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Please indicate which of the below topics you would like to see on the agenda of the
Southern State Epidemiologists, Charleston. SC, November I993

Topic
Ecoli 0157:H7
Emerging Infectious Diseases
Hepatitis A,B,C,D or E Epi/Control
STD's
Rabies Control
TB - Control, Surveillance, MDRTB
The STD-HIV-TB Connection
Immunization Initiatives -(A) Statewide Tracking
Update on Vibrio Vulnificus
Communicable Disease Control Consultation by Public Health
National Plan for Public Health Surveillance
Are we protecting our health care workers from TB?
CDC Epidemiology Training
Hanta Virus Infections
HIV/AIDS (Update, Pediatric, Surveillance, CD4 Surveillance)
Immunization
Immunization Initiatives -(B) Who's Trying What, What Really Works
What is effective HIV post-test counseling?
Group C Meningococcus
Hepatitis A in HIV Infected Foodworker - When can he go back to work? 
Immunization Initiatives -(F) What Do We Really Know About Barriers to Imm. 
Lyme Disease
Pertussis "Outbreak" Control - Pertussis in Adults - FA Testing (Does it help?) 
Role of Prevention in Health Reform
STD Issues: Diseases, Infrastructure Money
Surveillance Standards
Control of Communicable Disease in Day Care
Cost effectiveness of HIV Screening (Elisa) in STD, Mat. or Fam. Ping. Clinic? 
Implications of Vibrio Cholerae 0I39
Public Health Orders ("I told you not to do that")
Recombivax vs. Engerix - Which is better, cheaper?
Syphilis Serology in HIV Infected Patients
What To Do When AAP Recommendations Precede or Differ from ACIP 
Which diseases should be reportable?
Do we really need to meet the needs of the HIV infected patient?
HB/HIV Infected Health Care Workers - How did we comply with the federal law? 
Hepatitis B Serology (Quantitative)
Isolation/Quarantine (A) TB and MDRTB Patients; (B) Recalcitrant HIV Patients 
Blood Lead Surveillance
Serogroup C Meningococcus -What is the experience of our group?
Waterborne Cryptosporidiosis
Immunization Initiatives -(C) New Federal Legislation



Topics from CSTE, Minnesota, 1993

‘Interest Level Score: High Interest = 2 pts.; Medium Interest = 1 pt.
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13
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Please indicate which of the below topics you would like to see on the agenda of the
Southern State Epidemiologists, Charleston, SC, November 1993

Topic
Update on Animal Oral Rabies Vaccine
Did Louisiana use a questionnaire to determine which STD patients to test for HIV 
Environmental Risk Assessment and Management
Imported Foods - ("The Next Timebomb" - D.A. Henderson)
Pre-exposure Rabies Prophylaxis - A Public or Private Problem?
CDC Initiatives
Congenital Syphilis - Public Health Surveillance, Tracking, Management 
CSTE Cooperative Agreements
Discussion of OSHA Bloodborne Pathogen Regulation Impact
HIV - Anonymous vs. Confidential Testing - Mixed Messages from CDC
How "excited" do we get over a report of Typhoid Fever?
Immunization Initiatives -(D) Automated Telephone Dialers
Infant Health Reviews/Epidemiology
Military & V.A. Cooperation with Surveillance
Natural Disasters - Public Health Roles and Preparedness
Personal Safety of Public Health Employees
Public Health Veterinary Issues
Anergy Skin Testing in HIV Patients
Cytomegalovirus - Management of Health Care Workers
Immunization Initiatives -(E) Voice Mail for Hard-to-Reach Patients
Impact of CLIA on Public Health
International Travel Issues
New TB Software for Surveillance
Electromagnetic Fields
Emergence of Antibiotic Resistant Pneumococcus in US
Violence Epidemiology
Infectious Disease Committee
Race/Ethnicity and Surveillance
Restricting pregnant health care workers from working with known HIV patients 
Birth Defects
CDC HIV Prevention Program Review
Immunization Initiatives -(G) Others
National Association of State & Territorial AIDS Directors (NASTAD)
Occupational TB Surveillance
Public Health Employee Health - Do we take care of our own?
Public Health Laboratories (Information System or Technologies)
Transportation and Handling of Human Remains Infected by Disease
CDC Assessment Initiative
Head Injury Surveillance and Epi
Role of Medical Examiners & Coroners in Public Health
Occupational Lead Poisoning and Surveillance
Occupational Surveillance



Topics from CSTE, Minnesota, 1993

Other Suggested Topics

* Interest Level Score: High Interest = 2 pts.; Medium Interest = 1 pt.

Score*
3
2
1
1
1

MRSA
State Morbidity Reports
State Annual Surveillance Summaries - Use
Agri-Med Program
Pneumococcous in Nursing Homes
Influenza
TB Laws & Regulations
Injury Prevention in the Health Department 
Role of Alcohol in E R Trauma Cases 
Targeting High - Risk Patients
Injury Surveillance in the Community
Influenza Surveillance

Please indicate which of the below topics you would like to see on the agenda of the
Southern State Epidemiologists. Charleston. SC, November 1993

Topic
Dr. Kevorkian - "Dr. Death or Dr. Peace"
Carbon Monoxide Poisoning
Acute Respiratory Illness Associated withAerosolized Leather Protectors
Asthma Surveillance
MTBE in Gasoline and Respiratory Illness
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Infections. The resulting report 
was the product of a broad collec-
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Crowded at the Summit: Emergent 
Infections and the Global Food

i

human immunodeficiency virus 
(HIV) pandemic. In truth, the ma­
jority of the world’s population has 
never been relieved of its load of 
malaria, tuberculosis, diarrheal 
disease, and a host of parasitoses. 
It has taken AIDS to provoke a 
new look at the threats to human 

health in the United States from 
infections recently thought to be 
conquered.

These concerns were taken up 
by a recent study of the Institute of 
Medicine Task Force on Emergent

In 1.900, infectious disease was 
the leading cause of mortality in 
the United States, accounting for 
at least 37% of deaths. By 1950, 
this had been mitigated to 6.8%, 
and again to 2.8% by 1989, with 
corresponding improvements in 
life expectancy. These numbers of 
course must be taken with a grain 
of salt, given the eventual preemp­
tive role of infection in chronic 
illness and many disorders whose 
infectious etiology is still to be 
recognized. Further, the relative 
importance of sanitation, health 
education, and nutrition, in con­
trast to medical interventions like 
immunization and antibiotics, has 
remained in contentious debate. 
Regardless, this achievement is 
trumpeted as the conquest of infec­
tious disease, indeed a glorious 
tribute to public health and medi­
cal science.

In consequence, health re­
search since 1950 has ever more 
emphasized chronic constitutional 
afflictions like cancer, cardiovas­
cular disease, and psychiatric dis­
order to the relative neglect of in­
fection. Environmental anxieties 
are focused on radiation and chem­
ical toxins rather than arthropod 
vectors and airborne contagion.

Our complacency over the tri­
umph of the human over the mi­
crobial has been shaken by the

tive effort which promptly reached 
unanimity that these threats ur­
gently needed to be brought to 
public and policy attention. The 
report’s recommendations had to 
do mainly with (i) the strengthen­
ing of disease (especially virus) 
surveillance systems globally, (ii) 
wider availability of existing vac­
cines and the removal of legal dis­
incentives to the development of 

Joshua Lederberg is a university new ones, (iii) acceleration of the 
professor at The Rockefeller Uniuer- technology to enable vaccines
sity. New York, N.Y., and an editor against new strains to be devel­
op the report by the IOM Task Force oped on a time scale wmmensu-
on Emergent Infections. A slightly rate with the spread of infection, 
different version of this article will (iv) vector control, and (v) public
appear in the May 1993 issue of education. Perhaps the most im-
Trends in Microbiology. portant message is that infection

knows no national boundaries, 
and we will pay dearly if we ignore 
the smoldering of infection any­
where. 

No single infectious agent is a 
unique target of concern. During 
the committee’s deliberations, 
multiple-drug-resistant tuberculo­
sis emerged as a major public 
health threat in New York City;



faring a now-naive human herd, is planet Earth has left us with a

ioten-

ity. There i. no way to guarantee pntewMfc. the human donumon

company with large cohorts of mi- command in the generation of new 
crobes. We can discern conflicting insights. And for operational pro­
trends. Within the infected host, grams of surveillance and ot mt- 
the selective pressures favor ag- munization, the working authon- 
<rroflaivp i7rowth correlated with le- ties will do better at designing
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genic microbes, the predator for

Our task is then to foresee the 
future of this coevolutionary rela­
tionship, our habitation of earth in

biotic benefits.
The future of this relationship 

is incalculable. At the extreme, 
the global extermination of our 
species by disease is hypotheti-

dare one say this was predictable 
from the time of its first appear­
ance a few years ago in immuno­
compromised people with AIDS? 
Historically, the influenza of 1918 
to 1919 was the most recent previ­
ous pandemic to have a major ef­
fect on U.S. mortality statistics. 
Many believe a recurrence of such 
a lethal reassortment strain, en-

cally possible, most likely in con­
currence with the stresses of war 
and famine. But we need not 
search far for historic precedents 

w , -  o( continental decimation of many
species has survived so well is plant and animal species and once

• * • <• i«-1 - - every century or so of the human.
At stake is a level of sickness and 
death manyfold higher than that 
caused by the highly publicized 
accidents of industrial pollution. 
Yet we continue to neglect the 
most elementary precautions. 

We have had one wonderful 
success in the global eradication of 
smallpox. More problematically, 

----------------- We “fcb* C1,O8e 10 
that once terrorized human bands same with polio and perhaps a tew 

other viral diseases. We certainly 
cannot aspire to decontaminate 
the earth with respect to all poten­
tial microbial rivals. These heroic 
projects deserve our attention, but 

-• ■ fit 1? —.J ■ |
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and a stockpile of knowledge and 
----------------‘ .1 

with an unpredictable variety of 
emergent pathogens.

Our moat important need is a 
well-informed consciousness about 
these contingencies. Research 
workers at the front line will add 
more than any top-down line of

namic of evolutionary change con­
nected with their rapid replica­
tion, vast numbers, and inhezpnt 
instabilities—especially on the 
part of RNA viruses. That the hu- 
manLr_.'.' ’ ’ "1_
a tribute to its evolution of biolog­
ical immunity and a modest de­
gree of intelligent self-defense.

' The human occupation of 
_  ’ " ‘ L

all but inevitable. At the moment, conceit that our species is at the 
HIV is evolving towards greater very top of the food chain, preUa- 
eerodiversity (potentially frustrat- tory on S'
ing proposed vaccines) and occa­
sional aridnthymidine resistance.
But its fundamental biological
properties happily have not
evolved towards easier spread; to
the contrary, there are hints of the
appearance of strains with a
longer latent period or perhaps as-
i__ _ 2 2_'_ _
genicity. On the other hand, sim­
ian virus strains have evolved
with aggressive and acute lethal-

what is feasible than outside con­
sultants. But none of this will hap­
pen without a well-informed, in- 

- ---------- temalized scientific and moral 
tionary tradition that has resulted perspective and public under-

to allocate the resources needed.

very top of the food chain, preda-

ing their habitats, and diminish­
ing the genetic diversity of 
domesticated species. Carnivores

have been all but exterminated. 
Rodents abound and threaten 
some food stores, but they can be 

longer laveo. e-- t— —r- - contained with concrete and war-
Rociated with very limited patho- farin. Our agricultural surpluses 4^1.™

oTiKter hand, aim. arembMeahyinaecte^utat their

worst, swarms of locusts will be i
regional, not global, paste. Barring developmental capacity to cope 

” . ■ « .« ■ .1____ •___•____ am ii VAVlAr.V Ol
IVY. AO 11V HHJ W B ---------—-----------< -—
that the same cannot occur with is challenged only by the
HIV in the human population, and L ' ’ . \
the potentials for genetic recombi- whom we remain the prey.
nation with related lentiviruses *k/'"
have scarcely been thought about.
A multitude of other zoonoses fos­
ter scary outbreaks and importa­
tions of Lassa, Marburg, and Eb­
ola viruses. Changing vector
t„___________ _ ...
way to a family of encephalitides.

Economic and technical ad­
vances confer many defenses
against infection. Nevertheless,
the sheer increase of the global
population, its local density in
conurbations, and the scale and
ease of rapid transoceanic travel
are discontinuities in the human
condition that aggravate our vul­
nerability to emergent infections.
Some of these are new genetic
'______________ , .

all too common in their historic
habitats which now have new op­
portunities to spread. Agricultural
and residential encroachments on

appearance

A multitude of other zoonoses fos-

tions of Lassa, Marburg, and Eb-

distribution^ iU h^d.Bopen’the the selective pressures favor ag-
 gressive growth correlated with le­

thality. Endogenous somatic cells
are also potentially in mutual 
competition as well, but this com­
petition is tempered by the evolu-
tiomiry namuiuu uucik r—— - ------------- .
in the multicellular organism. The standing and political leadership 
invaders are bereft of that tradi- to allocate the resources needed, 
tion. But the host rapidly de­
stroyed is a Pyrrhic victory for the
parasite, so efficient tranamissibil- 

w o  fty from host to host is correlated
variante; many others are diseases with delayed mortality. Our J1108^
all too common in their historic effective parasites have entered

into our own genome: every hu­
man carries these integrated ret- 

  roviruses and is hardly aware of
forested lands augment the risk of them, even of their possible sym- 
human contact with arborviruses
and borreliae. Other vectors and
peats accompany the movement of
people and goods. And microbial
populations have their own dy- 
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The Conquest of Infectious Diseases: Who Are We 

Kidding?

The 20th century has seen unprecedented scientific progress 
and so it is ironic that as the century draws to a close, 
scientists and clinicians must learn to deal with emerging new 
infectious agents whose existence in human beings was proved 

only in the past few years (1).

1 September 1993 • Annuls of Internal Medicine • Volume 119 • NumbcrS

Almost a quarter century ago, the Surgeon General of 
the United States testified to Congress that it was time 
to "close the book on infectious diseases” (2). The 
wide use of effective antibiotics, the potential for uni­
versal vaccination for many major childhood illnesses, 
and success stories, such as the eradication of smallpox 
in 1977, encouraged the perception that infectious dis­
eases had been conquered.

The stark reality is that infectious diseases are the 
leading cause of death worldwide (3) and remain a lead­
ing cause of illness and death in the United States (4). 
Human immunodeficiency virus (HIV) infection, pneu­
monia, and influenza rank among the 10 leading causes 
of death in the United States. Lyme disease has become 
the leading vector-borne disease with more than 50 000 
cases reported since 1982, many resulting in chronic 
disability. “Old” diseases such as tuberculosis and 
measles—long thought to have been under control- 
have recently re-cmerged in the United States.

Our once seemingly invincible array of antimicrobial 
drugs is declining in effectiveness for many hospital- 
and community-acquired infections. For a large propor­
tion of Staphylococcus aureus isolates, for example, 
only vancomycin remains effective, and vancomycin re­
sistance has now been reported in enterococci (5) and 
coagulase-negative staphylococci (6). If the resistance 
acquired by these organisms spreads to methicillin-re­
sistant S. aureus, no effective treatment will remain for 
this organism. Similarly, resistance to penicillin is in­
creasing among strains of Streptococcus pneumoniae, 
the most common cause of community-acquired pneu­
monia (7-10). Penicillin resistance is emerging in some 
geographic areas where resistance to erythromycin, tet­
racycline, and trimcthoprim-sulfamethoxazole already 
exists; some isolates also have decreased susceptibility 
to third-generation cephalosporins, including cefotaxime 

and ceftriaxone (9).
Emerging infections include those diseases whose in­

cidence has increased within the past 20 years or whose 
incidence threatens to increase in the near future; many 
factors are contributing to their emergence. Years of 
complacency have allowed the public health infrastruc­
ture for infectious diseases to deteriorate. For example, 

Reprinted from ANNALS OF INTERNAL MEDICINE Vol. 119; No 5. 1 September 1993 
Printed in U.S.A.

national surveillance of drug-resistant Mycobacterium 
tuberculosis was discontinued in 1984 and has only re­
cently been reinstituted. Surveillance of food-borne dis­
ease is inadequate in most areas of the United States, 
and many outbreaks go undetected (11).

Demographic and social changes have contributed to 
the emergence of infectious diseases. Changes in sexual 
behavior and use of illicit injection drugs have contrib­
uted to the rapid spread of HIV. The dramatic increase 
in the use of child-care centers as women have re­
entered the workplace in increasing numbers has re­
sulted in a greater risk for infectious disease, not only 
for children but also for parents and child care staff (12) 
and may be facilitating the transmission of antibiotic- 
resistant organisms (13). Widespread use of invasive 
medical devices has led to an increase in hospital-ac­
quired infections; changes in food production, process­
ing, and distribution can compromise food safety and 
increase food-borne disease; and use of new products 
can cause illness or even death, as illustrated by the 
role of superabsorbent tampons in the toxic shock syn­

drome.
Changes in land use also affect the emergence of 

infectious diseases. The emergence of Lyme disease in 
the eastern United States, for example, coincided with 
the explosive increase in the deer population as much of 
the land was reforested and people moved further into 
suburban areas or explored wilderness areas. Animal 
rabies increased in the Middle Atlantic states and New 
England when rabid raccoons were transported from 
one area of the country to another to replenish hunting 

slocks (14),
International commerce and travel have become so 

extensive that the terms “domestic” and “global” arc 
losing their significance in the context of infectious dis­
eases. More than 10 times the number of cases of ma­
laria in U.S- travelers were reported in the United 
States in 1991 than in 1960 (15). In 1992, more cases of 
cholera were reported in the United States than in any 
other year since cholera surveillance began in 1961 (15). 
In addition, the first documented case of cholera, asso­
ciated with toxigenic Vibrio cholerae 0139, was im­
ported into the United States in 1993, only a few 
months after the strain was first described in southern 
Asia (16). Epidemics caused by new influenza strains in 
other areas of the world, particularly Asia, are often 
quickly followed by outbreaks caused by similar strains 
in the United States (17). Exotic diseases can also move 
quickly around the world: After visiting Nigeria, a 43- 
year-old mechanical engineer was hospitalized in Chi­
cago with a fulminating febrile illness later diagnosed as
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diseases teaches us that specific predictions are difficult 
to make. However, experience suggests that diseases 
will undergo changes in their clinical manifestations. 
Diseases will appear in new geographic areas, and mi­
croorganisms will continue to evolve. New modes of 
transmission will be identified and the distribution of 
disease vectors will change. New disease associations 
will continue to be established. Such challenges are well 
illustrated by the recent recognition of hantavirus as a 
cause of the acute respiratory distress syndrome in the 
southwestern United States (25). In addition, the in­
creasing number of persons with compromised immune 
systems (for example, the elderly, HIV-infected per­
sons, organ transplant recipients, and other persons re­
ceiving immunosuppressive therapy) favors the emer­
gence of additional opportunistic infections.

Clinicians, microbiologists, and public health profes­
sionals must work together to prevent infectious diseases 
and to detect emerging diseases quickly. Monitoring 
trends of resistance of both hospital- and community- 
acquired microorganisms and using appropriate antimi­
crobial drugs are essential. In consultation with local 
and state health departments, other federal agencies, 
and professional organizations, the Centers for Disease 
Control and Prevention is currently evaluating what 
strategies will be most useful to meet these challenges. 
One possibility is for internists to participate in a sen­
tinel network for surveillance of emerging infections. As 
the authors of the Institute of Medicine report state, 
“Pathogenic microbes can be resilient, dangerous foes. 
Although it is impossible to predict their individual 
emergence in time and place, we can be confident that 
new microbial diseases will emerge” (22).

Lassa fever—a viral hemorrhagic fever with a high mor­
tality rate that can be transmitted to health care work­
ers (18).

In addition to new and re-emerging infections, results 
of research are proving that conditions previously 
thought not to be infectious do have infectious causes. 
Infection with specific genotypes of human papilloma­
virus may be the most important risk factor for the 
development of invasive cervical cancer (19); Helico­
bacter pylori has a causative role in the development of 
peptic ulcer disease, and antibiotics reduce the fre­
quency of recurrence of this disease (20); and hepatitis 
C is a major cause of chronic liver disease (21).

Finally, and probably most importantly, microbes 
mutate and adapt to changing environments, often with 
astonishing rapidity. The microbe itself may change; for 
example, the high rate of mutation necessitates annual 
reformulation of influenza vaccines and is an obstacle in 
developing an effective vaccine for HIV. Many micro­
organisms develop drug resistance in response to selec­
tive pressure from exposure to antimicrobial agents.

All of these issues are highlighted in a report pub­
lished by the Institute of Medicine in October 1992 (22). 
The report, “Emerging Infections: Microbial Threats to 
Health in the United States,” was written by a com­
mittee chaired by Joshua Lederberg and Robert E. 
Shope. It emphasizes the need for strong national and 
global systems of disease detection to maintain vigi­
lance against emerging infections; recognizes the need 
to enhance our diagnostic capacity and to apply bio- 
technologic advances to infectious disease prevention 
and control; and identifies development of new vac­
cines, improvement in antibiotic usage, and enhance­
ment of health-promoting behaviors as critically impor­
tant for responding to the mounting threats of infectious 
disease.

How will new and re-emerging infections affect the 
internist’s everyday practice? The emergence and re- 
emergence of infectious diseases have already had a 
profound effect, radically changing the spectrum of dis­
eases treated by internists and increasing the infection 
control procedures in use. Drug resistance has and will 
continue to pose a challenge to clinicians (23, 24). The 
need for an accurate diagnosis and for determination of 
drug susceptibility patterns will require increased de­
pendence on the clinical microbiology laboratory. Phy­
sicians need to know drug susceptibility patterns in 
their geographic area before starting empiric antibiotic 
therapy. An individual patient may represent a sentinel 
event indicating a community-wide outbreak, and effec­
tive communication is needed between clinicians and 
public health professionals to determine whether further 
investigation and public health intervention are needed. 
A patient with chronic liver disease should be tested for 
hepatitis C as well as hepatitis B virus infection and, if 
infected, receive counseling to prevent transmission of 
the virus to others. Physicians must be aware of the 
global distribution of infectious diseases to counsel their 
patients about minimizing the risk for infection while 
abroad; to provide immunizations and prophylaxis; and 
to diagnose illnesses in returning travelers.

What new challenges should we expect in the future? 
The recent history of new and re-emerging infectious 
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of HIV-infected

and HIV-transmission category (Table 1). During 1990, a higher percentage ot Persons

From 1986 through 1990, the proportion of HIV-infection reports (from all sources) for 

women in South Carolina increased 4.5-fold (from 6% to 27%), while the proportion 
of health department testing of women increased less than twofold (from 28% to

communities, and identify specific needs of special populations (7). ‘n ^ditjo"

persons to the local/state health department (Figure 1). This report summarizes public 
health uses for HIV-infection report data by one of these states-South Carolina 
Department of Health and Environmental Control (SCDHEO-m guiding prevention 

and treatment programs. .
AIDS has been reportable to the SCDHEC since 1982; cases of HIV infection have 

been reported to SCDHEC since February 1986. SCDHEC uses HIV-infection reports to 
1) target health education/risk reduction and early intervention programs; 2) provide 
counseling, testing, referral, and partner-notification services; 3) offer testing tor 
CD4+ T-lymphocytes and screening for other diseases; 4) expand HIV surveillance 
data collection; and 5) assist legislators and policy makers in targeting resources. In 
South Carolina, although 93% of AIDS cases among hospitalized persons have been 
reported (2), the completeness of HIV testing and reporting is not known. As of 
December 31,1991, SCDHEC had received 5787 HIV reports and 1599 AIDS raP°^;5^ 
all reported cases of HIV infection in South Carolina in 1991, 52% were from SCDHEC 

counseling and testing sites and clinics, and 48% were from other sources.

Targeting Health Education/Risk Reduction and Early Intervention Programs
To identify groups in need of HIV/A1DS services, SCDHEC compared HIV-infection 

and AIDS reports for the state and the United States by person's sex, race/ethmcity, 
and HIV-transmission category (Table 1). During 1990. a higher percentage of Person3 
with HIV infection were women and blacks than were persons reported with A Db.

and treatment programs. ...........

beB"n7e”po"rt"ed't;SCWEE since February 1936. SCDHEC uses HIV-infection reports to

CPC________

MN«N
Public Health Uses of HIV-infection Reports - 

South Carolina, 1986-1991

In the United States, public health officials 

syndrome (AIDS) i

AIDS surveillance, 24 states require confidential reporting by name
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No.No.No.

t

319
74

877
355

3

1
I

906
329

( 73) 
( 27)

( 71) 
( 29) 
( <D

( 88)
( 12)

237 
115 
133 
49 

701

1,235

172
83 
51
46
41

393

( 81)
( 19)

( 19) 
( 9) 
( 10) 
( 4) 
( 58)

(100)

234
152

5

( 30) 
( 52) 
( 17)

I 44) 
( 21) 
( 13) 
( 12)
( 10)

(100)

( 60) 
( 39) 
( <D

( 55) 
( 23) 
( G) 
( 10)
( 6)

(100)

TABLE 1. Reported cases of HIV infection and AIDS in South Carolina and of AIDS in 

the United States, 1990 

38,082
5,257

13,186
22,342
7,322

23,738
10,018
2,711
4,252
2,620

43339

Category

Sex
Male
Female

Race*
Black
White
Hispanic

Transmission category
Men having sex with men
Injecting-drug use
Heterosexual contact
Other
Not reported/Unknown*

Total*_________________________________________
’Persons newly identified with HIV infection in 1990; some HIV-infected persons may have 

progressed to AIDS in 1990.
* South Carolina has a population of 3.5 million; 69% are white, 30% are black, and <1% are 

Hispanic. The United States has a population of 248.7 million; 76% are white, 12% are black, 9% 
are Hispanic, and 3% are in other racial/ethnic groups. In South Carolina, there have been no 
reports of HIV infection among members of other racial/ethnic groups.
’These HlV-infection data reflect past use of a general morbidity report that did not include 
information on mode of transmission.
’Because of incomplete reporting, all subset totals do not add to the column totals.

____ __________ AIDS

South Carolina

(%)

United States
1%)

HIV*

South Carolina 
(%T

HIV-Infection Reports — Continued
return visits for follow-up CD4+ T-lymphocyte counts, clients are counseled on risk 
reduction and behavior changes; clients have reduced high-risk behavior as a result 

of this counseling (3).
From March 1989 through October 1990, SCDHEC evaluated a sample of persons 

newly identified as infected with HIV who had a CD4+ T-lymphocyte test performed 
within 90 days of their HIV-antibody-positive test results; of 422 persons. 12% had 
CD4+ <200 cells/p.L, and 46% had <500 cells/p.L. These findings were used to assess 
The need for prophylaxis for Pneumocystis carinii pneumonia and zidovudine 

treatment.

Expanding Surveillance for HIV Infection and AIDS
In collaboration with CDC, SCDHEC is obtaining additional health-related informa­

tion from persons newly reported with HIV infection or AIDS in urban (Charleston 
County) and rural (Edisto Health District) areas of the state. Persons who consent to 
be interviewed provide information about their economic status, access to health 
care, reproductive history, and detailed sex and drug-use behaviors. Data from this 
supplemental surveillance are used to improve prevention and treatment services for 

HIV-infected persons.
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HIV-Infeciion Reports - Continued

makers in assessing the economic '™Pac For examp|e, for each person newly
for prevention activities and me i • .eiv iqq reported per month) in South 
identified with HIV infection (aPP[° ' ded for HIV-related health-care costs (4 ). 
Carolina, an estimated $50,000 will bei e  p' jon program during 1990 could result

Based on these projections, the par ogram efforts prevented transmission
in an estimated cost sav.ngs of $13 m-lhon 0 0 persQns newly
of HIV to one other person dunng the lifetime

identified with HIV infection. ^demiologist. South Carolina Dept of

Na,,Bntl Ccn,e',or lnf‘al°'ls

National Center for Prevention Svcs, CDC. illustrate hew states can use HIV-
Editorial Note: The acUvit.es of the SCDhMI infection and enhance access to

infection reports to ^^X^Jth HIV A^hOugh H|V reports may not be representa- 
services for persons infected with Hly. Alin » mum estimate of those m need of 
live of all HIV-infected th^ P in J,i$ rcport (i.e., a higher proportion of HIV

health care and services. The .,,"d,n95 th carolina during 19901 are consistent
infections among women and blac Carolina and HIV seroprevalence and

°asTz "so’m Sna has used these data;Io target

menis in 1990.
Some of the other states that have

similar ways.
HIV who were reported to the

case-
dine and other medications

health departments have implemented various 

personal data i...—

• Si“ 'i^^^ouTeimlVsXsaclo. .’nd Physician

Siaus a.so use HIV-infection reports in combination with AIDS case reporting and

(8). To maintain confidentiality, state 

; measures to i---------
rnamuined 'through HIV/AIDS surveillance 19 ).
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strategies that link surveillance with prevention and treatment services.

lion objecrives-full report, with commeniary. Washinyton, DC: US Department olI Health

3 Wykoff RF, Jones JL Longshore ST, ct al. Notification of the sex and needle-sharing partners
7 . . . ... • _________ •____________ Crtnfh nomltna’

Carolina: a’comprehensive study [abstract]. Vol 2. IV International Conference on AIDS.

8. CDC. Update: public health surveillance for HIV infection —United States, 1989 and 1990.

uvuuacm.d, medical referrals, and partner-notification and prevention services. 
Health departments can also use HIV-infection report data to develop public health

External Cause-of-lnjury Coding 
in Hospital Discharge Data - United States, 1992

Accurate and reliable data regarding the external causes of injury (e.g„ motor­
vehicle crashes and assaults) are critical for planning, implementing, and evaluating 
injury-control programs (7). In the United States, approximately 25% of the total 
population is injured annually (2), and nonfatal injuries account for one of every 6 
hospital days and 10% of all hospital discharges (3). Although hospital discharge data 
(HDD) are an important source of information for severe nonfatal injuries (4), external 
causes of injury have not been routinely reported in HDD, limiting the usefulness of 
these data for injury surveillance. This report summarizes recent efforts to improve 
the uniform reporting of external causes of injury in HDD by the National Committee 
on Vital and Health Statistics (NCVHS) and the National Uniform Billing Committee 

(NUBC).

NCVHS
The NCVHS is a legislatively mandated advisory committee to the Department of 

Health and Human Services. In June 1991, the NCVHS approved a report by the 
NCVHS Subcommittee on Ambulatory and Hospital Care Statistics on the need to 
include external cause-of-injury codes (E-codes) in HDD (5). Key recommendations in 
the report were: 1) the external cause of injury should be recorded in the medical 
record whenever an injury is the principal diagnosis or directly related to the principal 
diagnosis; 2) E-codes should be included in HDD sets; 3) the revised uniform billing

Health Service. Healthy people 2000: national health promotion and disease preven­
tion abiectives —full report, with commentary. Washinyton, DC: US Department of Health 
anS SSTe Joes, Public Health Service, 1981; DHHS publication no. (PHS)91-50212.

2. Jones JL, Rion P, Hermann P, et al. Improvement in AIDS case reporting. South Carolina 

[letter]. JAMA 1991;265:356. 

ofyindividuals with human immunodeficiency virus in rural South Carolina: 30-rnonth 

experience. Sex Transm Dis 1991 ;1S:217-22 . 
4 Conway GA, Colley-Niemeyer B, Burt S, et al. Costs of AIDS and HIV-related disease in South 

<
Stockholm, June 12-16, 1988.

5. CDC. AIDS in women-United States. MMWR 1990;39:845-6.
6. CDC. The HIV/AIDS epidemic: the first 10 years. MMWR 1991:40:357 63,69. ,
7. St. Louis ME, Conway GA, Hayman CR, et al. Human immunodeficiency virus infection in

disadvantaged adolescents. JAMA 1991:266:2387—91.  
I .................. '

MMWR 1990:39:853,859—61. .
9. Torres CG, Turner ME, Harkess JR. Istre GR. Security measures for AIDS and HIV. Am J 

Public Health 1991:81:210-11.
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HIV-infection Reports - Continued

For HIV-infected persons who are identified in either public or private health-care 
settings, HIV reporting provides the opportunity for health departments tn offer 

counseling, medical referrals, and partner-notification and prevention services.
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Dear Ms. Cebbie:

State Epidemiologists for the Southern Region are looking forward to your 
‘ . The meeting will begin at

From 8:30 a.tn. to 10:00 a.m. is the session on 
I suggest that about half of 

The meeting format is 
informal with about 25 people sitting around the table (perhaps another 20 around 
the wall). There will be a slide projector, overhead projector, pointer and 
small PA system available. If you need any other audiovisual support please let 
me know. If you have any handouts you would like for us to copy and distribute 
you can FAX them to 803-737-4036 or mall them to me.

As part of your talk, could you provide us an update on health care reform, the 
functions of your office, and any directions/focus that you see for HIV control? 
In particular, some clarification would be valuable of the role of the state 
health departments in the investigation and control of diseases and injuries. 
In the President's Health Reform Proposal (9/7/93), words like "identification, 
containment and provision of appropriate emergency and treatment resources for 
community-wide health problems" leave a lot of room for interpretation. Under 
the list of professionals to receive training and education, there is no mention 
of public health nurses, an omission which has fueled much concern.

In the coming reformed system of health care, it is difficult to imagine public 
health playing a decreased role in protecting people from the diseases from which 
they cannot or do not protect themselves, such as TB, STD, HIV or environmental 
toxins and pathogens, A good example would ba the treatment of TB; it has always 
been about as hard to get many physicians to treat TB correctly as it Is to get 
patients to take their medicine correctly. We must have a strong guard against 
the development of multidrug resistant TB.

Concerning HIV, there is an awareness (or awakening) that controlling STD’s is 
important to reducing the transmission of HIV. I expect this to get considerable 
attention during the "STD-HIV-TB Connection" segment. It may be the most 
effective and concrete thing we can do to affect the HIV epidemic.

The I
participaticn in our meeting on November 15th.
8:00 a.m. with opening remarks, f-iz 7 “

HIV, with you as the featured speaker/discussant. 
that time be allowed for discussion with the states.

There will be a slide projector, overhead projector, pointer and
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We will look forward to an exciting and fruitful discussion on November 15.

Sincerely,

M.P.H., Chief

DCB:cp

t

Ms. Kristine M. Gebble
Page Two
November 3, 1993

i

The present uncertainties In health care reform have left dedicated public health 
professionals in fear for the future of effective public health prevention 
programs. While no one knows where all this will end up, just knowing what you 
think on health care reform will be helpful to us. Your distinguished career in 
local, state and federal health care provides you with insights that few people 

have.

Dee C. Breeden, M.D.,
Bureau of Preventive Health Services 
Acting State Epidemiologist
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South Carolina

DHEC

M.N.

20503

Dear Ms. Gebbiet

Southern Statein the Annual
Epidemiologists Meeting on the morning of November 15th at the Mills House in 

Th*. MihUft health State Epidemiologists and some ot

The format of the meeting is very much a sharing of information around a

your office, national direction for HIV, any specific Issues from you or the

participate in along with the CDC and state representatives.

Your participation isinformation for HIV and other communicable diseases.
r

Hotel reservations can be made by calling the Mills

weekend before the meeting visiting with friends in beautiful Charleston.

If I can assist you in any way, please let me know.

Sincerely,

State Epi

DCS:cp

attachment

, I have scheduled 
roundtable discussion on HIV (functions of

D»p»rtm»ot ot Ha*Hh ind Ewlronm»ntal Control 

Robert Mills Complex, Box 101106 
Columbia, SC 29211

William E. Applegate, III. 
John H. Burriaa 
Tony Gmham. Jr., MD 

John B Pate, MD

Dee C. Breeden, M.D., M.P.H., Chief 
Bureau of Preventive Health Services 
Acting State Epidemiologist

ConimlMion«r: Douglat E. Bryant

Board; Richard E. Jabbour, DOS, Chairman
Robert J. Stripling. Jr., Vic* Chairman 
Sandra J. Moiandar, sacratary

Promoting Health, Protecting the Environment

October 18, 1993

their staff from 15 states will be represented at this meeting,(from the District

’the 15th will be several participants from CDC who

Thank you for accepting to participate

CtartMtOT?"s»uth Carolina. The public health Stece .--7—. 7

«;5Tsc7S.'k7«.’«. U. MS. VA. WV.AL. MD. TX._and W.

Also attending the meeting on 1—, —----------
have expertise in HIV, STD and/or TB.

O tecvcltapaper

states). 1*. -c,, ---------- -------— -
the Administration sees public health under health care reform.

As you know, the State Epidemiologists are probably the most influential people 
in state health departments for setting direction based on science and gathering 
information for HIV and other communicable diseases. Your participation is 
greatly needed to help us help the states address the now and the future of HIV.

I am. attaching an agenda for the entire meeting in hopes that you can attend some 
of the other sessions (Ms. Retina Holmes has informed me that you need to be in 
Washington that evening). Hotel reservations can be made by calling the Mills 

House at 1-800-874-9600.

Llll Mood and I are in hopes that you may be able to spend a little of the

break there will be a discussion of the STD-HIV-TB connection which I hope you 
can participate in along with the CDC and state representatives.

Kristine M. Gebbie, R.N.,
National AIDS Policy Coordinator
Executive Office of the President
750 17th Street
Suite 1060
Washington, D.C.

i‘
I.

■
i

table with some rather brief presentations by outside experts, 
you to present and participate in a 1---------- ----- —

If you’re willing, 1 would also like for you to address where you think 
J  - < ------—t Following a
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DRAFT AGENDA

Registration 6:00-7:00 pm - Hotel LobbyNovember 14 -

November 15 -

8:00November 16 -

November 17 •

8:00
8:30

Late Breakers
To Be Announced (Possible Emerging Infection) 

Break
Emerging Infection - CDC - discussant to be announced 
Adjourn ■ end meeting

10:00
10:30

Southern State Epidemiologists Meeting 
November 15-17,1993 

Mills House Hotel 
Charleston, South Carolina

11:30
12:00
1:30
2:30

8:00
9:00

10:00
10:30
12:00

3:30
4:30

Welcome, Introductions, Agenda Changes
HIV - National Direction, Roundtable Discussion

Ms. Kristine Gebbie

Break
STD-HIV-TB Connection ■ Panel and Roundtable Discussion
Ms. Kristine Gebbie - AIDS Policy Office
Dr. Mike St. Louis CDC-STD Prevention
Dr. Dixie Snider - NCPS, CDC
HIV Surveillance - Dr. Jeff Jones, NCID, CDC

Lunch - Speaker
STD’s ■ Dr. St. Louis * discussion
TB Roundtable (MDRTB, Surveillance, Employee Health) - Dr. Dixie 

Snider
Behavioral Science for STD’s - Dr. Scvgi Aral - NCID, CDC 

Adjourn

Immunization - Moderator Dr. J.D. Logren
(Tracking, Fed & State Legislation, Barriers, what works, etc.
Pertussis - Dr. D.C. Breeden, Moderator

Break
Hepatitis ABCDE - Roundtable
General Public Health Topics - discussion (topics from my survey to you) 

Lunch
General Public Health Topics - discussion (topics from my survey to you)

Business Meeting
Adjourn

i

9:30
10:00
10:30
11:00
12:00
1:30
2:30
3:00
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Acquired immunodeficiency syndrome (AIDS) is a specific group of diseases or conditions which are 
indicative of severe immunosuppression related to infection with the human immunodeficiency virus (HIV).
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Notice to readers: Table 2 of this quarter’s Report uses revised Metropolitan Statistical Area

Centers for Disease Control and Prevention

National Center for Infectious Diseases
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Surveillance Branch

Reporting and Analysis Section 

Statistics and Data Management Branch

344-7432 (Spanish access), and 1-800-243-7889 (TTY, deaf access).
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The HIV/AIDS Surveillance Report is published quarterly by the Division of HIV/AIDS, National Center 
for Infectious Diseases, Centers for Disease Control and Prevention (CDC), Atlanta, GA 30333. The 
year-end edition contains additional tables and graphs. All data contained in the Report are provisional.

Single copies of the HIV/AIDS Surveillance Report are available free from the CDC National AIDS 
Clearinghouse, P.O. Box 6003, Rockville, MD 20849-6003; telephone 1-800-458-5231. Individuals or 
organizations can be added to the mailing list by writing to Centers for Disease Control and Prevention, 
OD/OPS/MASO, 1/B49, Mailstop A-22, Atlanta, GA 30333. Confidential information, referrals, and edu­
cational material on AIDS are available from the CDC National AIDS Hotline: 1-800-342-2437, 1-800-

(MSA) definitions issued by the Office of Management and Budget in June 1993 These latest 
MSA definitions retain most of the revisions issued in December 1992. However, the New York 
City MSA is returned to its pre-December 1992 definition, and the six MSAs in New Jersey which 
were included as part of the New York City MSA are again defined as separate MSAs. See techni­
cal notes for additional information.

Suggested Citation: Centers for Disease Control and Prevention. HIV/AIDS Surveillance 
Report, 1993;5(no. 2):[inclusive page numbers].



Cumulative totals

TotalRateNo.RateNo.State of residence

305,077300,615 4,46232.482,94618.145,629U.S. total

1.522 1.5

4,710 315,39032.9 310,68085,52518.5

HIV/AIDS Surveillance Report3July 1993

243
5

1,814
20

2,535
42

70.7
40.8

S1.0
19.5

July 1992- 
June 1993

43
3

13
18

344
19
91

7
78

713
85 
10

2
136

16
5
5 

13
62 

2
146
122

61 
12
20
31

1
4

15
6

419
2

1,258
74

66
15
9 

118
9

35
2 

24
210

18
2 

79 
18

5
16

13
2

10,154
144

Guam
Pacific Islands, U.S.
Puerto Rico
Virgin Islands, U.S.

Adults/ Children 
adolescents <13 years old

424
16

371
200

8.448 
429
480 
104
806

5,246
1,653

166
39

1,838
379

86
168
178
864

57
1,036

858
826
241
225
706

21
61

249
53

2,213
109 

8,061
643

1
771
244
290

1,370
122
345

9
407

3,184
129
22

656
520

70 
224 

11

10.4
2.8
9.9
8.4

27.8 
12.7
14.6
15.3

134.7
39.5 
25.0
14.6
3.8

15.9
6.8
3.1
6.7
4.8

20.3
4.6

21.3
14.3

8.8
5.4
8.7

13.7
2.6
3.8

19.4
4.8

28.5 
7.0

44.6
9.5
0.2
7.0
7.7
9.9

11.5
12.1
9.7
1.3
8.2

18.4
7.3
3.9

10.4
10.4
3.9
4.5
2.4

704
29

1,138
429 

15.402
1,100
1.444

305 
1,083
8,765 
2,194

204
69

2,851
768
192
300
296

1,130
77 

2,058
1,933
1,556

593
399

1,660
28

152
541

92
3,482

277 
14,099

1,007
5

1,156 
670 
663

2,122
238

1,076
23

834
6,223

276
29 

1,365
1,180

71
625

33

17.0
4.9

29.7 
17.9
49.7
31.8
43.8 
44.0

183.6
64.4
32.4
17.6
6.4

24.5
13.5
6.8

11.9
7.9

26.4
6.2

41.7 
32.3
16.5
13.2
15.3
31.9

3.4
9.5

39.6
8.4

44.7
17.5
77.8
14.7

0.8
10.5
20.9
22.1
17.6
23.7
29.6 

3.2
16.6
35.1
15.2

5.1
21.4
22.8

3.9
12.5
7.1

13 
2

9,911
139

2,197
153

2.887
1,178

58,016
3,356 
4,071

763
4,890

30,786
8,680
1,098

196
10,016
2,328

555
962

1,071
4,648

373
6,726
6,657
4,648
1,744
1,390
4,487

124
429

1,537
359

17,255
787

60,570
3,595

30
4,511
1,716
2,086
8,449

771
2,644

58
2,505 

22,091
803
135

4,419
4,315

344
1,578

90

2,154
150 

2,874
1,160

57,672
3,337 
3,980

756 
4,812 

30,073
8,595
1,088

194
9.880
2.312

550
957

1,058
4.586

371
6,580 
6,535
4.587
1,732
1,370
4,456

123
425

1,522
353

16,836
785

59.312
3,521

30
4,445
1,701 
2,077
8,331

762
2.609

56 
2.481

21,881
785
133

4,340
4,297

339
1,562

90

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia 
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire 
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island 
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington 
West Virginia
Wisconsin
Wyoming

Total 47,465

’Includes 6 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents.
2During the second quarter of 1993, CDC received reports of 25,964 cases and 12,313 deaths among adults/adolescents and 230 cases and 159 

deaths among children.

Table 1. AIDS cases and annual rates per 100,000 population, by state, reported July 1991 
through June 1992, July 1992 through June 1993;1 and cumulative totals, by state 
and age group, through June 19932

July 1991-
June1992



Table 2. AIDS cases and annual rates per 100,000 population, by metropolitan area with 
500,000 or more population, reported July 1991 through June 1992, July 1992 
through June 1993; 1 and cumulative totals, by area and age group, through June
1993 

July 1991- July 1992-
Cumulative totals June 1992 June 1993 

Adults/ Children 
Metropolitan area of residence2 No. Rate No. Rate adolescents <13 years old Total 

Akron, Ohio 42 6.3 38 5.7 199 199 
Albany-Schenectady, N.Y. 97 11.2 194 22.1 615 14 629 
Albuquerque, N.M. 67 11.1 169 27.4 461 1 462 
Allentown, Pa. 39 6.5 73 12.0 261 4 265 
Ann Arbor, Mich. 37 7.4 49 9.7 173 4 177 
Atlanta, Ga 1,186 38.9 1,490 47.4 6,371 41 6.412 
Austin, Tex. 264 30.2 505 56.0 1,574 14 1.588 
Bakersfield, Calif. 51 9.0 125 21.2 307 3 310 
Baltimore. Md. 588 24.4 1,394 57.0 4,104 110 4,214 
Baton Rouge. La. 97 18.0 123 22.5 437 4 441 
Bergen-Passaic. N.J. 272 21.2 402 31.4 2,103 51 2,154 
Birmingham, Ala. 106 12.5 250 29.1 674 11 685 
Boston, Mass. 760 13.4 1,707 30.3 5,871 107 5.978 
Buffalo, N.Y. 80 6.7 191 16.0 622 7 629 
Charleston, S.C. 76 14.5 218 40.4 554 4 558 
Charlotte, N.C. 124 10.4 232 19.0 709 9 718 
Chicago, Ill. 1,607 21.4 2,500 33.0 8,700 121 8,821 
Cincinnati, Ohio 118 7.6 180 11.5 702 10 712 
Cleveland, Ohio 237 10.7 354 15.9 1,260 25 1,285 
Columbus, Ohio 153 11.2 236 16.9 938 6 944 
Dallas, Tex. 776 28.3 1,686 60.2 5.574 24 5,598 
Dayton, Ohio 78 8.2 118 12.3 451 8 459 
Denver. Colo. 354 21.2 926 54.0 2,767 14 2,781 
Detroit. Mich. 631 14.7 1,092 25.4 3,256 45 3,301 
El Paso, Tex. 41 6.7 110 17.4 286 1 287 
Fort Lauderdale. Fla 856 66.5 1,080 81.9 4,845 103 4,948 
Fort Worth, Tex. 148 10.6 381 26.6 1,254 14 1,268 
Fresno, Calif. 80 10.2 153 19.0 464 4 468 
Gary, Ind. 40 6.5 77 12.5 228 1 229 
Grand Rapids, Mich. 52 5.5 111 11.5 307 2 309 
Greensboro. N.C. 133 12.5 147 13.6 598 11 609 
Greenville, S.C. 47 5.6 208 24.3 437 2 439 
Harrisburg. Pa. 48 8.1 64 10.6 289 6 295 
Hartford, Conn. 144 12.8 428 38.0 1,200 18 1.218 
Honolulu. Hawaii 119 14.0 166 19.2 826 7 833 
Houston, Tex. 1,177 34.2 2,160 60.8 8,537 87 8.624 
Indianapolis, Ind. 177 12.6 349 24.4 1,100 5 1,105 
Jacksonville. Fla. 309 33.1 813 84.6 1,964 49 2,013 
Jersey City, N.J. 365 66.0 421 76.0 2,685 69 2,754 
Kansas City, Mo. 291 18.2 738 45.5 2.124 7 2,131 
Knoxville, Tenn. 33 5.5 60 9.8 213 2 215 
Las Vegas, Nev. 192 20.8 425 42.6 1,176 14 1,190 
Little Rock, Ark. 67 12.9 173 33.0 455 8 463 
Los Angeles. Calif. 3.072 34.2 5.196 57.1 20.192 142 20,334 
Louisville. Ky. 87 9.1 150 15.5 466 8 474 
Memphis, Tenn. 153 15.0 334 32.3 883 8 891 
Mtami. Fla 1.691 85.5 2,063 102.3 8,777 249 9,026 
Middlesex, N.J. 209 20.3 333 32.2 1,447 31 1,478 
Milwaukee, Wis. 122 8.4 322 22.1 837 10 847 
Minneapolis-Saint Paul, Minn. 207 8.0 530 20.2 1.541 9 1.550 
Monmouth-Ocean City, N.J. 122 12.2 339 33.7 1,198 33 1,231 
Nashville, Tenn. 125 12.5 228 22.3 765 9 774 
Nassau-Suffolk, N. Y. 309 11.8 876 33.3 2.927 63 2.990 
New Haven, Conn. 294 18.0 883 54.1 2.440 70 2,510 
New Orleans, La. 498 38.5 579 44.4 2.732 35 2,767 
New York, N.Y. 6.979 81.6 11,798 137.9 51. 112 1,126 52.238 
Newark, N.J. 922 50.6 1,283 70.6 6,853 185 7,038 
Norfolk, Va. 120 8.2 274 18.4 917 22 939 
Oakland, Calif. 571 27.0 1,106 51.6 3.908 26 3,934 
Oklahoma City, Okla. 123 12.7 299 30.4 798 1 799 
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Cumulative totals

71,621 44.9 264,665 3,971 268,63639,678 25.2

10.8 8,946 19.1 29,476 465 29,9414,969

15,596Non-metropolitan areas 2,616 5.0 4,629 8.7 15,343 253

Total3 315,39047,465 18.5 85,525 32.9 310.680 4,710

July 1993 HIV/AIDS Surveillance Report5

Metropolitan areas with
500,000 or more population

Metropolitan areas with
50,000 to 500,000 population

'includes 6 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents. 
2Based on Metropolitan Statistical Area definitions revised June 1993. See notice to readers (page 2) and technical notes. 
3Totals include 1,217 persons whose area of residence is unknown.

July 1992- 
June1993

Rate

6.5
24.2
28.1
21.1
12.2

6.1
15.0
12.4
13.5
17.9
14.7
8.5 

18.2 
15.0
10.4
17.4
23.8

122.4
11.4
58.8
13.6
4.5

17.6
14.5

7.5
7.9
6.1

24.6
6.2

10.0
9.3
9.7

34.1
50.1
12.4
14.6
3.5

July 1991- 
June 1992

Metropolitan area of residence2

Omaha, NebI
Orange County, Calif.
Orlando, Fla.
Philadelphia, Pa.
Phoenix, Ariz.
Pittsburgh, Pa.
Portland, Oreg.
Providence, R.l.
Raleigh-Durham, N.C.
Richmond, Va.
Riverside-San Bernardino, Calif.
Rochester, N.Y.
Sacramento, Calif.
Saint Louis, Mo.
Salt Lake City, Utah
San Antonio, Tex.
San Diego, Calif.
San Francisco, Calif.
San Jose, Calif.
San Juan, P.R.
Sarasota, Fla.
Scranton, Pa.
Seattle, Wash.
Springfield, Mass.
Stockton, Calif.
Syracuse, N.Y.
Tacoma, Wash.
Tampa-Saint Petersburg, Fla.
Toledo, Ohio
Tucson, Ariz.
Tulsa, Okla.
Ventura, Calif.
Washington, D.C.
West Palm Beach, Fla.
Wichita, Kansas
Wilmington, Del.
Youngstown, Ohio

No.
42" 

590
357

1,044
280
147
235
114
119
158
399

91
252
376
115
234
607

1,986
172

1,092
68
29

366
87
37
59
37

516
38
68
67
66

1,465
444

61
76
21

No.

115
602
850

1,756
809
164
615
221
189
359
901
205
408
783
247
330

1,400
3,862

402
1,645

134
53

904
183
78

143
97 

1,314
83

256
219
119 

2,087
837

84
231

27

Total

309“ 
2.661
2.183 
6.587
2.109

940 
1.826

723
772
964

2,481
692 

1.362
2,132

710
1,441
4,618 

16,254
1,376
6,475

538
186

3,259
540
272
454
313

3,581
259
588
518
353

8,760
2,896

259
567
140

Children 
<13 years old

1
19
38
85

9
4
6
8

18
13 
26

8
14
21
13
14
30 
26
11

159
12
3

10
15

8
6
8

52
5
3
5
1

133
105 

2
6

Rate

17.4
24.3
64.8
35.4
34.6

6.8
37.8
24.1
20.8
40.0
31.6
18.9
28.4 
31.0
21.8
24.1
53.9 

235.3
26.6
87.7
26.1

8.2
42.6
30.5
15.5
18.9
15.5
61.6
13.5
37.3
29.7
17.4
47.8 
92.0
16.8
43.5

4.5

Table 2. AIDS cases and annual rates per 100,000 population, by metropolitan area with 
500,000 or more population, reported July 1991 through June 1992, July 1992 
through June 1993;1 and cumulative totals, by area and age group, through June 
1993 — Continued

Adults/ 
adolescents

308
2.642
2,145
6,502
2,100

936
1,820

715
754
951

2,455
684

1,348
2,111

697
1,427
4,588

16,228
1,365
6,316

526
183

3,249
525
264
448
305

3,529
254
585
513
352

8,627
2,791

257
561
140



Totals

(%) No.No. (%)(%) No. (%) No. (%)No. (%) No.

2,859 (47) 5.685 (46)

1,052670

39 59 26120 293019

42074 14149 9225 49

5.5481,128 2,9171,304 622 1,613506

46,710 (100) 84,722 (100) 310,680 (100)6,136 (100) 12.372 (100)72,350 (100)Adult/adolescent subtotal 40,574 (100)

352 (94)

5 5 2323 23

1823 1 411

90 26052 5438 2034

9317 257 91610

213 674113 158100 8177

4,710 (100)803 (100)397 (100) 755 (100)406 (100) 374 (100)381 (100)Pediatric subtotal

85,525 315,39012,769 47,46572,756 6,510Total 40,955
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(6)
(1)
(9)

(7)
(D

(6)
(D
(4)

(5)

(D
(9)

6
2,521

(0)
(41)

Adult/ adolescent 
exposure category

July 1991-
June1992

2B (7)
332 (87)

17 (4)
4 (1)

41.029
16.267

July 1992-
June1993

19 (5)
362 (89)

8
548

123
54
5 
1

21

July 1991- 
June1992

24 (0)
4,556 (37)

456 (4)
1,651 (13)

2 (1)
382 (96)

7 (2)
6 (2)

July 1991-
June1992

674 ( 1)
2,413 (5)

28 (4)
684 (91)

July 1992-
June1993

22 (3)
16 (2)

(6)
(D
(7)

25,051 (62)
8,742 (22)

2,591 (6)
333 (1)

1,520 ( 4)

263 (4)
AST (8)

21 (3)
744 (93)

4
296

4.636
866

2.991

15 (4)
10 (2)

29 (4)
14 (2)

267
119

18
6

36

252 
112

7
4 

34

172,085
73,610

(55)
(24)

Pediatric (<13 years old) 
exposure category

(57)
(22)

1,844
802 
85
21 

301

122
53

8
5

19

12 (3)
10 (3)

145
66
10

1
17

129
58
2
3 

13

321
66

Hemophilia/coagulation disorder
Mother with/at risk for HIV infection:

Receipt of blood transfusion.
blood components, or tissue 

Risk not Identified

July 1992-
June 1993

(54)
(25)

(48)
(26)

Injecting drug use
Sex with injecting drug user 
Sex with bisexual male
Sex with person with hemophilia 
Born in Pattem-ll country
Sex with person bom in

Pattern-ll country
Sex with transfusion recipient 

with HIV infection
Sex with HIV-infected person, 

risk not specified
Receipt of blood transfusion, 

blood components, or tissue 
Has HIV infection,

hsk not specified

Men who have sex with men 
Injecting drug use 
Men who have sex with men 

and inject drugs
Hemophilia/coagulation disorder
Heterosexual contact:

1,450
182

16 
182

2,120
182
20 

478

10,800
1,115

172 
3,557

Sex with injecting drug user 
Sex with bisexual male 
Sex with person with hemophilia 
Born in Pattern-ll3 country 

Sex with person born in
Pattem-ll country

Sex with transfusion recipient 
with HIV infection

Sex with HIV-infected person, 
risk not specified

411 (1)
1,926 (5)

2,152
338 

50 
282

202 ( 4)
4,121 (87)

3,204
338 

58
830

1,107 (1)
7,561 (9)

4.636
890

7,547

2.591
339

4,041

41,029
21,952

19,557
2,762

21,873

25,051
11,601

Cumulative
total2

Receipt of blood transfusion, 
blood components, or tissue4 

Other/risk not identified5
651 (1)

5,910 (8)
5,733 ( 2)

15,060 (5)

’includes 6 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents.
includes 6 persons known to be infected with human immunodeficiency virus type 2 (HIV-2). See JAMA 1992;267:2775-9.
3See technical notes.
“Twenty-three adults/adolescents and 2 children developed AIDS after receiving blood screened negative for HIV antibody. Six additional adults developed AIDS 
after receiving tissue or organs from HIV-infected donors. Three of the 6 received tissues or organs from a donor who was negative for HIV antibody at the time 
of donation. See N Engl J Med 1992:326:726-32.

^Other" refers to 8 health-care workers who developed AIDS after occupational exposure to HIV-infected blood, as documented by evidence of seroconversion; 
to 2 patients who developed AIDS after exposure to HIV within the health-care setting, as documented by laboratory studies; to 1 person who acquired HIV 
infection perinatally and was diagnosed with AIDS after age 13; and to 1 person with intentional self-inoculation of blood from an HIV-infected person. “Risk not 
identified' refers to persons whose mode of exposure to HIV is unknown. This includes persons under investigation; persons who died, were lost to follow-up, 
or declined interview; and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6.

No. (%)

Table 3. AIDS cases by age group, exposure category, and sex, reported July 1991 
through June 1992, July 1992 through June 1993;1 and cumulative totals, 
by age group and exposure category, through June 1993, United States 

Males Females



Table 4. Male adult/adolescent AIDS cases by exposure category and race/ethnicity, reported 
July 1992 through June 1993, 1 and cumulative totals, through June 1993, United
States 

Expos\lre category 

Men who have sex with men 
Injecting drug use 
Men who have sex with men and 

inject drugs 
Hemophilia/coagulation disorder 
Heterosexual contact: 

Sex with Injecting drug user 
Sex with person with hemophilia 
Bom in Pattem-112 country 
Sex with person bom in 

Pattem•/1 country 
Sex with transfusion recipient 

with HIV infection 

Sex with HIV-Infected person, 
risk not specified 

Receipt of blood transfusion, 
blood components, or tissue 

Risk not ldentltied3 

Total 

Exposure category 

Men who have sex with men 
Injecting drug use 
Men who have sex with men and 

inject drugs 
HemophlOa/coagulation disorder 
Heterosexual contact: 

Sex with injecting drug user 
Sex with person with hemophilia 
Born In Pattem•/1 country 
Sex with person bom in 

Pattern-II cauntry 
Sex with transfusion recipient 

with HIV infection 

Sex with HfV-infected person, 
risk not specified 

Receipt of blood transfusion. 
blood components. or tissu" 

Risk not identified 

Total 

White, not Hispanic 

July 1992-
June 1993 

No. (%) 

26,995 (73) 
3,630 (10) 

2,631 ( 7) 
706 ( 2) 
535 ( 1) 

203 
5 

7 

20 

299 

414 ( 1) 
1,996 ( 5) 

36,907 (100) 

Cumulative 
total 

No. (o/o) 

1 1 8.368 (78) 
11.528 ( 8) 

11. 140 ( 7) 
2.210 ( 1) 
1.510 ( 1) 

748 
12 

8 

51 

67 

524 

2.450 ( 2) 
4.240 ( 3) 

151,446 (100) 

Asian/Pacific Islander 

July 1992-
June 1993 

No. (%) 

356 (71) 
25 ( 5) 

18 ( 4) 
12 ( 2) 
14 ( 3) 

5 

2 

6 

12 ( 2) 
67 (13) 

504 (100) 

Cumulative 
total 

1.422 (78) 
70 ( 4) 

51 ( 3) 
32 ( 2) 
26 ( 1) 

11 

3 

2 

9 

69 ( 4) 
145 ( 8) 

1,815 (100) 

Black, not Hispanic 

July 1992-
June 1993 

8,451 (37) 
8,108 (36) 

1.314 ( 6) 
93 ( 0) 

1,911 ( 8) 

131 
2,614 

558 

1 

545 

22 

21 

664 

( 1) 
(12) 

22,622 (100)

Cumulative 
total 

No. (°'o) 

31,694 (42) 
27. 115 (36) 

5,448 ( 7) 
231 ( 0) 

5,783 ( 8) 

1,974 
3 

2,44-l 

75 
45 

1,242 

568 ( 1) 
4,837 ( 6) 

75,676 (100) 

American Indian/Alaska Native 

July 1992-
June 1993 

No. (o/o) 

136 (66) 
19 ( 9) 

32 (16) 
2 ( 1) 
3 ( 1) 

2 

( 0) 
13 ( 6) 

206 (100) 

Cumulative 
total 

No. (%) 

349 (64)
58 (11)

93 (17)
12 ( 2) 

8 ( 1) 

5 

3 

4 ( 1) 
24 ( 4) 

548 (100) 

1 lncludes 6 months of data collected under the 1993 AIDS sul"leillance case definition for adults and adolescents. 
2See technical notes. 

Hispanic 

July 1993-
June 1993 

No. (%) 

4,999 (42) 
4,436 (37) 

637 ( 5) 
53 ( 0) 

524 ( 4) 

93 
1,187 

11,929 

184 

6 

332 

( 1) 
(10) 

(100) 

Cumulative 
total 

No. (%) 

19.907 (45) 
16.811 (38) 

2,808 ( 6) 
206 ( 0) 

1,235 ( 3) 

370 
2,697 

43,934 

566 

3 
11 

11 
29 

515 

( 1) 
( 6) 

(100) 

Cumulative totaIs4 

July 1992-
June 1993 

41,029 (57) 
16,267 (22) 

4,636 ( 6) 
866 ( 1) 

2,991 ( 4) 

1,052 
8 

548 

30 

49 

1,304 

651 ( 1) 
5,910 ( 8) 

72,350 (100) 

Cu mutative 
total 

No. (o/o) 

172,085 (63) 
55,698 (20) 

19,557 ( 7) 
2,697 ( 1) 
8,572 ( 3) 

3,305 
19 

2,472 

138 

144 

2,494 

3,466 ( 1) 
11,915 ( 4) 

273,990 (100) 

3•Risk not identified• refers to persons whose mode of exposure to HIV is unknown. This includes persons under investigation: persons who dled, were lost to 
follow-up, or declined interview; and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6. 

�Includes 571 men whose race/ethnicity is unknown. 
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Table 5. Female adult/adolescent AIDS cases

No.(%)No.(%)No.(%)No.(%)No.(%)No.Exposure category

(0)

4110424154
4511531716655

6353081,623898766387

7,451 (100)2,376 (100)19,544 (100)6,702 (100)9,330 (100)3,151 (100)
Total

(%)No.(%)No.(%)No.(%)No.(%)No.(%)No.Exposure category
49 (52)16 (40)

15 (38)

1
12329

27692
119

3,0541,613432416

36,690 (100)12,372 (100)94 (100)40 (100)200 (100)83 (100)
Total

definition for adults and adolescents.

July 1993
8HIV/AIDS Surveillance Report

(4)
(8)

1,400 (44)
13 

1,144 (36)

3.516 (47)
7 (0)

3,022 (41)

1,017 (43)
4 (0)

978 (41)

5,685 (46)
24 (0)

4,556 (37)

3,228 (48)
6 (0)

2,370 (35)

10.285 (53)
14 (0)

6,976 (36)

3.995 (43)
43 (0)

3.168 (34)

July 1992- 
June1993

23 
25

2
1

July 1992- 
June1993

July 1992- 
June1993

9
2
1

18
4
1

(3)
(9)

July 1992- 
June1993

326
580

2,185
136 

7
10

2.152
338 

50 
282

494
164
39

1

1.522
571
125 

3

1,032
115

7
277

3,732
376 

18
1.070

607
45

3
3

7.495
1.115

153
1.085

July 1992- 
June1993

July 1992- 
June1993

(13)
(1)

9
11

14 (17)
11 (13)

3 (8)
6 (15)

Sex with injecting drug user 
Sex with bisexual male 
Sex with person with hemophilia 

Born in Pattem-I country
Sex with person bom in

Pattern-ll country
Sex with transfusion recipient 

with HIV infection
Sex with HIV-infected person, 

risk not specified

55 (28)
29 (15)

82 (3)
295 (12)1,347 (14)

777 ( 8)

142 (2)
956 (14)

11
1

46 (55)

8 (9)
10 (ID

215 (7)
379 (12)

29 (15)
1 (1)

86 (43)

456 (4)
1,651 (13)

528
1,741

27 (29)

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified

Injecting drug use
Hemophilia/coagulation disorder

Heterosexual contact:

Sex with injecting drug user 
Sex with bisexual male
Sex with person with hemophilia 
Bom in Pattem-ll2 country

Sex with person bom in 
Pattern-ll country

Sex with transfusion recipient 
with HIV infection

Sex with HIV-infected person, 
risk not specified

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified^

Injecting drug use
Hemophilia/coagulation disorder
Heterosexual contact:

17,912 (49)
65 (0)

13,301 (36)

Asian/Pacific Islander

Cumulative 
total

Black, not 
Hispanic

Cumulative 
total

follow-up, or----------- - ; . ,
“Includes 71 women whose race/ethnicity is unknown.

White, not 
Hispanic

Cumulative 
total

American Indian/Alaska Native

Cumulative 
total

United States

Cumulative totals4

Cumulative 
total

Hispanic

Cumulative 
total

2.267 (6)
3,145 (9)

'includes 6 months of data collected under the 1993 AIDS surveillance case

2See technical notes. ex-csure to HIV is unknown. This includes persons under investigation; Pe^ons w 0 ie ’ w
3-Risk not Xe mXf exposure to HIV remains unidentified after investigafon. See Figure 6.



Exposure category No.No. (%) (%) (%) NO. (%) (%) No. (%)No. No.

5 21 1

61 4 1 8

a 40 51 137 29 77

6 28 10 40 9 25

44529 96 141 41 125

942 (100) 2,574 (100) 194 (100) 1,146 (100)127 (100) 472 (100)Total

Cumulative totals3Asian/Pacific Islander American Indian/Alaska Native

(%) No. (%)Exposure category No. (%) No.

2 (100)

1

182

2 2 2601 90

9325

2 213 6744

7 (33)

2 (100) 21 (100) 3 (100) 15 (100) 803 (100) 4,710 (100)Total
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8
3

(3)
(93)

(3)
(93)

(4)
(D

(D
(2)

26
2.435

13
103

5
180

(3)
(89)

(4)
(87)

34
1.025

July 1992- 
June1993

(10)
(81)

(6)
(2)

July 1992-
June1993

7
11

1
1

6
2

(3)
(2)

July 1992- 
June1993

64
34

1
1

(3)
(2)

Hemophilia/coagulation disorder
Mother with/at risk for HIV infection:

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified2

277
123
39
13 
3

4
2
1

150
59

1
1

34

21
744

22
16

7
2

252 
112

7
4 

34
5

202
4,121

1.844
802
85 
21 

301 
23

Hemophilia/coagulation disorder 
Mother with/at risk for HIV infection:

July 1992- 
June 1993

Injecting drug use
Sex with injecting drug user 
Sex with bisexual male
Sex with person with hemophilia 
Bom in Pattern-ll country 
Sex with person bom 

in Pattern-ll country
Sex with transfusion recipient 

with HIV infection
Sex with HIV-infected person, 

risk not specified
Receipt of blood transfusion, 

blood components, or tissue 
Has HIV infection.

risk not specified

(D
(95)

Receipt of blood transfusion,
blood components, or tissue 

Risk not identified

73
40

461
305

18
3 
2

Injecting drug use
Sex with injecting drug user 
Sex with bisexual male 
Sex with person with hemophilia 
Born in Pattern-ll’ country 

Sex with person bom 
in Pattern-ll country 

Sex with transfusion recipient 
with HIV infection

Sex with HIV-infected person, 
risk not specified

Receipt of blood transfusion, 
blood components, or tissue 

Has HIV infection,
risk not specified

34
18
5
2

July 1992- 
June1993

July 1992-
June1993

164 (17)
15 (2)

2 (0)
452 (96)

138 (15)
625 (66)

Cumulative
total

1.092
368
27 
5 

296

Cumulative 
total

Cumulative 
total

3 (14)
11 (52)

Cumulative 
total

Cumulative
total

Cumulative 
total

’See technical notes.
2”Risk not identified” refers to persons whose mode of exposure to HIV is unknown. This includes persons under investigation; persons who died, were lost to 

follow-up, or declined interview; and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6.
includes 12 children whose race/ethnicity is unknown.

321 (7)
66 (1)

76 (7)
It (1>

Table 6. Pediatric AIDS cases by exposure category and race/ethnicity, reported July 1992 
through June 1993, and cumulative totals, through June 1993, United States

White, not Hispanic Black, not Hispanic Hispanic

No. (%)

1 (33)
2 (67)

No. (%)

1 (7)
14 (93)

No. (%)



No.

27 33

7 72

7 7 7

2 2 7

2 5 8 19 10650

114 284 913 1,152 2,143 9,446Male subtotal

(8)12 125 (32)

93 206

2 2 727 7

7 2 7 6

6 45 62 58 162 303

388 385 802 2,394Female subtotal

Total
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36
6

16
1

29

6
5

716
169

231
4

401

21
145

78
409

723
7

92

299
61

42
409

28

185
131

98

995
352
330

(4)
(47)
(2)

(2)
(52)
(5)

(5)
(45) 
(3)

(29)
(0)

(50)

79
267

(D 
(9)

(100)

(%)

(33)
(7)

(D 
(5)

(100)

2
9

(5) 
(4)

(100)

81
14

7
17

9
30

6
1
1

(2) 
(6)

(100)

36
38

36
58

(4) 
(4)

(100)

(10)
(3)
(5)

13
191

(9)
(6)
(5)

82
4

208

70
7
8

110
37
55

11
54

9
45

796
26

7
8

847 
8

1,193

(11)
(4) 
(3)

5
5-1
2

5
147

13

Includes 6 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents.
2See technical notes.
3-Risk not identified” refers to persons whose mode of exposure to HIV is unknown. This includes persons under investigation; persons who died, were lost to 
follow-up, or declined interview; and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6.

July 1991- 
June1992 

No.

(65)

34 
6 
1 
5

(54)

724 
75 

7 
6

(%)

(65) 
(12)

(%)

(60)
(11)

Sex with injecting drug user 
Sex with bisexual male
Sex with person with hemophilia 
Bom in Pattern-ll country 
Sex with person bom in

Pattem-ll country 
Sex with transfusion recipient 

with HIV infection
Sex with HIV-infected person, 

risk not specified

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified

(%)

(29) 
(5)

Cumulative 
total 

No.

(D 
(4)

(100)

(2) 
(12)

(100)

1,537

(3) 
(18)

(100)

2,945

1,291
234

6,116
1,166

Cumulative 
total 

~N^

(28) 
(2) 

(51)

79 
7 
2 
7

(21) 
(0) 
(54)

7 75 
70 
6 

11

(9) 
(15)

(100)

1,301

(%)

(32)
(5)

Sex with injecting drug user 
Sex with person with hemophilia 
Bom in Pattern-ll2 country 
Sex with person born in

Pattem-ll country
Sex with transfusion recipient 

with HIV infection
Sex with HIV-infected person, 

risk not specified

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified3

Male exposure category

Men who have sex with men 
Injecting drug use
Men who have sex with men and 

inject drugs
Hemophilia/coagulation disorder
Heterosexual contact

(6) 
(21)

144 (100)

428

20-24 years old

July 1992- 
June 1993 

No.

Female exposure category

Injecting drug use
Hemophilia/coagulation disorder
Heterosexual contact:

(3) 
(11)

(100)

11,840

July 1991- 
June1992

No. _(%)_

(62) 
(15)

Table 7. AIDS cases in adolescents and adults under age 25, by sex and exposure category, 
reported July 1991 through June 1992, July 1992 through June 1993,1 and cumula­
tive totals through June 1993, United States

13-19 years old

July 1992- 
June1993

(35)
I (0)
I (50)

689
99 
24 
60

(4) 
(16)

57 (100)

171



Table 8. AIDS cases by sex, age at diagnosis, and race/ethnicity, reported through June 
1993,1 United States

White, not Black, not Asian/Pacific American Indian/ 
Hispanic Hispanic Hispanic Islander Alaska Native Total2 

Males 
Age at diagnosis (years) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) 
Under 5 313 ( 0) 1. 1 i 7 ( 1) 466 ( 1) 8 ( 0) 8 1) 1,916 ( 1 

l 5-12 242 ( 0) 1,S ( 0) 143 ( 0) 6 ( 0) 1 
gi 

570
13-19 434 ( 0) 2� ( 0) 174 ! 0) 11 ( 1) 10 913 i g) 20-24 4,466 ( 3) 3.051 ( 4) 1,829 4) 65 ( 4) 21 4) 9,446 3) 
25-29 22,109 (15) 11,251 (15

! 
7,196 

r•
I 245 (13) 109 

!2
0) 40,991 (15)

30-34 35.468 (23) 17,€82 (23 10.899 24) 373 
l2

0
) 

157 28 64,693 (23)
35-39 33,713 

!
22) 17.928 (23) 9.903 22) 398 22) 112 

!
20 62,200 (22)

40-44 24,075 16) 11,980 (16� 6,544 15) 312 17) 72 13 43,082 (16)
45.49 14,268 � �i 6.232 ( 8 3,472 

! 
8) 199 

I;i
32 ( 6 24,255 

ml 50-54 7,661 3,.i66 
� 

5) 1,878 4) 100 14 

! �
13,149 

55.59 4,407 

� ��
1,942 

! �
� 1,096 ( 2) 57 3) 9 7,536 ( 3� 

60-64 2,628 1,066 546 
� 

1) 19 1) 9 4,272 ( 2 
65 or older 2.217 1) 794 1) 397 1) 36 2) 3 ( 1 3,453 ( 1)
Male subtotal 152,001 (100) 76,971 (100) 44,543 (100) 1,829 (100) 557 (100) 276.476 l100) 

Females 
Age at diagnosis (years) 
Under 5 309 I 

3
1 

1,100 
g 

436 

!l
1 ( 0 6 ( 6) 1,859 

� !� 5-12 78 ( 1 179 101 6 
ig 

365 
13-19 96 

!�
231 ( 1 58 1 1 

! 
1) 388 

20-24 610 1.218 ( 6  541 7) 10

!\
g 9 9) 2,394 ( 6

� 25-29 1,712 (18
! 

3.463 17 1,559 (20) 20 23 

r

3) 6,786 (17 
30-34 2,196 (23 5.094 24 1,933 

!
24) 39

���
28 28

l 

9,308 l�ril35-39 1,707 
f
a 4,560 22) 1,526 19) 32 12 12 7,855 

40-44 987 10) 2.514 12
! 

879 ( 11 37 18) 9 
g)

4,433 (11 
45-49 526 

! 3l
1,033 ( 5 400 

!! 
16 8) 5 1.987 

�t 50-54 329 628 ( 3 246 11 

!! 
2 < 2

l 
1,218 

55.59 314 3) 352

l 

2) 144 8 1 

ih 
821 

60-64 239 ( 2) 218 t) 81 11 3 552 ( 1) 
65 or older 614 ( 6) 233 1) 84 15 7) 1 948 ( 2) 
Female subtotal 9,717 (100) 20,823 (100) 7,988 (100) 207 (100) 100 (100) 38,914 (100) 

Total 161,718 97,794 52,531 2,036 657 315,390 

1 lnctudes 6 montl1s of data collected under the 1993 AIDS surveillance case definition tor adults and adolescents.21ncludes 575 mates and 79 females whose race/ethnicity is unknown.
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Half-year

79.6 30 7 71.4 1Before 1981 93

16.7 1079,419 12616,111 9.01993 Jan.-June

Total3 4,710 53.3 2,510191,824310,680 61.7
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355
375

118
168

172
185

8
5

155
289

11
5

16,771
17,342

408
707

92.2
91.2

93.3
93.1

92.7
92.7

92.2
91.5

90.3
88.2

88.6
85.4

83.0
82.6

78.2
75.8

56.3
46.4

32.4
19.6

14,346
15,211

16,904
16,495

1,405
1,978

7,613
8,010

525
938

37
87

220
260

258
339

136
189

347
337

351
301

51
61

85.7
80.0

84.3
86.9

76.5
81.5

82.4
70.9

71.8
67.7

64.7
59.9

59.7
54.6

40.2
32.6

134
174

192
190

166
180

26
22

13
16

2
7

1,304
1,660

25,008
26,415

4,955
6,372

98
210

89.8
91.4

69.9
64.5

98
130

362
287

30.7
24.7

161
189

64
92

1992 Jan.-June
July-Dec.

33
42

14
15

51.0
41.3

2,575
3,410

45
70

1985 Jan.^June
July-Dec.

1988 Jan.-June
July-Dec.

1981 Jan.-June
July-Dec.

19,925
20,201

13,069
14,535

2,829
3,901

28,933
28,090

8,400
10,030

22,200
21,705

12,363
14,200

15,757
17,244

100.0
90.5

9,389
10,745

5,108
6,574

81.8
100.0

1983 Jan.-June
July-Dec.

1984 Jan.-June
July-Dec.

1986 Jan.-June
July-Dec.

1989 Jan.-June
July-Dec.

1990 Jan.-June
July-Dec.

1991 Jan.-June
July-Dec.

1982 Jan.-June
July-Dec.

1987 Jan.^June 
July-Dec.

Children <13 years old

Cases diagnosed Case-fatality Deaths occurring 
during interval rate during interval

Table 9. AIDS cases, case-fatality rates,1 and deaths, by half-year and age group, through
June 1993,2 United States

Adults/adolescents

Cases diagnosed Case-fatality Deaths occurring
during interval rate during interval

’Case-fatality rates are calculated for each half-year by date of diagnosis. Each 6-month case-fatality rate is the number of deaths ever reported 
among cases diagnosed in that period (regardless of the year of death), divided by the number of total cases diagnosed in that period, multiplied by 
100. For example, during the interval January through June 1982, AIDS was diagnosed in 408 adults/adolescents. Through June 1993, 376 of these
408 were reported as dead. Therefore, the case fatality rate is 92.2 (376 divided by 408, multiplied by 100). The case-fatality rates shown here may 
be underestimates because of incomplete reporting of deaths. Reported deaths are not necessarily caused by HIV-related disease.

includes 6 months of data collected under the 1993 AIDS surveillance case defintion for adults and adolescents.
3Case totals include 153 patients whose date of diagnosis is unknown. Death totals include 282 adults/adolescents and 3 children known to have died, 
but whose dates of death are unknown.



(%) No.No. (%) No. No. (%)Definition category (%)No.

17,812 32,8461,353 9.740766 3,118

43,087 (100) 47,439 (100) 56,002 (100) 44,611 (100) 315,390 (100)124,098 (100)Total

Occupation

7837Total

HIV/AIDS Surveillance Report13July 1993

534
43

8

July 1991- 
June 1992

14,883 (33)

10,504 (24)

19.224 (43)

199,189 (63)

79.600 (25)

36.601 (12)

239
26

4

263
29
11

1
1

14
1

13

4

1
1
1

7
3
7
8
6

13
1

15
8

2
1
1
1
3
2

955
129
26

Dental worker, including dentist
Embaimer/morgue technician
Emergency medical technician/paramedic

Health aide/attendant
Housekeeper/maintenace worker
Laboratory technician, clinical
Laboratory technician, nonclinicai

Nurse
Physician, nonsurgical
Physician, surgical
Respiratory therapist
Technician, dialysis
Technician, surgical
Technician/therapist, other than those listed above 
Other health-care occupations

28,074 (50)

17,087 (31)

10,841 (19) 

Severe HIV-related
immunosuppression3

Pulmonary tuberculosis 
Recurrent pneumonia 
Invasive cervical cancer

July 1989-
June 1990

Pre-1987 definition

1987 definition
1993 definition1 2

99,383 (80)

23,648 (19)

1,067 ( 1)

28.311 (66)

13.158 (31)

1.618 (4) 

28,538 (60)

15,202 (32)

3.699 (8) 

1,013
366

40

3,099
593

89

Cumulative 
total4

1 Health-care workers are defined as those persons, including students and trainees, who have worked in a health-care, clinical, or HIV laboratory 
setting at any time since 1978. See MMWR 1992;41:823-5.

2Health-care workers who had documented HIV seroconversion after occupational exposure: 32 had percutaneous exposure, 4 had mucocutaneous 
exposure, 1 had both percutaneous and mucocutaneous exposures. Thirty-four exposures were to blood from an HIV-infected person. 1 to visibly 
bloody fluid, 1 to an unspecified fluid, and 1 to concentrated virus in a laboratory. Eight of these health-care workers have developed AIDS.

3These health-care workers have been investigated and are without identifiable behavioral or transfusion risks; each reported percutaneous or
mucocutaneous occupational exposures to blood or body fluids, or laboratory solutions containing HIV. but HIV seroconversion specifically resulting 
from an occupational exposure was not documented.

11ncludes 6 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents.
2Persons who meet only the 1993 AIDS case definition and whose date of diagnosis is before January 1993 were diagnosed retrospectively. The sum 
of diagnoses listed for the four conditions under the 1993 definition do not equal the 1993 definition total because some persons have more than one 
diagnosis from the added conditions of pulmonary tuberculosis, recurrent pneumonia, and invasive cervical cancer.

3Defined as CD4+ T-lymphocyte count of less than 200 ceils/jiL or a CD4+ percentage less than 14 in persons with laboratory confirmation of HIV 
infection.

“Totals include 153 patients whose date of diagnosis is unknown.

Table 10. AIDS cases by year of diagnosis and definition category, diagnosed through June 
1993,1 United States

Table 11. Health-care workers with documented and possible occupationally acquired AIDS/ 
HIV infection, by occupation, reported through June 1993, United States1

Documented Possible
occupational transmission2 occupational transmission3

No Noi

Before
June 1989

(%?

July 1992- 
June 1993

■(%)

Period of diagnosis

July 1990- 
June1991

No.



257,372 (83)Single mode of exposure subtotal

(0)2

(0)5

66 (0)

2 (0)

8 (0)

(0)1

(12)38,260

15,048 (5)

(100)310,680Total

July 199314HIV/AIDS Surveillance Report

(6)
(0)
(i)
(i) 
(0)
(3) 
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(0)

(53) 
(20)
(1)
(7)
(2)
(0)
(0)

Table 12. Adult/adolescent AIDS cases by single and multiple exposure categories, reported 
through June 1993, United States

Multiple modes of exposure
Men who have sex with men; injecting drug use
Men who have sex with men; hemophiiia/coagulation disorder
Men who have sex with men; heterosexual contact
Men who have sex with men; receipt of transfusiorvtransplant
Injecting drug use; hemophiiia/coagulation disorder

Injecting drug use; heterosexual contact
Injecting drug use; receipt of transfusion/transplant
Hemophiiia/coagulation disorder; heterosexual contact
Hemophiiia/coagulation disorder; receipt of transfusion/transplant
Heterosexual contact; receipt of transfusion/transplant
Men who have sex with men; injecting drug use: hemophiiia/coagulation disorder 
Men who have sex with men; injecting drug use; heterosexual contact
Men who have sex with men; injecting drug use; receipt of transfusion/transplant 
Men who have sex with men; hemophiiia/coagulation disorder; heterosexual contact
Men who have sex with men; hemophiiia/coagulation disorder; receipt of transfusion/transplant 
Men who have sex with men; heterosexual contact; receipt of transfusion/transplant 
Injecting drug use; hemophiiia/coagulation disorder; heterosexual contact
Injecting drug use; hemophiiia/coagulation disorder; receipt of transfusion/transplant
Injecting drug use; heterosexual contact; receipt of transfusion/transplant
Hemophiiia/coagulation disorder; heterosexual contact; receipt of transfusion/transplant 
Men who have sex with men; injecting drug use; hemophiiia/coagulation disorder; 

heterosexual contact
Men who have sex with men; injecting drug use; hemophiiia/coagulation disorder; 

receipt of transfusion/transplant
Men who have sex with men; injecting drug use: heterosexual contact;

receipt of transfusion/transplant
Men who have sex with men; hemophiiia/coagulation disorder; heterosexual contact; 

receipt of transfusion/transplant
Injecting drug use; hemophiiia/coagulation disorder; heterosexual contact;

receipt of transfusion/transplant
Men who have sex with men; injecting drug use: hemophiiia/coagulation disorder; 

heterosexual contact; receipt of transfusion/transplant

166,023

62,414
2,057 

21,133
5,727

6
12

17,547
76

3,410
2,397

79
9,619
1,059

20
670
740

18
1,553

365
3

26
148

19
25

387
15

Multiple modes of exposure subtotal 

Risk not identified4

AIDS cases

No (%)

’includes 23 adult/adolescents who developed AIDS after receiving blood screened negative for HIV antibody.
2Six adults developed AIDS after receiving tissue from HIV-infected donors. Three of the 6 received tissue or organs from a donor who was negative 

for HIV antibody at the time of donation. See N Engl J Med 1992;326:726-32.
3"Other‘' refers to 8 health-care workers who developed AIDS after occupational exposure to HIV-infected blood, as documented by evidence of sero­
conversion; to 2 patients who developed AIDS after exposure to HIV within the health-care setting, as documented by laboratory studies; to 1 person 
who acquired HIV infection perinatally and was diagnosed with AIDS after age 13; and to 1 person with intentional self-inoculation of blood from an 

HIV-infected person.
4"Risk not identified" refers to persons whose mode of exposure to HIV is unknown. This includes persons under investigation; persons who died, 
were lost to follow-up, or declined interview: and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6.

Exposure category

Single mode of exposure
Men who have sex with men
Injecting drug use
Hemophiiia/coagulation disorder

Heterosexual contact
Receipt of transfusion1
Receipt of transplant of tissues/organs2 

Other3
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Figure 2. Female adult/adolescent AIDS annual rates per 100,000 population, for cases 
reported July 1992 through June 1993, United States
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Figure 1. Male adult/adolescent AIDS annual rates per 100,000 population, for cases reported 
July 1992 through June 1993, United States
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Figure 3. Male adult/adolescent AIDS cases reported July 1992 through June 1993, 
United States

Figure 4. Female adult/adolescent AIDS cases reported July 1992 through June 1993, 
United States
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Figure 5. Pediatric AIDS cases reported July 1992 through June 1993, United States
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Figure 6. Results of investigations of adulVadolescent AIDS cases with risk not identified
rpnnrtpH thrnurth .limoreported through June 1993
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(N-803)

10,718 Interviews or other 
follow-up information

11,492 Under 
investigation

25,147 AIDS cases initially reported 
with risk not identified

14,429 Incomplete 
information

619 Risk not 
identified 2

2,937 Died, declined 
interview, or lost 
to follow-up

t0 H|V-.infected bl00d, as documented by evidence of seroconver-

- 1 is a person who 
i an HIV-

P.R. 44
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mfpr eCt'Ofl pennatal|y and was d,a9nosed with AIDS after age 13; and 1 is a person with intentional self-inoculation of blood from

1 1n ^Se r'^k? not iden,ified: 56 children wh0 are under investigation and 10 who have died, declined inter­

view, or were lost to follow-up. An additional 201 children who were initially reported with a risk not identified have been reclassified after mvestiga-

> U213 C

Vt.
N.H.
C------
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of 491 persons responding to questions related to sexually transmitted diseases gave a history of such diseases and 119 (36%) of 330 interviewed 
See MMWft38S:423a4C429-34 h Prostltute- Soms °f these persons may represent unreported or unrecognized heterosexual transmission of HIV. 

3Sght are health-care workers who developed AIDS after occupational

/
\ I

v

"oM^oTrso'nsTsSdmo tp a standardized questionnaire: 178 (36%)
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Technical notes

Surveillance and reporting of AIDS
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Age group tabulations are based on the person's 
age at diagnosis of AIDS: adult/adolescent cases 
include persons 13 years of age and older; pediatric 
cases include children under 13 years of age.

Metropolitan areas with 500,000 or more popula­
tion are included in this report. On December 31, 
1992, the Office of Management and Budget 
announced new Metropolitan Statistical Area (MSA) 
definitions which reflect changes in the U.S. popula­
tion determined by the 1990 census. These defini­
tions were revised on June 30, 1993. The cities and 
counties which compose each metropolitan area in 
Table 2 are listed in the publication “Revised Statis­
tical Definitions for Metropolitan Areas” (available 
from National Technical Information Service, acces­
sion no. PB93-505-824).

The metropolitan area definitions are the MSAs for 
all areas except the 6 New England states. For these 
states, the New England County Metropolitan Areas 
(NECMA) are used. Metropolitan areas are named 
for a central city in the MSA or NECMA, may include 
several cities and counties, and may cross state 
boundaries. For example, AIDS cases and annual 
rates presented for the District of Columbia in Table 
1 include only persons residing within the geographic 
boundaries of the District. AIDS cases and annual 
rates for Washington, D.C., in Table 2 include per­
sons residing within the metropolitan area, which 
includes counties in both Maryland and Virginia. 
State or metropolitan area data tabulations are 
based on the person’s residence at diagnosis of the 
first AlDS-indicator disease(s).

Data in this report are provisional. Reporting 
delays (time between diagnosis and report to CDC) 
vary widely among exposure, geographic, racial/eth- 
nic, and age categories, and have been as long as 
several years for some cases. About 55 percent of all 
cases are reported within 3 months of diagnosis, but 
about 20 percent are reported more than 1 year after 
diagnosis.

Although completeness of reporting of diagnosed 
cases varies by geographic region and population, 
studies conducted by state and local health depart­
ments indicate that reporting of AIDS cases in most 
areas of the United States is more than 85 percent 
complete (J Acquir Immune Defic Syndr, 1992;5: 
257-64; and Am J Public Health 1992;82:1495-9). 
In addition, multiple routes of exposure, opportunistic 
diseases diagnosed after the initial case report was 
submitted to CDC and vital status may not be deter­

11ncluded among the dependencies, possessions, and independent 
nations are Puerto Rico, the U.S. Virgin Islands. Guam, American 
Samoa, the Republic of Palau, the Republic of the Marshall Islands, 
the Commonwealth of the Northern Mariana Islands, and the Feder­
ated States of Micronesia. The latter 5 comprise the category ■‘Pacific 
Islands, U.S.’’ listed in Table 1.

All 50 states, the District of Columbia, U.S. depen­
dencies and possessions, and independent nations 
in free association with the United States1 report 

AIDS cases to CDC using a uniform case definition 
and case report form. The original definition was 
modified in 1985 (MMWP 1985;34:373-5). in 1987 
(MMWR 1987;36[suppl. no. 1S]:1S-15S). and again 
in 1993 (MMWR 1992;41[no. RR-17]:1 -19). The revi­
sions incorporated a broader range of AIDS-indicator 
diseases and conditions and used human immuno­
deficiency virus (HIV) diagnostic tests to improve the 
sensitivity and specificity of the definition.

For persons with laboratory-confirmed HIV infec­
tion, the 1987 revision incorporated HIV encephalo­
pathy, wasting syndrome, and other indicator dis­
eases that are diagnosed presumptively (i.e., without 
confirmatory laboratory evidence of the opportunistic 
disease). In addition to the 23 clinical conditions in 
the 1987 AIDS case definition, the 1993 expanded 
case definition for adults and adolescents includes 
HIV-infected persons with CD4+ T-lymphocyte 
counts of less than 200 cells/uL or a CD4-i- percent­
age of less than 14, and persons diagnosed with 
pulmonary tuberculosis, recurrent pneumonia (more 
than 2 episodes in a 12-month period), and invasive 
cervical cancer. This expanded definition requires 
laboratory confirmation of HIV infection in a person 
with a CD4+ T-lymphocyte count of less than 200 
cells/pL or with one of the added clinical conditions. 
Persons who meet the criteria for more than one 
definition category are classified hierarchically in the 
following order: pre-1987, 1987, and 1993. Persons 
in the 1993 definition category only meet the 1993 
definition.

Each issue of this report includes information 
received and tabulated by CDC through the last day 
of the previous quarter. Data are tabulated by date of 
report to CDC unless otherwise noted. Data for U.S. 
dependencies and possessions and for associated 
independent nations are included in the totals.
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mined or reported for all cases. Caution should be 
used in interpreting case-fatality rates because 
reporting of deaths is incomplete. 

Exposure categories 

For surveillance purposes, AIDS cases are 
counted only once in a hierarchy of exposure cate­
gories. Persons with more than one reported mode 
of exposure to HIV are classified in the category 
listed first in the hierarchy, except for men with both 
a history of sexual contact with other men and inject­
ing drug use. They make up a separate category. 

"Men who have sex with men" cases include men 
who report sexual contact with other men (i.e., homo­
sexual contact) and men who report sexual contact 
with both men and women (i.e., bisexual contact). 
"Heterosexual contacr cases include persons who 
report either specific heterosexual contact with a 
person with (or at increased risk for) HIV infection 
(e.g., an injecting drug user), or persons presumed 
to have acquired HIV infection through heterosexual 
contact if they were born in countries with a distinc­
tive pattern of transmission termed "Pattern II" by the 
World Health Organization (MMWR 1988;37:286-8, 
293-5). Pattern II transmission is observed in areas
of sub-Saharan Africa and in some Caribbean coun­
tries. In these countries, most of the reported cases
occur in heterosexuals and the male-to-female ratio
is approximately 1: 1. Injecting drug use and homo­
sexual transmission either do not occur or occur
rarely.
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"Risk not identified" cases are persons with no 
reported history of exposure to HIV through any of 
the routes listed in the hierarchy of exposure catego­
ries. Risk not identified cases include persons who 
are currently under investigation by local health 
department officials; persons whose exposure his­
tory is incomplete because they died, declined to be 
interviewed, or were lost to follow-up; and persons 
who were interviewed or for whom other follow-up 
information was available and no exposure mode 
was identified. Persons who have an exposure mode 
identified at the time of follow-up are reclassified into 
the appropriate exposure category. 

Rates 

Rates are calculated on an annual basis per 
100,000 population, based on U.S. Bureau of Cen­
sus data from the 1990 census, and on extrapola­
tions from the 1990 census and official Census 
Bureau estimates for 1991. Each 12-month rate is 
the number of cases for a 12-month period divided 
by the 1991 or 1992 population, multiplied by 
100,000. 

Case-fatality rates are calculated for each half­
year by date of diagnosis. Each 6-month case-fatality 
rate is the number of deaths ever reported among 
cases diagnosed in that period (regardless of the 
year of death), divided by the number of total cases 
diagnosed in the period, multiplied by 100. Reported 
deaths are not necessarily caused by HIV-related 
disease. 
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November 14 -

November 15 
Monday 

November 16 -
Tuesday 

November 17 -
Wednesday 

Southern State Epidemiologists Meeting 
November 15-17, 1993 

Mills House Hotel 
Charleston. South Carolina 

Registration 6:00-7:00 pm - Hotel Lobby 

8:00 
8:30 

9:15 
10:00 
10:30 

11:30 
12:00 
1:30 

2:30 

Welcome, Introductions, Agenda Changes 
Health Care Reform/National AIDS Policy Office/HIV Directions 
Ms. Kristine Gebbie, - Director, National AIDS Policy Office 
Discussion with Ms. Gebbie - Moderator - Dee Breeden 
Break 
STD-TB-HIV Connection 
Moderator - Tom Farley 
Discussion by states and guests 
HIV Surveillance - Jeff Jones, HIV Surveillance, NCID 
Lunch - Speaker on Charleston, SC 
S1D's - Moderator - Tom Farley 
Guest discussant • Mike St. Louis, Branch Chief, Clinical Epidemiological 
Branch, S1D/HIV, NCPS 
STD Behavioral Science - Moderator - Dee Breeden 
Guest discussant - Sevgi Aral - Associate Director for Science • STD/HIV, 
NCPS 

3:30 TB - Moderator - Eric Brenner, South Carolina 
Guest discussant • Gene McCray, - TB Surveillance, Division of TB 
Elimination 

4:30 Adjourn (unless we are running over) 

8:00 

8:30 

9:30 
10:00 
10:30 

11:00 
11:30 
12:00 

1:30 

3:00 

8:00 
8:30 
9:00 

10:00 
10:30 
12:00 

Pertussis - Moderator/Presenter• Eric Brenner 
Guest discussant - Peter Strebel 
Immunization - Tracking, Barriers, What Works, Surveys, etc. 
Moderator - J.D. Lofgren 
Guest discussant - Peter Strebe� Nat. Immunization Program, CDC 
Group C Meningococcus - Moderator - Bruce Brackin, Mississippi 
Break 
Hepatitis ABCDE - (mostly B) 
Moderator - Jerry Gibson 
Discussants - J.P. Lofgren - HB false positive tests 

. Linda Wilson - EIS-SC - Employee Health HB Serology 
Study 

- Group Discussion
Lead - Moderator - Richard Hopkins 
Flu Surveillance, Vibrio Vulnificus • Moderator• Richard Hopkins 
Lunch -

- Business Meeting 
- CSTE Report - Becky Merriwether
- EPO report - John Horan

Discussion of Topics of Interest from Survey 
Moderator - Dee Breeden 
Adjourn 

E. coli 0157:87 - Moderator - Diane Simpson - General Discussion
Injury (handguns) - Tom Cole, North Carolina
Emerging Infections/Diseases- Ruth Berkelrnan, Deputy Director, NCID
Break
Emerging Infections/Diseases- discussion
Adjourn
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Visitor Center
375 Meeting St. 
parking, restrooms, dash passes & 
tour/attraction tickets: 853-8000
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