The acqunred lmmunodeﬁuency syndrome (AIDS) was f' rst recogmzed in 1981 among -
‘ hornosexual men in the Umted States of Amenca. Lo _

| The human lmmunodef’ cnency virus (HIV) the vrnxsthat causesAlDS was:dentrfued in.
- 1983 : . R

. Extenswe spread of HlV appears to have begun in the: Iate 19705 and early 19805 among;-v_-

. men and women with multiple sexual partneérs in’ East and Cemwal Africa’and among |~ B
homosexual and bisexual men in certam urban areas. ‘of the Amencas, Australasra, and_ -1

Western Europe Today, the virus is bemg transmrtted in all countnes

) Two major types of: HIV have been recognlzed HlV—'i and HIV-Z HIV-1 is the dommant g e

| _type worldwide. HIV-2 is found principally in West Africa but cases have been reported

. from East Africa, Europe, Asia and Latin America.. Thare are at least 10 different genetic :

“subtypes of HlV-1 “but their’ buologlcal and epldemuologrcal s:gmf’cance is. unclear at.
"',-present ‘ . . : : o oL '

Both HIV—1 and HIV—Z are transmlued in the same wnys

" . Themain route'is thrOugh unprotected sexual lmercowse between man and woman: o

. (heterosexual) or between men (homosexual) Ihere are no documented cases. of ,"
sexual transmlsslon between women ‘ :

e 'HIV is also transmltted through blood blood products and donated organs orsemen:. | .
Bloodborne transmission occurs primarily through the use of inadequately sterilized |

needles, s syrmges orother skm-plercmg mstruments and the transfusmn ofmfected"_' |
“blood. | AR . : :

o Fmally the virus may be transmltted from an mfected mot*mr to her fetus or ‘infant”
-+ during pregnancy or delivery, or when breast-fe=d|ng Thrs is known as mother-to- :
y chlld or vertical, transmtss:on : : N

'Whlle the routes of’ transmtss:on are the same, HIV-2| .nppears to be Iess easdy transmltted )
R than HIV-1 and the progression from HIV-2 infection t:: AIDS appears to be slower than in

the case of HIV-1. AIDS seems clnmcally mdrstmguushable whether it results from HIV-1
or HIV-2. S : : . :

. -, AIDS'is Iate -stage HIV infection charactenzed by a sr*verely weakened lmmune system'-?:. .

which can no Ionger ward off hfe—threatenlng opportu nlstlc lnfectlons and cancers
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o Regronal Bttmates

o There are wrde variations in HIV prevalence throughc ut the world (thure 4). More than 90% -

. of all adults'with HIV. infection or AIDS live'in developing countrles (Figure 5). ‘Countries in - -
.. " sub-Saharan Africa and the Caribbean have the highest national rates of adult HIV prevalence.” -
‘Atthe end of 1994, adult pre'valence ranged from appr:ximately 1 per 1 00,000 (0.001%)in the

. Central Asian Republics and the Democratic People’s-Republic of Korea to more than 10% in
" "five African countries . (BOtswana,l 8%; Zambia and Zimbabwe, 17%; Uganda, 15%; .
- Malawi,13%). Part of this disparity can be attributed 1 thé maturity of the epldemlc in Afnca_'

. and the more recent mtrodt.:cnon of HlV into Central ;nd East Asia.. _

Sub-Saharan Afrra

o 'Most of the eptdemiologtcal evudence mdtcates that the extenstve spread of HIV in sub—Saharan E
: .Afrlca began in the mtd to |ate 19705 . E S N :" : ;

o Currently, an estlmated 13 3 mtllton adults are HlV-mf-=cted (over 5% of all people aged 1 5-49. o

-in sub-Saharan Africa) . More than three-ﬁfths of all adu Its living: w1th HIVIAIDS worldwrde are ._ o

' _'.mthts regton

| . Adult HIV prevalence rates in sub-Saharan Afnca range- fl'Om approxlmately 1 per 1000 (0. 1%) o

- __m the Comoros to more than 18% in Botswana.

L 'Wornen account for shghtly rmore than half of all mfected adults

.' ._ Demographrc rmpact s

. .The Untted Nattons now mcorporates the demographlc |mpact of HIV/AIDS lnto its popula-,'.-"

* tion estimates and forecasts. In 1995 the Population [ivision of the Department for Econo- -
mic and Social Information and Policy. Analysis of the Umted Nations Secretariat examined

| -the demographic impact of HIV/AIDS in 15 sub-Sal-aran African countries with:a 1994

| HIV prevalence of more than 1% in the adult (age 15-49) populatlon Below that level of

'__prevalence, the epudemtc s tmpact on the nattonal cI--mographtc ptCture is msugmﬁcant

o _ '._.Populatlon size: In 1 995 because of HlV/AIDS the tombtned populatton of all 15 coun-’ '
-tries will be 2 miilion smaller than expected {221.2 million people versus 223.4 mllhon) e
in the year 2003 it wlll be 11 .6 mtlhon srnaller (291 8 mtlluon versus 303 4 mtlhon)

‘Number of deaths: T -T990-1995, r-n\rmos accounted for 1.7 mtlllon of the 1ol 15.8 |
g _mllllon deaths in these 15 countries. o ) o _ '
" Life expeclancy at btrth. n1 990—1 995 HIV/AlDS dec:eased llfe expectancy at bll’th in these -
; 15 countries from 52 8 10 49.6 years. ‘In 2000-2005 life expectancy without AIDS would

: have been 574 years HIV/AIDS will reduce thts by more than 7 years © 49 6 years '

E . Deﬁned as the number of adults aged 1 5-49 years lt\'mg wrth HlV/Al DS dtwded by the total
: number in that agggroup . . _ :
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.;The ma]onty of the world's chlldren wrth HIV/AIDS llve in sub-Saharan Afnca

[

'In th|s reglon, the average age of infection and onset of AIDS is younger than the global average

.+ . Almost 90% of adult AIDS cases occur before the age of 40. Cases in women occur about-

A}

4 years earher than in. men, possrbly reﬂectmg mfectlon atan earher age.

3 " Heterosexual transmlsslon accounts for the ma,onty of lnlectlons in the area, whlle transmrssron_ :
- through blood transfusmns accounts for up to 10% ofi iy fectlons. o -

South and South East Asra

_ Desplte the fact that the spread of HIV began in"this area only in the mid 19805 there are'. :

.. ‘already more than 4.7 million adults living with HIV/AI[JS or 5 for every 1000 adults (0.5%): - o
.+ Because of the large populations of countries such asincf a and Indonesna, this reguon accounts- Lo
L for more than afi fth of all global adult HIV mfectnons

. - i
l

Over 90% of the HIV-mfected adults in South and South East Asla Ilve in Indla Tharland .
S Myanmar and Cambodla

"\Mth estlmated adult infections. exceedmg 3 mxllron, Indl.; is the country with the Iargest number s
.. of HIV-mfected adults in the world even though adult prevalence has not yet reached 1% :

L Thalland has the hlghest prevalence, wath slrghtly more than 2% of the adutt populatuon mfected SREANS

: :Cambodla and Myanmar have adult prevalence rates approachmg 2% .o
| Around a thurd of all mfecl:ed adults are women _ "_

The predommant route of transmnsston |s heterosexual rntercourse second in |mportance is
m;ectmg drug use. : : : : ,

| '. l.atm Amenca

Extens|ve HIV spread in thls area most llkely began in the late 19705 or early 19805

: Overall adult prevalence is sllghtly more than 5 mfectlons per 1,G00 adults (0 5%) ‘Almost 1 3 _{ Do

_._-ml"IOI"l adults llve with HIV/AIDS in thls area, or 6% of the. global total.
' .'-.Natuonal adult prevalence rates range from 6 per 1 000 H) 6%) in Bohvra to over 2% in Behze .

’ ,Brazrl and Mexrco together account for more than 7 ou.. of 1 0 mfectrons in Latln Amerlca :

o l:arly in the epldemlc, most HIV mfectlons occurred among homosexual and bisexual men.

- Today there are’ increasing levels of transmlssmn through heterosexual intercourse and the _

e sharmg of contammated drug m,ectuon equlpment

: _In Latin Amerrca 18% of mfectuons are in: women, th|< propomon rs nsmg as heterosexual _
transmrssron becomes more promment ' S




Carrbbean 3

..\

o Although the Canbbean W|th more than 250, 000 HIV in fecttons m adults accounts for only 1%
" of the current global total, the adult prevalence is secont! only to that ofsub-Sahar an Afnca out' _
« of every 1 000 adults 14 are lwung wrth HIV/A|DS (1.4%):

| Heterosexual transrmssnon has predomrnated smce the begmmng of the eprdemlc in the Iate 1 9705 -

- More than 40% of all HIV-mfected adults in the Canbl:ean are women L ‘

| "ITThe ost severely affected countries are Haltl, with an adult prevalence of 4%, and Barbados . o

. with an adult prevalence approachlng 4%

| T - Haitl an d the Dornlnlcan Republlc acoount for mzre than 85% of all Canbbean mfecnons .

| - -Cuba has the Iowest prevalence rate in the regnon e mfecr ons s for every 10 000 adults, or 0. 02%) o

Industnal:zed countnes of North Amerra, W stem Europe and Australasra

More than 1.2 milllon adults in these countnes are living with HIV/AIDS they account for 6% of the : -

global total. Adult HIV prevalence rates range from 12 HIV infections per 10,000(0.12%) in- "

g Australasra through 2.per 1 000 (. 2%) in Western Europe 05 perI OOO . 5%) in North Arnenca -

In the early 19805 homosexual mtercourse dommated as the mode of transmlssmn m these '
‘countries. Today, HIV infections acquired through the stiaring of drug injection equipmentand

through heterosexual intercourse are playing an increasingly important role in the epidemic. In - :

. . some countriés, over 75 % of AIDS cases are related o Jdrug mjectlng or heterosexual contact_ .

. , 'wrthadrug |nject0r o

Narth Afrra and the Mlddle East

in North Arnca and the Mlddle East there are an- estlmated 192 000 adults luvmg thh HIV/ 3
AIDS; giving a prevalence rate of 12 HIV infections per 10,000 adults (0.12%). While m;ectmg

- drug use plays a role in some parts of the reglon the dominant mode of transmnssron appearsto . -

-‘*;be heterosexual mtercourse -

P

: Eastem Europe and Central Asra

T

. This reg-oo with an estrmated 29,000 HlV-mfected adults, has an. overall adult prevalence of - O
15 per 100,000 (0.015%). - However, there is evrdence of rapld spread of HlV partlcularly in.
L '-‘Ukrame and Poland. E e . ;

HIV outbreak in m]ectmg drug users in Ukrame _' : |
.Followmg several years of jow but SlOwly nsmg levels of HIV infectron, an outbreak has .
occurred arnong injecting drug users in Ukraine. "Ir- january 1995 1.4% of drug users

:13%. It has now reached 55% in Nikolayev, with rates in four other cities ranging from .|
" 4.2% 10 12.1%. Similar increases are expected in other Ukralman cities, in other groups, =
and in ne:ghbourmg countries. L L -

. ~ I .

~were HIV positive. By August 1995 the prevalence had inicreased almost ten-fold, to. |, S



EastAsra and the Pacrﬁc '

Lo

Epldemlologlcal evidence mdlcates that wndespread trmsmissron of HIVin East Asia and the.
Pacific began only recently. Partly for this reason, there are now fewer than 50,000 adults living

with HIV/AIDS. Given the huge adult populations of this region, which mcludes Chma, the .

L overall prevalence is Iess than 4 HIV lnfectlons per 100 000 adults (0.004%)

o @ Encouragmg Trends
Declrmng or stable HlV rates -

Ina number of |ndustrsahzed countnes, in parts of sub—Saharan Afnca and among some' :

populations in Thailand, HIV prevalence appears to be decreasing or stabihzmg Inthe USA. - -

. about 40,000 new infections now occur annually, down from100,000:a few years ago. Among
- women attendlng selectad antenatal clinics in Uganda and among Thai military recruits, HIV" -
. ‘prevalence has dropped. New infections are also declmmg in Australia, New Zealand, and

some northern.European countries.. There is growing evidence that behavioural changes such -~ .
as increased condom use, reduction in the number ¢ of se)! partners, and later |nmat|on of sexual' R

actlwty contrlbute to these hopeful trends

HIV prevention through STD treatment

.

* “The risk of HIV transmlssaon through sexual mtercourse is sugnlf' cantly hlgher in the presence Y

- . of other. sexually transrhitted: diseases (STD) such as svphilis or gonorrhoea in one or both’ R
- partners. It has now been conf rmed that early detection and treatment of other STDs can

. reduce HIV transmission. 'In a recent study in Tanzania, 12 communities with AIDS prevention
" programmes were followed for two years. In six of them $TD prevention and care were improved ' -
' by.establishing an STD reference clinic, ensuring regular supply of antlblotlcs training peripheral

health waorkers, and providing clients with health.educa:ion about STDs." At thé conclusion of S

- the study, it was'found-that the six communities wnth unproved STD control had 40% fewer
" new HIV- mfectlons than the other communmes DT L :

Condomuse SR S R \

' .ln Viet Nam condom drstnbunon rose from 40 mllllon in 1991 to 117 mxlllon in 1995

199520 of the 117 million were dusmbuted as a result of 2 ,namnc HIV/ST D condom socsal

: -.marketmg campangn DA L Serl T ‘
In Thauland c0ndom dustnbutmn rose steeply from 15. mllllon m 1990 to 88 ml"lOI'l in 1992 a
s:x-told increase over a period of three years. ' | e

in Ethuopua the number of condOms d:stnbuted rose markedly from 20 000 i m 1987 to. over 26 .
mllhon in 1993 : .

\", o

“in Afnca asa whole demand for condoms has risen greany ‘since 1 988, when lessthan 1 mllllon' RS

were sold; in. 1994 110 mnlllon condoms were sold by tne socual marketmg firm alone ,' -

Concurrent W|th the rlse in the number of condoms dmnbuted worldwucle there has been an

increase in reported condom use. For example, in Thailand between 1989 and 1994, condom use

rose from 1.4% to over 90% of all commercial sex acts. In. Ghana consistent condom use among sex

waorkers rose from 6% to 71% in 6 months. In Sw:lzerlam., a survey of sexually, active 17-20 year . S

~ and 1990.

i olds showed that the | proportlon always usmg condoms inc reased from 1 9% 10 73% between 1 987‘ :
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o Frgure 5
. Percentage of total number of .
adults Ilvmg with HIV, by subcontment mld 1996
S (Global total 21 8 mllllon) R
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o F|gure 4 SN
Adult HIV prevalence rates (% ).:, o
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Flgure 3
Estlmated mld-1 996 dlstrlbutlon of adults and chlldren
Ilvmg wnth HIVIAIDS (global total 21 8 mllllon*)
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SR Flgure2 R
e Estlmated dlstrlbutlon as of mld 1996
;of adults and chlldren infected with HIV. smce the Iate 19705
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AR Flgure 1 B
Reported and estlmated AIDS cases ln adults and chlldren
from Iate 19705/ear|y 19805 untll mld 1996
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WHO's Global Programme on AIDS

WHO/UNDP Llliance to combat AIDS

l. Policy Framework

1 The prevention and control of AIDS requires urgent, worldwide action, first and foremost in the
“health sector. AIDS also has profound social and economic implications. Its control therefore
requires political commitment at the highest level, and appropriate social and educational measures.
In response, WHO has assumed its constitutional role of directing and coordinating the global fight
against AIDS. Its Global Strategy for AIDS, approved by the 40th World Health Assembly,
includes a wide range of rescarch and development activities in diverse health and related
socioeconomic and behavioural fields, as well as operational support to countries based on existing
and emerging knowledge in these fields. This support aims at strengthening national capacities to
set up and operate national AIDS plans, and focuses on ministries of health fulfilling their function
of directing and coordinating authority on national health work with their related multisectoral
health councils, in accordance with World Health Assembly Resolution WHA33.17.

2 Countries engaged in ATDS prevention and control have expressed concern about uncoordinated,
ill-timed or inappropriate offers of external assistance to combat AIDS. Similarly, in order to
ensure relevant, effective and efficient action, donor agencies have insisted on well coordinated
activities in countrics as a prerequisite for their support.

3 To ensure a well-coordinated, multisectoral approach in the global fight against AIDS, the United
Nations General Assembly (UNGA) in Resolution A/42/8 confirmed WHO's directing and
coordinati'ng role. Tt also urged bilateral and multilateral agencies, including those of the UN
system, as well as nongovernmental and voluntary organizations, to support national and
international action against AIDS in conformity with WHO's Global Strategy. The UNGA further
requested the Secretary-General of the United Nations, in close cooperation with the Director-
General of WHO, to ensure a coordinated response by the UN system.

4 A key component of the reforms taking place in the UN system is coordinated, complementary and
harmonious action by all its bodies. Within that system, UNDP plays the lead role, at the country
level, regarding social and economic development. The UNDP Resident Representative in any
country is, at the same time, the Resident Co-ordinator of the United Nations System'’s Operational
Activities for Development. UNDP is therefore the natural body to ensure coordinated support by
the UN system for socioeconomic matters in countries.

5 WHO, through its Global Programme on AIDS (GPA), and UNDP are therefore forging an alliance
to conwrol AIDS globally, combining the strengths of WHO as international leader in health policy
as well as in scientific and technical matters relating to health, and of UNDP as leader in
socioeconomic development and of the role of its Resident Representatives as Resident Co-
ordinators of the United Nations System's Operational Activities for Development (UN Resident
Co-ordinators). ' '

6 This alliance will support countries in developing, implementing, monitoring and evaluating well
coordinated, multisectoral national AIDS plans in line with the Global Strategy. It will also help
countries to ensure coordinated support for such national plans by all external partners, including
those of the UN system. In this way, all partmers will find their rightful place, in their field of
competence, in the fight against AIDS.




WHO Giobal Progromme on AIDS

Il. Managerial framework

A. Country-level collaboration

4. General considerations

a. UNDP will support GPA in its collaboration with all developing cbumries in formulating,
coordinating, implementing, monitoring and evaluating national AIDS plans and mobilizing
the required external resources.

b. UNDP will support GPA in its collaboration with the governments concerned to ensure that all
external suppont is an integral part of their national AIDS plans and consistent with WHO's
Global Strategy on AIDS. The development of such national AIDS plans will be a prerequisite
for the provision of external support, except for limited, urgent assistance.

¢. Therefore, GPA and UNDP, in consultation with the parties concerned, will jointly review and
make recommendations to the governments concerned regarding offers of support originating
from the UN system as well as from bilateral and other multilateral agencies, non-governmental
organizations and voluntary bodies. In this context GPA will ensure that these offers are
consistent both with governments’ national AIDS plans and WHO's Global Strategy on AIDS;
UNDP will seek to ensure that such offers are consistent with governments' overall
development priorities, plans and resource allocation. °

2. Specific roles and responsiblliities

a. Planning: GPA has the sole responsibility for providing to the governments concerned the
policy and technical inputs required for the development of their national AIDS plans. UNDP
will provide support to governments and GPA through its experience and expertise in multi-
sectoral approaches to socio-economic development.

Within the overall context of the planning process, UNDP will assist governments in ensuring
full integration of the national AIDS plan into their overall national development policies and
priorities, as well as into the consultation processes in use by UNDP and governments as
appropriate.

Any required reprogramming of national AIDS plans will be carried out through a similar
division of tasks between GPA and UNDP.

b. Resource Mobllization: Activities designed to support government efforts to raise
external funds for their national AIDS plans will be undertaken by GPA with the support of
UNDP. In this context, GPA will provide all technical and policy guidance needed by donors.
GPA will also continue to fund, subject to the availability of voluntarily contributed global
GPA funds, individual plans of countries when other support is insufficient or inequities exist. It
will continue to request undesignated funding for this purpose, inter alia, from donors.

In order to bridge the time between pledges of external support being made and received for
country-level activities, UNDP will provide a facility (by means of a reimbursable global IPF
project) under which funds could be advanced on the basis of firm pledges having been made
by donors to the WHO established trust fund sub-account for that country indicating the
amounts and the dates when the funds would be remitted 1o WHO/GPA. Funds which are
advanced by the UNDP will be reimbursed by WHO upon receipt of the pledged contribution
and within six months of the date of the advance in each case.

¢ Financial Management: WHO has established a trust fund to receive voluntary
contributions made available by governments and other participating parties to combat AIDS.
The use of such contributions will follow a programme and budget established by GPA and
governed by the AIDS Management Committee in conformity with WHO policy. The budget
will be revised in the light of contributions received and current requirements of GPA. The
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global activities of the programme supported by such contributions will be implemented by
GPA. Voluntary contributions received from donors for activities in specific countries will be
placed in separate sub-accounts of the trust fund established in the name of the country for
which they were deposited. The use of such contributions will be governed by national budget
proposals created by governments with the assistance of GPA in consultation with UNDP and
other relevant parnticipating parties. The activities for any specific country will be implemented
by the. government, an agency, or any other organization, as determined between the
government and GPA, in consuliation with UNDP. Authority to incur obligations for local
expenditures will be derived from a Plan of Operation or a project document approved by the
government, GPA and UNDP. Authority 1o incur obligations for non-local expenditures will
require a request co-signed by the government and GPA. All activities financed from the trust
fund will be subject to the programme support costs provision presently established at 13% of
actual disbursements. Interest accruing in the trust fund will be credited to the fund itself.

d. All participating parties, including those within the UN System, will be encouraged to make
unrestricted contributions to the national AIDS plan through the sub-accounts of the trust fund
established by WHO in the name of the country concemned. Where it may assist the efficient
implementation of their national AIDS plan, governments receiving external support will also
be encouraged to direct this suppor, particularly in the form of unrestricted contributions, to the
appropriate sub-account of the trust fund. WHO will have responsibility for the accounting and
reporting functions arising from the trust fund in accordance with WHO Financial Regulations
and Financial Rules. Other contributions should be provided in a manner that supports the
national AIDS programme, avoids creating paralle! planning, implementing, monitoring or
evaluating mechanisms, and is consistent with WHO's Global AIDS Strategy.

e. Coordination: The UN Resident Co-ordinator will exercise responsibility (UNGA resolution
42/8), in conformity with WHO's Global Strategy on AIDS and in full accordance with the
national AIDS plan, to coordinate support originating from within the UN system. In this
context GPA will provide technical and policy guidance to the UN Resident Co-ordinator.

f. Role of WHO Representatives: National AIDS Control Programmes must contribute to the
rise of self-sustaining, socially and economically relevant, national health strategies and related
programmes managed by the countries themselves, and lead to the mobilization and most
rational use of national and external resources for health to that end. To be effective, these
endeavours have to be consistent with the policies, strategies and related programmes that have
been decided upon by WHO Member States. In supporting governments to attain this goal,
WHO Representatives, in the country concerned, will make an important contribution to the
control of AIDS as well as providing a direct link between this programme and the other WHO
activities in the countries. A more detailed presentation of potential supportive actions by WHO
Representatives is given in Annex 1.

3. Implementation

a. General Conslderations: GPA will provide technical and policy leadership in suppon of the
govemment's implementation of its national AIDS plan. UNDP will provide GPA and the
government with in-country support (administrative, accounting, logistics, etc.) (see Annex 2).
GPA will finance the cost of any additional local staff which the UNDP field office may require
as a result of providing these support services. Such staff will be recruited by UNDP and
integrated into the UNDP Resident Representative's office. With regard to any other additional
services provided by UNDP field offices as described in Annex 2, to the extent that these may
require identifiable increases in resources, UNDP will negotiate with WHO/GPA on a country-
by-country basis the appropriate amount to be reimbursed to UNDP by GPA for this purpose
(pursuant to UNDP Governing Council decision 80/33). Details of these arrangements will be
incorporated in an exchange of letters between WHO/GPA and UNDP for each country
concemed. .
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b. Non-Local Purchases : WHO/GPA will be responsible for the specification, international
purchase and shipping of supplies and equipment. UNDP will be responsible for processes
subsequent to the arrival of supplies and equipment in the country, (e.g. customs clearance,
transportation, storage, distribution).

¢ Staft: Professional international staff will be appointed by WHO/GPA. The senior GPA staff
member will report to, and be supervised and directed by, GPA in Geneva. Any necessary
locally recruited GS staff will be appointed and administered by UNDP in consultation with
WHO/GPA.

d. Monttoring: Governments, GPA and UNDP will each have responsibility for monitoring their
respective activities.

¢. Evaluation: GPA will have primary responsibility for supporting the government in evaluating
its national AIDS programme, under the framework developed by all relevant participating
parties in conformity with WHO's Guiding Principles on Health Programme Evaluation. UNDP
will participate in this process.

B. Regional collaboration

4. General considerations

Regional programmes will be based on the recognition of the prime responsibility of governments
for the use of WHO resources in the countries in conformity with WHO policy. Consequently
regiona! and intercountry activities provided by WHO Regional Offices directly or indirectly shall
support health development action as decided upon by individual countries, provided that: (a)
similar needs have been identified by a number of countries in the region following a rational
process of programming or a common awareness of joint problems; (b) the activity will be useful
for eventual application by countries; (c) the pursuit of the activity as a cooperative effort of a
number of countries in the same region is likely to contribute significantly to ataining the
programme objective; and (d) for reasons of economy the intercountry framework is useful for
pooling selective national resources. '

2. Specific Roles and Responslbilities

WHO's Regional Offices will be asked to prepare regional programmes annually, to be approved
and funded by GPA, in conformity with the above criteria as integral parts of the Global Strategy
on AIDS, which should include, inter alia, support for the:

a travel of regional or country-based WHO staff for GPA approved regional or intercountry
activities;

b organization of intercountry workshops in collaboration with GPA;

¢ regional adaptation of health information/education materials, with GPA clearance; and

d appropriate and speedy training of staff in AIDS activities in conformity with the above criteria.

Support for these activities by the Regional Bureaux of UNDP will be provided only with the
approval of, and through, GPA. These Regional Bureaux will also assist GPA to ensure that all
external support for regional activities originating from the UN system is in conformity with
WHO's Global Strategy on AIDS.

3. Implementation

a. To assist in the implementation of these activities and to reinforce the regional and national
capacity to participate in and support the Global Strategy, the Global Programme on AIDS, in
consultation with WHO's Regional Offices, will establish and finance posts for personnel in
each Regional Office. -
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b. In fulfilment of WHA Resolution 40.26, Regional Offices will ensure that GPA is kept fully
informed of all regional and intercountry activities undertaken by them and will explore
innovative communication linkages for exchanges of information between key national
programmes, Regional Offices and GPA.

C. Global collaboration

4. General considerations

To ensure a well-coordinated, multisectoral approach in the global fight against AIDS, UNGA
confirmed WHO's directing and coordinating role and urged bilateral and multilateral agencies,
including those of the UN system, as well as nongovernmental and voluntary organizations, to
support national and international action against AIDS in conformity with WHO's Global Strategy.
UNGA further requested the Secretary-General of the United Nations, in close cooperation with the
Director-General of WHO, to ensure a coordinated response by the UN system.

2. Specific Roles and Responsibilities

The WHO/UNDRP alliance will extend to the Headquarters of WHO/GPA and UNDP with their
respective roles as described under the Policy Framework section of this document.

3. Implementation

In response to the United Nations General Assembly's request that the Secretary-General of the
United Nations, in close cooperation with the Director-General of WHO, ensure a coordinated
response by the UN system, the alliance welcomes the Secretary-General's appointment of the
Under Secretary-General for International Economic and Social Affairs, in his personal capacity, as
focal point at United Nations Headquarters for activities related to the prevention and control of
AIDS. It further welcomes the Under Secretary-General's initiative in establishing, under his
chairmanship, and in close cooperation with the Director General of WHO, a United Nations
Steering Committee to coordinate United Nations activities in support of WHO's Global Strategy
for the Prevention and Control of AIDS, to identify possible joint activities and to develop linkages
between individual programmes in this field. For its part, WHO will establish an inter-agency
advisory group, under its chairmanship, to facilitate the effective coordination of activities in the
UN system in support of WHO's Global Strategy on AIDS. The decision of the UN Steering
Committee to provide a coordinated input to the work of this group will significantly assist its
endeavours.

I11. Evolution of the Alliance

The struggle against AIDS is based on existing and emerging knowledge in diverse health and related
socioeconomic and behavioural fields. It is against such a constantly changing background that this
alliance is forged. Consequently, in its operational aspects there must exist some flexibility. WHO and
UNDP acknowledge that these agreements should not be seen as static but that they can, with the
agreement of both Organizations, evolve over time to meet changing circumstances.




WHO Global Progromme on AIDS

ANNEX 1
The role of WHO Representatives

WHO Representatives will undertake to provide, in conjunction with GPA personnel and UNDP
Resident Representatives, the following assistance:

» supporting governments to ensure that medium-term national AIDS plans are fully integrated with
other elements of primary health care and consistent with long-term health policies and strategies;

« supporting governments to ensure that national AIDS plans meet the criteria for the implementation
of programme activities as stated in WHO's Seventh General Programme of Worlg

» strengthening governments' ability to manage national AIDS plans in conjunction with other country-
wide health programmes;

* helping ensure that national AIDS plans and all other WHO supported health activities complement
cach other through joint governmenyWHO policy and programme reviews, which include the
participation of GPA personnel and UNDP Resident Representatives;

« supporting the monitoring and evaluation of national AIDS programmes by strengthening
govemments' programme monitoring and evaluation capabilities as part of the managerial process for
overall national health development; and

» facilitating contacts with ministries of health and other national health institutions.

WHO Representatives will keep their Regional Offices regularly informed of their AIDS related
activities and the support provided to GPA personnel and UNDP Resident Representatives in this regard.
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ANNEX 2
The role of UNDP

Arising from its position of leadership in socioeconomic development and of the role of its Resident
Representatives as UN Resident Co-ordinators, UNDP will support WHO in its collaboration with
countries in formulating, coordinating, implementing, monitoring and evaluating national AIDS plans
and mobilizing the required external resources. Furthermore, it will support WHO in its collaboration
with the governments concerned to ensure that all external support is an integral part of their national
AIDS plans and consistent with WHO's Global Strategy on AIDS.

Working administrative arrangements related to the
implementation of country activities

The UNDP Office will provide, to the extent necessary, the following logistic support to GPA and
Nationa! AIDS Plans:
* equipped office space, e.g. with telephones, photocopiers, typewriters, ek.;
+ General Service staff, e.g. secretaries, clerks, night-watchmen, store-keepers, drivers, eic.;
o services in support of "meetings” such as seminars, training courses, ¢.g. arranging premises, paying
participants’ stipends, acquittance rolls, provision of audio-visual apparatus, etc; _
» services in suppon of within-country transportation and travel, e.g. provision of vehicles and trucks,
intemal airtickets, etc.;
« management of vehicles;
* reception and subsequent services in connection with imported supplies and equipment.

UNDP will also undertake to provide services excluded from normal Government obligations, such as:
» local purchase of noa-technical equipment and supplies;
» personal services to intemational staff e.g. housing assistance, permits, visas, advice on schooling, etc:

* accounting of funds in local currency in support of any of the above,
i.e. comparable to imprest account activity.

Working financial amangements related to the
implementdation of country activities

1. Local expenditure will be effected by RR/UNDP offices or WHO offices as determined for each
country, by agreement between WHO and UNDP. Such expenditures to be incurred by RR/UNDP
will be authorized by WHO staff, who will at the same time provide the relevant allotment/sticker
number or account to be charged.

2.For the handling of these payments made on behalf of WHO, UNDP would issue under the
established procedure IOVs which should be addressed to WHO, Geneva and recorded in the existing
UNDP/WHO operating fund. As required, taking into account the overal] traffic of transactions under
the operating fund, WHO may adjust its funding requirements from UNDP or, eventually, should
AIDS activity payments made by UNDP be higher than WHO activities financed by UNDP, WHO
would fund UNDP on the basis of two months’ disbursements in advance,

3. As and when PL 480 funds are made available by USAID, such funds shall be deposited in the local
currency bank account operated by the RR/UNDP. They shall be credited to the sub-account of the
trust fund established by WHO for that country. WHO will authorize RR/JUNDP to effect any
required disbursements in local currency against PL 480 funds. Such disbursements shall be debited
to WHO by 10V in accordance with pa.ragraph 2 above.




