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� '�'l. '1� ".!;:: () /lJ Recent evidence sugge s ts that h u m an T -ce l l  l eu ke mia viru s (HT LV) ction '6ci5'urs  .!ttJi -
t ients w ith acqu ired i m mune deficiency syndrome (AIDS ). HTLV ha s -�1\?i§ely!M om 
periphera l  b lood T -lymph ocytes from severa l patients  with A IDS ( 1, 2). and a re rov trus, re lat­
ed to b ut c learly d i stinct from HTLV, has bee n  i so lated from cells from a lymph node of a pa­
tient with lym phadenopathy syndrome (LAS)  (3), a syn drome tha t  may precede A IDS itse lf. 
Alsa..HT� nucleic. acid sequences ha ve be en detected by nucle ic acid h ybrid ization  in  l ym­
p hocytes from two (6%)  of  3 3  A IDS patients  (4 ) .  In  addit ion, antibod ie s  to antige n s  e xpres sed 
on the cel l  surface of HTLV-infected lymphocytes have been detected b y  an  ind irect immuno­
fluore scent techn ique  in  sera from 1 9  (25%) of 75 A IDS patients (5 ), inc lud ing patien ts with 
Kapo si ' s sarcoma alone (1 0/34), Pneumocystis carinii pneumonia alone (7 /30) , or patients 
with both d i sea ses (2/ 1 1 ) . S imi lar  antibod ies  were detected in six (26%) of 23 p atients with 
LAS. Such antibodies were rarely found in  sera col lected fro m homo sexua l  men in New Yo rk 
C ity who served a s  control s during a case-control study in  the fa ll of 1 98 1  ( 1  /8 1 ) . homosexu­
a l  men from whom sera were col lected in 1 9 7 8  d uring v is its  to a C h icago venereal  d i sea se 
cl in ic (0/ 1 1 8) ,  and blood donors from a mid -Atlantic state who gave b lood in  1 9 7 7  but were 
un selected for sexual preference ( 1  / 1 3 7 ) .  
Reported b y  Laboratory o f  Tumor Cell Biology. National Cancer Institute, National Institutes o f  Health; 

Dept of Cancer Biology, Harvard School of Public Health; Department of Virology, lnstitut Pas teur, Paris; 

Div of Hos t Factors, Div of Viral Diseases, Div of Hepatitis and Viral Enteritis, AIDS Activity, Center for In­

fectious Diseases, CDC. 

Editorial Not e : HTLV agents are retroviruses that have recently been a s sociated with certa in 
types  of adult T-cel l  l ymphoreticu lar  neopla sm s of man (6). HT LV- 1 has been a ssociated 
with acute T -cel l  leukemia and a related, but clearly d ifferent, viral agent, HTLV -2, with 
"ha iry-cel l "  T -cel l  leukemia .  

Retroviru se s are ribon ucleic acid (RNA) v i ru se s  contain ing the enzyme,  reverse 
transcripta se, wh ich a l low s production of a deo xyribonucleic ac id (DNA) copy of the i r  RNA 
genome. The DNA copy can then be integrated into the genome of the cel l .  Infection s with ret­
roviru se s  other than HTLV have been a ssoc iated with a va riety of neopla stic d i seases in ani­
ma ls  inc luding ch ickens, cats,  cattle and g ibbon s.  The fel ine retrovirus a l so cause s  immune 
su ppress ion .  

HTLV agents are the only presen tly known retrovi ru se s  a ssocia ted w i th human d i seases .  
C l in ica l ly, however, the d i seases previous ly  a ssociated with HTLV in endemic a rea s do not 
resem ble AIDS.  Infection s are thought ra rely to result in  ma l ignancies .  HTLV may spread from 
some infected persons  to their very c lose contacts, and concern has  been expres sed that it 
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may be transm is sible by b lood or blood derivatives ( 7). HTLV infects and immortal izes •  T­
helper lym phocytes, and the viru s can be i solated from infected patients by co-cultivation  of 
thei r lymphocytes with uninfected h uman T - lymphocyte s.  

In  the a bove studies, the reported low frequency of detecting HTLV sequence s may reflect 
depletion of infected T -hel per lymphocytes, s ince patients init ial ly pos itive for such sequences 
have had negative tests several month s later (4 ). 

HTLV-infected cel l s  express  specific v irus structural and viru s- induced cel lu lar prote ins .  
Antibod ie s  reactive with the se viru s- specific prote ins  a re moderately prevalent ( 1 2% of blood 
donors) in residents of southwest Ja pan, an a rea w ith a relatively high prevalence of adult 
T -cel l  leukemia ,  and in residents of s ome Caribbean I sland s (4% of St. Vincent blood donors) ; 
they have rarely been found in healthy American s  or western Europea n s, although these popu­
lation g roups have not been stud ied extens ively. 

Whi le  the above se rologic find ings a s sociate AIDS with antibody to HTLV- specific cel l  
surface-a s socia ted a nt igens ,  such anti bod ies were identified in  only about one quarter of the 
AIDS patients tested . This relatively low frequency of antibody in AIDS patients might repre­
sent a lack of test sen sitivity, too stri ngent c riteria for positive tests, infection of AIDS patients 
with an  agent related to but not identical with HTL V, non specific polyclona l  B-cel l  respon se s, 
inabi l ity of many AIDS patients to mount antibody respon ses to these antigen s, col lection of 
sera from patients at im prope r times during d i sease evolution, or combination s of these and 
other yet-to- be identified facto rs .  Alte rnatively, HTLV or an  HT LV- I ike agent m ight  s imply rep­
resent yet another opportuni stic agent in  these mu ltiply infected AIDS patients. 

Fu rther stu d y  is requ ired to determine if any etiolog ic re lationsh ip  exists  between HTLV 
and AIDS.  
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*The term, "immortalize," refers to the capacity of HTLV to alter a normal human cell so that the cell will 
reproduce indefinitely in appropriate media. 

International Notes 

Tuberculosis and Leprosy Control in Developin g Count ries 

Recent inform ation ind icates that the epidemiologic behavior of tubercu los i s  in some tropi ­
cal  area s may be substantia l ly diffe rent from it"s we ll-known pattern in  developed countrie s .  
Wide g a ps in  knowledge necessitate a rev is ion of  present research priorities .  The epi demiolo-
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gy of lepro sy i s  even less  well understood, primari ly becau se no appropriate method exi sts  to 
measu re the p revalence and ri sk  of i nfection.  

In November 1 9 82 ,  a con sulting g roup of epidemiologi sts met in Geneva to identify the 
most important and immediate problem s in  tuberculos i s and lepro sy contro l  and to ind icate 
a reas for resea rc h .  The g roup reviewed p re sent knowledge of the epidemiology of tuberculo­
s i s  and lepro sy in  developing countries and selected proble m s  that a re most relevant to con­
trol pol ic ies and can be explo red with l im ited resou rces.  

At pre sent, severa l  cente rs in developing countries appea r to have u seful epidemiolog ic  in­
formation on tube rculos is  and leprosy ava i lab le  and ea si ly retrievable. Al l  such d ata ba ses, es­
pecial ly those involving longitudinal fo l low-u p  of l a rge populations  (e .g . ,  in  Ch ing leput d i strict 
in  South India ,  described below) should be u sed for epidemiologic stud ies of tuberculos is  and 
leprosy, pa rticula rly for te sti ng hypothe se s that m ight  explain epidemiologic d ifferences be­
tween a reas .  

CHIN GLEPUT TRIAL 

To verify and poss ibly quantify p revious contradictory results• on the p rotective effect of 
BCG vaccination, a new tria l  (organized by the Ind ian Counci l  for Medical  Resea rch in coope ra­
tion with the Wo rld Health Organ ization [WH O] and the Un ited States Publ ic Health Service) 
was  sta rted in 1 968 in Ch ing leput D i strict nea r Madra s, South Ind ia .  Sen sitization with envi­
ronmental mycobacte ria wa s h igh ly prevalent in this a rea. 

Two vaccines,  prepared in  accordance with the best avai lable knowledge, and a placebo 
were random l y  admin i ste red to ove r 270,000 person s of a l l  ages.  Afte r JY2 yea rs of fol low­
up, the number of pu lmonary tubercu los is  cases in the d iffe rent g roups  was appro ximate ly  
the same,  indicating that  BC G vaccination had g iven no p rote ction aga inst th i s  form of 
d i sea se. 

To assess the protective effect of BCG vaccination aga inst leprosy, a ba sel ine survey was 
ca rried out appro ximate l y  5 yea rs afte r the vaccinations, with fol low-u p  eve ry 2Y2 yea rs .  Re­
sults of the two fol low-up rounds  completed so fa r wil l  be published in the near futu re. 

TUBERCULOSIS 

Pre va l e nce of ba ct e ri ol o gi cal l y  confirmed t ube rcul o si s: Patients who exc rete tubercle 
baci l l i  (seen on d i rect smea r examination) a re primari ly re sponsible for tran smitting the infec­
tion and d isea se in a community. Th us, a p revalence survey in  a developing country can p ro ­
v i d e  re l iable info rmation on t h e  magnitude of t h e  infectious sou rces p o o l  in  t h e  community  
and form the bas i s  for planning an appropriate control strateg y. In  the last  20 yea rs, a number 
of countries in  the Southea st Asian and We ste rn Pacif ic reg ions have cond ucted pe riodic 
prevalence surve ys .  The col lected data should be ana lyzed to dete rmine the value of such 
surve ys,  not on ly  in  ep idemio logic te rm s  but a l so for p lanning and evaluating the control  
p rograms.  

Asse ssme nt of t he a nnual ri sk of t ubercul o si s  i nfe ct i o n: The tubercul in  test has p roven 
a powe rful  epidemiologic tool for mea suring transmiss ion of tuberculos is infection. It is of par­
t icula r value for a sse ss ing ch ange (or the absence of change) in the infection level in an a rea 
and provides the be st s ingle epidemiologic index of the trend of the tubercu los is  problem in a 
developing country. It is relativel y inexpen sive, but the i nte rpretation of test re sults i s  often 
compl icated b y  sensit ivity induced by m ycobacte ria othe r than M. tuberculosis, inc luding sen-

·These were explained by variations in the quality of vaccine strains used and by the prevalence in some 
trial areas of sensitization with environmental mycobacteria that may have served as a "natural" vaccina­
tion to which BCG vaccination added little. 

3 0001 00128 3334 
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sitivity cau sed by BCG vaccination in some members of the populatio n. Specia l s u rvey and  
analys i s  method s w i l l  be  needed to  ove rcome the se problems,  and these requi re fu rther 
investigation . 

Further st ud i e s  of t he e pi d e mi ol o gi c  patte rn  of t ubercul o si s: The results now emerging 
from the Ch ing leput tria l  wi l l  contribute g reatly to unde rstanding the epidemiology of 
tubercu los is .  Va rious  hypotheses have been p roposed fo r further examination in  relation to 
the se data, includ ing :  

1 .  The pathogenes i s  of tuberculos i s  fol lowing infection with  the South Indian va riant of  
M. tuberculosis may be radica l ly d iffe rent from that  fol lowing v i rulent infection with  the 
normal  stra in ,  i .e . .  a low ri sk of p rogre ssive p rimary tube rculos i s  development and a h igh ri sk  
of endogenous  reactivation. 

2 .  Sens itivity f rom other  mycobacte ria l  infection s in  the adult population may p rovide 
good protection aga inst tube rcu los is  in ea rly adult l ife, but host immunity may wane with in­
crea sing age, leaving older adults su sceptible to both endogenous  and e xogenous d i sease. 

3 .  A substantia l proportion of tubercu los is  cases among adults is neverthele s s  l ikely to 
result f rom exogenous reinfection, because ri sk of infection is h igh .  

Despite inte rvention by BCG and treatment, the (pre sumably) stable epidemio log ic patte rn 
of the d i sease in th is  com mun ity i s  p robably l ittle d i sturbed . A study of the i nfection ri sks, the 
incidence and prevalence of tubercu los is, and the outcome of d i sease in  te rm s  of continued 
infectivity and death, at d iffe rent ages in both sexe s .  should help in  understanding the patho­
genes i s  of tubercu los is  in the area. 

Data from other  developing a reas should be e xamined s imi la rly to decide whether the 
C h i ng leput e xperience i s  un ique or  can be regarded as typica l of tube rcu los i s  in  a developing 
country. Vi rulence of the o rgan ism s i solated in  the C h ingleput tria l  should be dete rmined e x­
p erimental ly and,  if po s sible, in vitro to enable the pathogene s i s  of tube rculos i s  in the a rea to 
be studied further. In add ition, cu rrent a s se s sment could be made of the ri sk of tuberculou s in­
fection among unvaccinated ch i ldren in the a rea population .  

Compari sons of  t he outcome of  d i fferent case-fi ndi ng a nd t reat me nt pol i ci e s  for baci l ­

lary ca se s a nd a sse ssme nt of t hei r e pide miologi c  i mpa ct :  T h e  poor outcome o f  treatment 
among baci l l a ry cases detected in  the C h ingleput tria l  i l lu strates a number of p roblem s. 
Smea r-pos itive cases a re the principal  sources of infection in  the community, and the ir  rapid 
and la sting c u re by effective and inexpensive form s  of short-cou rse chemothera py wi l l  contri ­
bute not  only to a bette r outcome fo r tho se patients, but  a l so to some reduction in the ri sk of  
infection, by cutting short the d u ration of smea r-pos itivity. 

T h u s, stud ies a re needed of 1 )  bette r approaches  to the treatment of bac i l lary cases  of 
tube rcu los i s  in  developing countries and 2)  approaches to the more com p rehen sive detection 
of smear- po sitive and,  where po s sible,  cu lture-po sitive tubercu los i s .  (T he outcome of treat­
ment should be mon ito red, in te rm s  of both baci l l a ry e xc retion and survival, and p rognostic 
fac to rs should be studied.  In pa ral le l .  the ri sk  of tuberculo s i s  infection s  should be a s se s sed, to 
detect whether  improvements in case-finding and treatment p ol ic ies a re having the des ired 
epidemiologic im pact.) 

The epidemiologic impact of treating smea r-positive case s, relative to that of treating 
culture-po sitive ca ses, is of some importance in  tubercu los is  control  in deve loping countries .  
Treatment of smear-pos itive cases wi l l  shorten the d u ration of their positivity, whereas treat­
ment of culture -positive cases will prevent a proportion of them from becoming smea r­
positive and perhaps  remain ing pos itive fo r a con siderable period . Analyses of the C h ingleput 
trial  data and a tubercu losi s survey in Banga lore may help resolve this que stion. or spec ia l  
stud ies may be needed . 
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Survei l l ance of pri mary d rug resi st a nce : Where pos sible, a rrangements should be made 
to pe riodical ly survey primary d rug resi stance in developing countries  ( i .e . ,  d rug res i stance in  
newly d iagnosed and p reviously untreated patients) . Sputum specimen s should be examined 
in  reg ional refe rence laborato ries .  A continued low level of primary drug resi stance would be a 
good indication that sati sfacto ry pol ic ies we re being mainta ined. 

Use of BCG in t he preve nti on of t ubercul osi s: The most recent re sults from the Ch ing le­
put tria l  show some BCG p rotection from 5 to 1 0 yea rs afte r vaccination among ch i ld ren i ni­
t ial ly aged 0- 1 4  yea rs .  The lack of protection during the f i rst 5 yea rs rema ins  unexplained. 

It wi l l  be important to fol low the tria l  subjects further to see whether p rotection continues 
from 1 0 to 1 5 yea rs afte r vaccination.  Fu rther stud ies on the efficacy of BCG in  very young 
chi ld ren in developing countries wi l l  be valuable to estab l i sh  whether  BCG should continue to 
be recommended as a complement to ca se-finding and treatment po l ic ies for tubercu los is  
control .  A controlled tria l  of  BCG vacc ine among young fami ly  contacts of  smea r-positive 
index cases may no longer be ethical  or practicable. Howeve r, it should be possible as a mea­
sure of vaccine efficacy to mon ito r the incidence of tuberculous meningit i s among young sub­
jects who have been vaccinated . An alte rnative method of confi rming the efficacy of BCG in  
the  newborn would be a case-control study of  the frequency of  vaccine scars in  ch i ld  cases 
and in control  subjects without d i sease. 

LEPROSY 

In general ,  stud ies with g reate r relevance for leprosy control should receive p riority. The 

stud ies could be broadly g rouped into 1 )  re sea rc h  underta ken with avai lable knowledge and 

method s and 2) re sea rch requ i ring new tool s. 

The fol lowing stud ies a re recommended unde r 1 )  above. 
1 . P revalence stud ies .  including sample surveys, to measure the p roblem and its  va rious 

d imen sion s ,  inc luding d i stribution by age,  sex, contact statu s, type of d i sea se, etc .  Stan­
dard ized c rite ria a re needed for d i sease diagnos i s, c lass ification, and activity. The 
uneven d i stribution of leprosy warrants appropriate des igns fo r samp le survey s.  

2 .  Incidence studies in selected a reas to identify, where pos sible, ri sk  facto rs, vu lnerable 
g roups ,  and the d i sease trend through c hanges in its d i stribution by form .  contact 
statu s, age, sex. etc . Such stud ies would be valuable fo r futu re vaccine tria ls .  

3 .  Pathogenes is  of  leprosy in  d iffe rent region s .  pa rt icula rly the evolution of  mu ltibaci l la ry 
and other prog re ssive form s, and factors contributing to the downg rad ing of othe r 
fo rm s  of leprosy to mu ltibaci l la ry leprosy .  

4.  Stud ies on the im pact of mu ltid rug therapy, through p revalence and incidence studies 
ove r a period of time, pa rticu larly in younge r age g roups .  The incidence of infection 
should be stud ied when tool s for identifying subcl in ical  infection become avai lable .  

5 .  Studies on transmis sion, particula rly in  relation to attack rates among contacts under 
d iffe rent conditions  and factors that inf luence transmiss ion among contacts .  

6 .  Stud ies on the inte raction between leprosy and envi ronmental mycobacte ria .  
7.  Epidemiologic stud ies on d rug resi stance, pa rticula rly in relation to the infectivity of 

d rug -res i stant cases .  
8 .  Re-analys is  of  a l l  avai lable data from the BCG tria l s .  including the smal l-scale studies on  

selected g roups such a s  contacts .  to  see whether a common patte rn of protection 
aga inst le prosy exists .  Ca se-control studies may help to asse s s  the value of BCG in 
othe r a reas .  

It i s  l i kely that rel iable immunologic tool s may become avai lable in  the near future, both 
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through serologic tests a n d  skin  tests. It w i ll be necessary to prepare an i nventory of stud ies 
to be carried out when s uch tool s become avai lab le .  

The stu dies recommended under 2)  a bove may inc lude :  
1 .  C orrelating infection with d i sease under  d ifferent condition s. 
2 .  Identifying groups at high ri sk  of developing lepromatou s leprosy. 
3 .  Determining the infectivity of d ifferent types of leprosy under d ifferent cond ition s. 
4.  Te sting endogenou s reactivation and the reinfection hypothes is  in  leprosy. 

TUBERCULOSIS AND LEPROSY 

The s imi larit ies, d ifferences, and interaction s between these two mycobacteria l  d i seases 
are im perfectly understood. Two main a rea s should be e xplored : 

1 .  The epidem iologic i n teraction s between tubercu los is  and leprosy infection and d i sease 
and the immunologic  ro le of other mycobacteria l  infection s, particularly i n  rela tion to 
the information being col lected in  the C h ingleput tria l .  

2 .  Health services research on the poss ib i l i ty of combin ing control progra m s  for tuberculo­
s i s  and leprosy and incorporating control of the se two d i seases i n to the primary health 
care system. 

Reported by WHO Weekly Epidemiological Record 1983;58: 109-12. 

TABLE I. Summary-cases specified notifiable diseases, United States 

1 8 th Week Ending I Cumulative. 1 8 th Week Ending 

Disease May 7 .  I May B. 1 Med;an 

I 
May 7 .  

I 
May B. 

J 
Median 

1 983 1 982 1978-1982 1983 1982 1 978-1 982 

A-septic meningitis 6 4  8 3  6 3  1 . 40 1 1.370 1. 11 2 
Encephalitis: Primary (arthropod-borne 

& unspec.) 1 2  1 7  13 282 2 93 214 
Post-infectious 2 2 3 2 7  2 1  6 1  

Gonorrhea: Civilian 1 7 ,1 6 9  1 9,1 00 1 9,6 6 4  301.426 3 1 9. 607 3 2 4,06 6  
Military 42 5 439 5 5 1  8,226 9. 1 97 9,260 

Hepatitis: Type A 3 3 5  449 489 8,048 7 ,8 5 4  9, 298 
Type B 41 1 460 326 7 . 48 7  7 ,11 4 5 , 5 5 4  
Non A ,  Non B 6 3  6 0  N 1 ,1 2 2 7 2 9  N 
Unspecified 1 6 4 1 5 4 200 2,712 2,900 3,483 

Legionellosis 1 3  6 N 229 1 3 3 N 
Leprosy 7 9 2 95 6 9  5 9  
Malaria 9 1 8  1 8  2 2 7  2 7 5  275 
Measles : Total 3 1  3 5  705 6 94 486 6 ,8 18 

Indigenous 2 9  N N 5 91 N N 
Imported¥ 2 N N 103 N N 

Meningococcal infections: Total 5 4  7 4  6 0  1,172 1, 282 1, 192 
Civilian 5 4  7 4  6 0  1 ,160 1,2 7 7  1.183 
Military 12 5 9 

Mumps 11 1 2 40 2 45 1 ,507 2,6 78 4,7 7 7  
Pertussis 3 6  1 6  2 4  5 7 4  380 380 
Rubella (German measles) 2 1  1 95 195 409 1,076 1, 8 3 7  
Syphilis (Primary & Secondary): Civilian 6 2 4  6 2 2  45 4 1 1 ,157 11,546 9,062 

Military 6 5 6 170 142 12 4 
Toxic-shock syndrome 1 N N 1 3 8 N N 
Tuberculosis 43 9 5 2 5  5 2 5  7,632 8 . 43 9  8.792 
Tularemia 9 4 4 6 1  3 5  3 7  
Typhoid fever 6 3 6 12 7 1 30 13 5 
Typhus fever, tick-borne (RMSF) 20 19 11 6 1  5 9  41 
Rabies, animal 141 1 5 5 15 5 2 .241 2,043 2,043 

TABLE II. Notifiable diseases of low frequency, United States 

Cum. 1983 Cum. 1983 

Anthrax Plague 2 
Botulism: Food borne 8 Poliomyelitis: Total 1 

Infant (Oreg. 1) 2 5  Paralytic 1 
Other Psittacosis (N.J. 1, W.Va. 1, Wash. 2. Cal;f. 1) 34 

Brucellosis (Va.1 , Tex. 11 3 9  Rabies, human 2 
Cholera Tetanus (N.J. 2 )  16 
Congenital rubella syndrome 9 Trichinosis (N.J.1) 14 
Diphtheria Typhus fever, flea-borne (endemic, murine) (Hawaii 1) 10 
Leptospirosis (La. 1) 12 

-
·Two of the 31 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally 
imported case within two generations. 
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Reporting Area 

UNITED STATES 

NEW ENGLAND 
Maine 
N.H. 
Vt. 
Mass. 
A. I 
Conn. 

MID ATLANTIC 
Upstate N.Y. 
N.Y. City 
N.J. 
Pa. 

E.N. CENTRAL 
Ohio 
lnd 
Ill. 
Mich. 
Wis. 

W .N. CENTRAL 
Minn. 
Iowa 
Mo 
N.Dak. 
S. Dak 
Nebr. 
Kans. 

S. ATLANTIC 
Del 
Md 
D.C 
Va. 
W Va. 
N.C 
sc 
Ga. 
Fla. 

E.S. CENTRAL 
Ky. 
Tenn. 
Ala. 
Miss. 

W.S CENTRAL 
Ark. 
la. 
Okla. 
Tex. 

MOUNTAIN 
Mont. 
Idaho 
Wyo 
Colo. 
N.Mex. 
Ariz. 
Utah 
Nev. 

PACIFIC 
Wash 
Oreg 
Calif. 
Alaska 
Haw aU 

Guam 
P.R. 
V.I. 
Pac. Trust Ten. 

N: Not no1ifiable 

TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 

May 7, 1983 and May 8, 1982 (18th week} 

Aseptic Encephalitis 
G onorrhea 

Hepatitis (Viral), by type 
Legionel· Menin- Post-in- (Civilian) Unspeci- losis 

gitis Primary fectious 
A 8 NA,NB 

tied 

1 983 Cum. Cum. Cum. 

I 
Cum. 

1983 1 983 1 983 1 983 1 983 
1 983 1 983 1983 1 982 

64 282 2 7  301.426 319,607 335 4 1 1  63 164 1 3  

2 1 4  7,632 7,5 1 5  9 1 5  8 
4 1 9 343 2 
205 258 
128 158 

3,352 3,346 5 5 
420 528 2 

3,108 2,882 2 8 

9 35 4 38,743 38.428 4 1  3 8  2 1 1  4 
1 1 1  5,556 6,169 5 1 2  1 
2 7 1 6,606 16,07 3  26 4 2 
6 7 7,619 7,000 9 2 2  2 10 2 

1 0  4 8,962 9, 1 86 1 

6 50 4 3 7,903 45. 235 31 59 18 2 
2 20 3 1 0,985 1 2,700 5 1 8  3 
2 5 1 4,929 5, 1 58 12 1 2 7 

6,642 1 2,492 6 6 
24 1 1 ,602 10,617 8 34 3 2 

1 3,745 4,268 

38 4 14,616 1 4,948 5 14 2 2 
18 1 2,122 2,285 3 5 
17 1 ,607 1 ,623 2 3 2 

1 7 , 125 6,790 5 
138 2 1 2  
412 421 

2 861 952 
2 2,351 2.665 

14 41 8 7 7,976 82,99 9  38 94 4 18 
1 1.430 1,2 7 7  1 2 1 3 
1 9,844 10,388 2 20 1 

5.358 4,266 1 2 
1 15 6,358 7,010 1 8 6 
1 803 942 2 3 
3 7 11,228 13,264 3 7 3 
1 2 7.572 7,970 7 12 

2 17.1 42 14,883 5 17 2 
6 8 18,24 1  22,999 16 23 2 3 

9 2 26,296 26.620 41 3 0  3 
3,140 3,608 28 8 2 

1 10.448 10,07 1  5 12 1 
8 2 8,474 8,147 6 5 

4,234 4. 794 2 5 

10 28 43,440 43,480 43 3 2  6 1  
3 3,309 3,694 1 3 

1 3 7,53 9 7,465 1 0 10 1 
2 6 5,178 4,826 3 1 3 
7 16 27.414 27.495 2 9  21 54 

17 9,560 11.338 23 15 11 
441 476 1 
452 533 2 

2 251 309 
6 2,707 3.027 10 1 5 
1 1,215 1,421 3 2 
1 2,544 3,151 6 6 3 
7 448 522 2 2 2 

1,502 1,899 2 2 2 

20 50 45,260 49,044 104 114 30 39 
2 3 2,993 4,059 3 6 1 1 

1 2,319 2.722 15 12 4 
15 45 2 38,003 40,202 84 94 25 38 

1,050 1,2 17 1 
3 2 895 844 1 2 

u 3 3  46 u u u u u 
1 1 ,1 1 1 1,02 7  3 
u 92 82 u u u u u 
u 155 u u u u u 

U: Unavailable 
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leprosy Malaria 

Cum. Cum. 
1983 1 983 

95 227 

2 

2 

2 
1 
4 

15 3 7  
1 1  

14 13 
10 

3 

10 
1 

2 
7 

2 9 
2 3 

2 
2 
1 

3 31 

4 
3 
5 
1 
1 
3 

1 2 
2 12 

3 

1 
2 

9 26 
2 
1 
7 

9 16 

11 10 

2 4 
2 

9 3 
1 

50 94 
5 2 
1 4 

3 1  88 

13 
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TABLE Ill. (Cont.'d). Cases of specified notifiable diseases, United States, weeks ending 

May 7, 1983 and May 8, 1982 (18th week) 

Measles (Rubeola) 

Indigenous T lmported• l Total 
Reporting Area 

9831 Cum T 983 1 Cum., 1 Cum. 1 
1983 1 

1983 1982 

UNITED STATES 29 591 2 103 486 

NEW ENGLAND 2 2 8 
Maine 
N.H. 1 
Vt. 2 

Mass. 2 2 
R .I . 
Conn. 2 

MID ATLANTIC 8 14 31 
Upstate N.Y. jt 2 15 
N.Y. City 8 8 14 
N.J. 1 
Pa. 3 2 

E.N. CENTRAL 22 350 39 31 
Ohio 17 17 1 
Ind. 257 1 
Ill. 5 76 33 15 
Mich. 5 15 
Wis. 

W.N. CENTRAL 2 
Minn. 
Iowa 
Mo. 2 
N.Oak. 
S.Oak. 
Nebr. 
Kans. 

S.ATLANTIC 5 130 16 29 
Del. 
Md. 2 2 
O.C. 1 
Va. 11 14 
W.V.a. 1 
N.C. 
S.C. 3 
Ga. 6 
Fla. 5 123 11 

E.S. CENTRAL 5 
Ky. 1 Tenn. 4 
Ala. 
Miss. 

W.S. CENTRAL 33 12 6 
Arlt. 11 
La. 
Okla. 
Tex. 33 6 

MOUNTAIN 2 
Mont. 
Idaho 
Wyo. 
Colo. 2 
N.MeJC. 
Ariz. 
Utah 
Nev. 

PACIFIC 68 17 374 
Wash 1 1 16 
Oreg. 5 1t Calif. 61 16 356 
A laska 
Hawaii 2 

Guam u u 4 
P.R. 56 58 
V.I. u u 5 
Pac. Trust Terr. u u 

Menin-
gococcat 

Infections 

Cum. 
1983 

1,172 

60 
6 
2 
3 

20 
3 

26 

170 
63 
25 
25 
57 

190 
74 
23 
35 
42 
16 

72 
12 

8 
36 

1 
2 
1 

12 

264 

26 
4 

36 
2 

51 
34 
46 
65 

72 
15 
26 
21 
10 

140 
9 

27 
17 
87 

43 
1 
4 
1 

21 
5 
8 
3 

161 
24 
25 

109 

3 

Mumps 

I 
Cum. , Cum 

1983 
1983 1982 

111 1,507 2.678 

64 126 
12 27 
13 13 

7 4 
15 62 

7 10 
10 10 

5 110 178 
2 47 38 

7 31 
2 18 30 
1 38 79 

71 742 1,585 
3 72 1,169 

17 .25 
1 75 106 

62 236 214 
2 42 7t 

7 111 187 
1 17 1 1 1  
2 33 23 

15 7 

2 2 
2 44 45 

93 162 
5 3 

15 13 

20 23 
16 71 

4 6 
5 9 

28 7 
30 

26 25 
11 9 
12 9 

4 
3 3 

4 111 102 
2 5 

3 

4 109 94 

71 43 
2 3 
4 2 

2 
9 10 

48 14 
6 10 
2 2 

14 179 270 
1 26 43 

13 133 219 
9 6 

1 1 2 

u 1 
2 70 26 
u 
u 

•for measles only, imported cases includes both out-of-state and international importations. 

Pertussis 

1983 
I 

Cum. 

I 
Cum. 

1983 1982 

36 574 380 

18 23 

2 4 
2 

12 9 
2 8 

2 

20 178 64 
4 48 41 

15 13 
10 4 

16 105 6 

2 128 125 
44 22 

9 11 
2 63 6 2  

6 1 
6 23 

5 41 17 
3 17 6 

4 1 
5 5 
1 
2 2 

1 
2 12 2 

2 70 38 
3 

8 
1 

25 5 
2 3 
5 6 
5 4 

18 9 
7 7 

5 8 
2 1 
2 4 

3 

3 52 20 
2 
2 

3 22 2 
26 18 

4 64 23 
1 
2 1 
4 1 

40 7 
5 3 
9 10 
3 1 

18 62 
1 11 
3 7 

14 44 

u 
3 11 

u 
u 

Rubella 

1983 1 Cum. 

I 
Cum. 

1983 1982 

21 409 1.076 

6 9 

2 8 
2 
2 

24 63 
15 31 

2 20 
2 12 
5 

58 104 
1 

12 18 
23 28 
11 38 
11 20 

5 28 23 
2 5 2 

15 

3 23 5 

48 32 
1 

14 

8 
1 

6 
1 

6 2 
34 5 

5 34 
5 19 

15 

2 68 50 

9 
2 

2 59 48 

14 33 
3 3 
4 
1 5 

3 
3 

4 7 
1 10 
1 2 

158 728 
6 19 
9 3 

143 699 
1 
6 

u 1 
2 4 

u 1 
u 

U: Unavailab� t International §Out-of-state 
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TABLE Ill. (Cont.'d). Cases of specified notifiable diseases, United States, weeks ending 

May 7, 1983 and May 8, 1982 (18th week) 

Syphilis (CiviUanl 
Toxic-

Tula- Typhoid 
yphusfeve Rabies. 

shock Tuberculosis (T ick-borne) 
(Primary & Secondary) Syndrome 

remia Fever (RMSF) 
Animal 

Reporting Area 
Cum. 

I 
Cum. 

I 
Cum. Cum .  Cum. Cum . Cum. 

1 983 1 982 
1 983 1 983 1 983 1 983 1 983 1 983 1 983 

UNITED STATES 11, 1 57 1 1 ,546 439 7,632 61 1 27 6 1  2,241 

NEW ENGLAND 275 217 1 3  195 2 
Maine 1 2  1 13 2 

N.H. 7 1 16 

Vt. 2 2 

Mass. 1 77 1 5 1  10 99 5 

RJ. 6 1 2  1 6  

Conn. 71 52 3 49 

MID ATLANTIC 1,37 1 1 ,562 61 1,391 27 6 1  

Upstate N.Y. 68 171 1 0  221 4 29 

N.Y. City 825 944 34 567 1 3  

N.J. 282 1 82 14 308 9 

Pa. 1 96 265 3 295 1 32 

E.N. CENTRAl 442 740 48 1 ,025 1 7  3 175 

Ohio 1 67 1 1 0 8 1 57 4 1 23 

Ind. 60 79 91 1 1 1  

HI. 95 393 1 9  457 6 94 

Mich. 9 1  121 18 271 6 2 
Wis. 29 37 3 49 47 

W.N. CENTRAl 129 219 "6 256 20 6 4 330 

Minn. 52 37 1 45 72 
law a 4 1 1  27 85 
Mo. 49 1 33 4 1 39 15 3 38 

H. Oak. 1 4 l 22 

S.Oal<. 2 19 58 

Neb<. 7 8 7 2 26 
Kans. 14 26 1 9  3 29 

S. ATLANTIC 2,904 3,113 95 1,482 1 2  18 1 7  794 

Del. 1 5  7 10 
Md. 176 180 1 3  114 5 338 
D.C 1 21 20 1 3 63 1 
Va. 205 2 1 7  8 1 35 4 5 293 

W.Va. 1 0  8 5 58 2 I 60 

N.C. 263 225 14 183 5 1 4 4 
S.C 191 1 47 11 137 1 4 7 

Ga. 538 662 17 315 1 77 

Fla. 1 .385 1,466 24 467 5 1 14 

E.S. CENTRAL 782 827 62 728 4 1 81 

Kv. 44 40 13 1 96 1 40 
Tenn. 2 1 5  224 1 4  214 1 1 24 

Ala. 327 292 10 1 78 2 23 

Miss. 1 96 27 1 25 1 40 2 

W.S. CENTRAl 3,0 1 9  2,879 37 866 18 29 484 

Ark. 80 79 1 75 1 1  3 92 

La. 643 625 4 1 37 2 1 3  

Okla. 91 63 6 103 5 1 5  49 

Tex. 2,205 2, 1 1 2 26 551 11 330 

MOUNTAIN 266 289 16 208 79 

Mont. 4 1 4 22 61 

Idaho 3 1 6  2 13 
Wyo. 4 9 1 4 

Colo. 65 86 15 

N . Mex. 87 60 4 41 2 

Ariz. 62 64 5 86 3 1 5  

Utah 9 1 0  18 1 
Nev. 32 43 9 1 

PACIFIC 1 ,969 1,700 1 0 1  1 .48 1 3 38 1 29 

Wash. 52 53 3 77 2 2 

Oreg. 36 48 9 68 

Calif. 1 ,846 1 .55 1 84 1 ,225 35 1 22 

Alaska 8 6 1 3  7 
Hawaii 27 42 98 

Guam 1 u u 1 

P.R. 3 1 1 204 1 65 307 20 

V.I. 8 u u 1 

Pac. Trust Terr. u u 

U: Unavailable 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 

May 7, 1983 (18th week) 

AU Causes. By Age (Years) All Causes, By Age (Years) 

Reporting Area 

A�� 1 �65 ,45-64,25-4+ -24} 1 

P&l"" 
Total Reporting Area I �65 145-64,25-44 1 1 -24 1 < 1 All 

Ages 

NEW ENGLAND 672 473 1 32 39 1 4  1 4  67 S. ATLANTIC 1 .1 9 3 733 304 94 25 3 7  
Boston. Mass. 1 98 1 2 9 36 2 1  5 7 32 Atlanta. Ga. 1 54 9 1  40 1 7  2 4 
Bridgeport. Conn. 60 42 1 5  1 1 1 5 Baltimore, Md. 229 1 3 7 60 25 3 4 
Cambridge, Mass. 3 7  2 6  9 1 1 5 Charlotte, N.C. 59 3 1  2 1  5 1 1 

Fall River. Mass. 2 7  2 2  5 Jacksonville, Fla. 8 8  56 22 5 4 1 
Hartford, Conn. 46 22 1 6  3 3 2 1 Miami, Fla. 1 09 7 3  2 7  7 2 
Lowell. Mass. 1 6  1 3  2 1 Norfolk, Va. 42 23 1 3  3 2 1 
Lynn, Mass. 25 1 8  5 2 Richmond, Va. 7 3  4 3  1 7  6 3 4 
New Bedford, Mass. 2 2  1 9  2 1 1 Savannah. Ga. 46 2 9  1 3  3 1 
New Haven, Conn. 48 3 8  7 3 5 St. Petersburg. Fla. 1 06 80 1 9  1 1 5 
Providence, R.t 60 44 1 2  1 1 2 5 Tampa, Fla. 7 2  4 8  1 3  6 3 2 
Somerville. Mass 7 3 3 1 1 Washington. D.C. 1 74 9 8  4 9  1 2  5 1 0  
Springfield, Mass 42 27 1 0  2 2 1 9 Wilmington. Del. 4 1  2 4  1 0  4 3 
Waterbury, Conn. 35 2 8  4 1 1 1 3 
Worcester, Mass 49 42 6 1 E .S. CENTRAL 725 458 1 68 3 8  3 0  3 0  

Birmingham, Ala. 1 02 67 26 2 2 5 
MID. ATLANTIC 2,600 1 ,700 608 1 64 54 74 96 Chattanooga. Tenn. 70 47 1 7  4 1 1 
Albany, N.Y. 65 48 12 2 1 2 1 Knoxville. Tenn. 54 3 3  1 5  2 2 2 
Allentown, Pa. 1 3  1 1  2 Louisville, Ky 1 23 83 22 1 0  2 6 
Buffalo. N.Y. 1 30 90 2 9  6 3 2 2 Memphis. Tenn. 1 41 85 33 7 1 0  5 
Camden. N.J 43 25 1 3  1 2 2 1 Mobile, Ala. 83 50 20 5 6 2 
Elizabeth. N.J. 3 7  2 9  7 1 1 Montgomery, Ala 3 7  2 4  8 3 1 1 
Erie, Pa.t 39 26 9 2 2 Nashvttle. T enn 1 1 5  69 27 5 6 8 
Jersey City, N. J. 5 1  3 4  1 2  3 2 1 
N.Y. City, N.Y. 1 ,357 8 7 7  3 2 7  1 00 30 23 40 W.S. CENTRAL 1 , 1 04  663 275 88 44 34 
Newark, N.J. 65 35 1 5  7 3 5 3 Austin. Tex. 3 9  30 5 3 1 
Paterson. N.J. 34 25 6 1 2 2 Baton Rouge. La 45 20 1 7  2 1 5 
Phttadelphia. Pa.t 2 9 1  172 67 15 4 33 1 9  Corpus Christi, Tex 46 30 8 1 6 1 
Pittsburgh, Pa.t 70 35 24 7 1 3 3 Dallas. Tex 1 78 1 03 44 15 8 8 
Reading, Pa. 3 9  3 0  5 3 1 3 El Paso. Tex. 49 2 8  1 3  4 1 3 
Rochester. N.Y. 125 79 36 9 1 7 Fort Worth, Tex 100 66 24 5 3 2 
Schenectady, N.Y. 36 24 7 2 3 4 Houston. Tex 206 1 08 54 2 7  1 3  4 
Scranton, Pat 34 24 8 2 1 Little Rock. Ark 52 36 1 2  3 1 
Syracuse, N.Y. 65 50 1 3  2 3 New Orleans. La 1 07 67 30 5 4 1 
Trenton. N.J. 38 26 10 2 San Antonio. Tex 1 42 83 4 1  1 2  2 4 
Utica. N.Y. 2 3  1 9  2 1 1 Shreveport. La 32 20 6 3 1 2 
Yonkers. N.Y. 45 41 4 5 Tulsa. Okla 108 7 2  21 8 4 3 

E N. CENTRAL 2,049 1 ,3 1 3  469 129 48 90 82 MOUNTAIN 636 3 91 1 44 44 3 1  25 
Akron, Ohio 80 55 2 0  2 1 2 Albuquerque. N.Mex 7 3  5 1  1 0  6 3 3 
Canton, Ohio 43 32 9 1 1 3 Colo. Springs. Colo 39 26 7 2 2 2 

Chicago, Ill 425 246 1 01 4 1  1 3  24 9 Denver. Colo 122 7 1  2 9  7 8 6 
Cinctnnati, Ohio 1 26 90 26 6 3 1 1 2  Las Vegas. Nev 70 41 17 6 4 2 
Cleveland, Ohio 172 105 46 1 2  4 5 5 Ogden, Utah 1 9  1 2  4 1 1 1 
Columbus, Ohio 90 50 24 8 4 4 3 Phoenix. Ariz 157 94 42 7 8 6 
Dayton. Ohio 1 09 79 20 6 4 7 Pueblo. Colo 20 1 3 4 1 1 1 
Detroit. Mich. 211 1 30 48 17 7 9 4 Salt lake City, Utah 3 7 2 1  6 4 3 3 
Evansville, Ind. 36 2 3  1 2  1 2 Tucson, Ariz 9 9  62 25 1 0  1 1 
Fort Wayne. lnd 46 2 9  1 0  6 1 
Gary, Ind. 2 3  1 1  8 3 1 PACIFIC 1 ,8 1 2  1 ,236 375 1 08 49 44 
Grand Raptds. Mich. 93 65 19 5 2 2 3 Berkeley, Calif 1 9  1 1  7 1 
In dianapolis, Ind. 1 40 89 39 5 7 3 Fresno. Calif 8 0  51 1 5  7 4 3 
Madison, Wis. 3 8  25 7 3 3 2 Glendale, Calif 31 22 7 1 1 
Milwaukee. Wis. 140 97 30 6 1 6 11 Honolulu. HawaH 60 36 13 6 2 3 
Peoria. Ill. 48 23 5 2 4 14 7 Long Beach. Calif 8 7  6 1  21 2 2 1 
Rockford, Ill. 39 23 1 0  1 2 3 2 Los Angeles. Calif. 569 382 1 1 6 44 1 7  1 0  
South Bend, lnd. 35 26 5 1 1 2 2 Oakland, Calif. 44 34 6 2 1 1 
Toledo. Ohio 83 63 1 5  1 3 1 4 Pasadena, Calif 33 2 1  6 2 4 
Youngstown. Ohio 7 2  52 1 5  2 1 2 3 Portland. Oreg. 124 85 25 5 2 7 

Sacramento. Calif 62 3 7  20 4 1 
W N. CENTRAL 72 1 495 145 38 20 22 38 San Diego. Calif . 140 9 9  2 7  5 4 5 
Des Moines, Iowa 62 49 10 2 1 7 San Francisco. Calif 157 1 04 34 12 3 4 
Duluth, Minn. 2 2  1 7  5 San Jose, Calif 1 47 1 03 29 8 5 2 
Kansas City, Kans. 33 19 9 4 1 1 Seattle. Wash 146 102 28 8 6 2 
Kansas City, Mo. 1 25 81 28 1 1  3 2 3 Spokane. Wash. 5 1  44 5 1 1 
lincoln, Nebr. 42 32 6 2 1 1 6 Tacoma, Wash . 62 44 1 6  1 1 
Minneapolis, Minn. 75 53 13 4 1 4 4 tt 
Omaha. Nebr. 9 8  5 8  26 4 3 7 8 TOTAL 1 1 ,5 1 2 7.462 2,620 742 3 1 5  370 
St .  Louis, Mo. 1 4 1  97 2 8  6 7 3 3 
St. Paul. Minn. 67 50 1 0  4 2 1 1 
Wichita, Kans. 56 39 1 0  3 3 5 

• Mortality data in this tabte are voluntarily reported from 121 cities in the United States. most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed- Fetal deaths are not 
included. 

•· P neumonia and influenza 
t Because of changes in reporting methods U1 these 4 Penns-ylvama cities. these numbers are partiat counts for the current week. Com­

plete counts will be available in 4 to 6 weeks_ 
tt Total includes unknown ages 

P&l"" 
Total 

49 
5 
6 
1 
4 
1 
4 
7 
5 
3 
5 
6 
2 

38 
5 
7 
1 

1 4  
4 
2 
1 
4 

47 
3 
2 

3 
4 
9 
5 
3 

9 
2 
7 

39 
4 
5 

1 0  
2 

3 
3 
2 

1 0  

1 07 

3 
1 
7 
5 

26 
2 
3 
7 
3 

1 2  
7 

1 4  
4 
6 
7 

563 
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TAB L E  V. Years of potential l ife lost, deaths, and death rates, by cause of death, and 

estimated number of physician contacts, by pri ncipal d iagnos is, U nited States 

Cause of 

morbidity or m orta l ity 

(Ninth Revision lCD,  1 9 7 5 )  

ALL CAUSES (TOTAL) 

Accidents and adverse effects 

(E800-E807, E8 1 0-E825,  

E826-E9491 

Malignant neoplasms 

( 1 40-2081 

Diseases of heart 1390-398. 

402,  404-4291 

S u ic ides. homicides 

(E950-E9781  

Cerebrova scular diseases 

(430-43 81 

C h ronic l iver disease 

and cirrhosis 15 7 1 1  

Pneumonia and influe nza5 

(480-48 71 

Chronic obstructive 

pulmonary diseases and 

a ll ied conditions 

(490-4961 

Dia betes mell itus 

(2501 

Prenata l care6 

Infant m o rtal ity6 

Years of potentia l  

l i fe  lost  before 

age 6 5 by persons 

dying in  1 9 8 1 1 

9 , 8 7 9 , 5 9 0  

2 , 5 8 7 , 1 40 

1 ,82 1 ,900 

1 ,6 2 1 . 2 9 0  

1 .403. 5 6 0  

2 7 5,000 

2 6 7 , 3 5 0  

1 2 3.420 

1 1 6 , 2 8 0  

1 0 5 , 9 6 0  

Estimated mortality 

December 1 9 8 2  

Annual 

N u m ber2 Rate/ 1 00.0003 

1 7 6 , 5 9 0  8 9 4.3 

7 ,940 40.2 

3 8 , 1 7 0 1 9 3.3 

6 7 , 3 8 0  3 4 1 .2 

4 , 5 6 0  2 3 . 1  

1 4, 1 00 7 1 .4 

2 ,4 1 0  1 2 . 2  

4,640 2 3 . 5  

5 , 2 7 0  2 6 . 7  

3 , 1 60 1 6 .0 

Estimated n u m ber  

of phys ic ian  contacts 

December 1 9 8 24 

84. 5 1 2.000 

4 . 2 3 8 .000 

1 . 5 3 7 .000 

4,9 24,000 

7 2 4.000 

1 0 7 .000 

1 , 1 0 1 ,000 

1 ,648.000 

2 , 2 1 2,000 

3,600 

2, 1 9 5 ,000 

1 1 .4 / 1 .000 l ive births 

1 Years of potential  l ife lost for persons between 1 year and 6 5  years old at the t ime of death are derived from the number 

of deaths in each age category as reported by the National Center for Health Statistics. Monthly Vital Statistics Report 
IMVS R ) ,  Vol.  30,  No.  1 3 , December 20,  1 9 8 2 ,  multipl ied by the difference between 65 years and the age at the mid­

point  of each category. As a measure of mortal ity, "Years of potential  l ife lost" underestimates the im portance of dis­

eases that contribute to death without being the underly ing cause of death.  
2 The n umber of deaths is estimated by C D C  hy mult iplying the estimated annual  m ortality rates (MVSR Vol .  3 2 .  No.  1 ,  

April 1 8 , 1 9 8 3 ,  pp. 8-9)  and the provisional U . S .  population in that month (MVSR Vol. 3 1 .  N o .  1 2 . March 1 4. 1 9 8 3 ,  p. 1 )  

and dividing by the days in the month as a proportion of the days in the year. 
3 Annual  m orta lity rates are estimated by N C H S  (MVSR Vol. 3 2 ,  No.  1 .  April 1 8 , 1 9 8 3 ,  pp. 8 - 9 ) ,  using the underlying 

cause of death from a systematic sample of 1 0% of death certificates received in  state vital statistics offices d u ring the 

month and the provisional  population of those states included in  the sample for that month. 
4 1MS America National Disease and Therapeutic Index INDTI) ,  Monthly Report, December 1 9 8 2 .  Section I l l .  This estimate 

com prises the n u m ber of office. hospital.  and nursing home visits and telephone cal ls prom pted by each medical condi­

tion based on a stratified random sample of office-based physic ians 12 . 1 00) who record a l l  private patient contacts for 2 

consecutive days each quarter. 
5 Data for " infectious diseases and their sequelae" as a cause of death and physician vis its comparable to other m u ltiple­

code categories (e.g. ,  "mal ignant neoplasms")  are not presently available. 

6 " Pren atal care" (NDTI)  and "Infant mortality" (MVSR Vol. 3 1 ,  No. 1 2 , March 1 4. 1 9 8 3 .  p . 1 ) are included in the table be­

cause "Years of potential l ife lost" does not reflect deaths of chi ldren < 1 year. 
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Epidemiologic No tes and Reports 

Nontubercu lous Mycobacterial  In fect i ons 
i n  Hem odialysis Pati ents - Louisian a ,  1 982 

May 1 3, 1 983 

Between April 1 6  and October 8,  1 98 2 ,  27 cases of nontuberculous mycobacteria l (NTM) 
infection were identified among 1 40 patients with end- stage rena l  d isease undergoing outpa­
tient h emodialysis therapy in two centers of a d ia lys is  corporation in Louisiana. The organism s 
iso lated from 24 of the se patients have been identified a s  Mycobacterium chelonei sub spe­
cies abscessus, w h ile that isolated from one patient has been identified as an  M. chelonei- l ike 
organism.  The isolates from the remaining two patients have not yet been speciated.  Sixteen 
patients were male .  Age ranged from 29 to 8 1  years (mean 58 years) . All 27 patients were di­
a lyzed for 4 hours a day, 3 times a week ;  21 at dia lys is  center A and 6 at dia lys is  center B .  
Attack rates were equal  in the two d ia lys is  centers, with an  overa l l  attack rate of 19%. 

A wide spectrum of i l lne s s  wa s seen.  Eig hteen patients had bacteremia, and four had local­
ized infection s - three with soft t issue a b scesses and one involving an  access  graft. F ive pa­
t ients had positive cultures from multiple s ites, inc lud ing blood, skin nodules, bone marrow, 
and hemodialysis grafts .  In  general, the cl in ical  syndrome a ssociated with isolated NTM bac­
teremia wa s c haracterized by vague con stitutional  symptoms and low-grade fever ; three pa­
tients were a symptomatic. Th i rteen patients with mu ltiple underlying medical problem s have 
since d ied ; the extent to wh ich  their deat h s  were due to their infection s  i s  unknown. 

A ca se-control study was undertaken to identify pos sible r isk factors for the development 
of NTM infection in hemodialysis patients .  Case and control patients were similar in  age, sex, 
and racial d i stribution.  Prel iminary results of the epidemiologic investigation d id not identify 
any one risk factor to account for the outbreak.  Type of acce ss  graft u sed and hospita l in 
which the graft was  in serted did not d iffer between cases and control s. Exposure to a given 
d ia lys is  station or a particu lar  type of d ialyzer (artificial kid ney) wa s not a s sociated with an in­
crea sed risk of infection. However, one factor common to a l l  patients and, therefore, not 
examined in the ca se-contro l study wa s exposure to processed d ialyzers. 

Before the investigation. a l l  d ialyzers u sed in both centers were processed routinely in di­
a lys is  center A before u se. The proces sing procedure included rin sing with water and d isin­
fecting with 2% aqueous formaldehyde for a minimum of 24 hours. Some, but not a l l ,  patients 
reu sed their d ialyzers one or more times. To standard ize procedures in the d ia lys is  center and 
to prevent the "new d ialyzer synd rome," the same procedure wa s u sed to process new dialy­
zers for single u se and previou sly u sed d ialyzers for reu se. Four of 1 0 patients positive for 
hepatit is B surface antigen, who did not reuse d ialyzers, were found to have NTM infections .  

Extens ive environmental sampl ing showed NTM in water sample s from mult iple s ite s in 
both dia lys is  centers,  including water used to rinse d ialyzers before the d i sinfection 
procedure, to prepare the 2% formaldehyde solution u sed in the d is infection proced ure, and 
to prepare dia lys is  f lu id s .  Wh ile a l l  the environmental isolates have not been speciated, both 
M. chelonei subspecie s  abscessus, and M. chelonei- l ike organism s, along with other NTM, 
were present in the water. In  addition, NTM (speciation pending) were present in the blood 
compartment (patient side) of five of 3 1  d ialyzers sampled after the routine d i sinfection 
proced ure.  The formaldehyde concentration in two of three culture-positive d ialyzers tested 
was less  than 2%, wh ich is the concentration routinely used for d i sinfection .  

Prel iminary laboratory studies indicate that, wh ile the patient i solate s of M. chelonei sub­
species abscessus te sted to date do not survive expo sure to 2% formaldehyde for 24 hours, 
the single M. che/onei- l ike organism recovered from one patient does survive such exposure. 
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No isolate s survived exposure to 4% formalde hyde for 24 hours.  
In both centers,  d ialyzer reuse was  d i scontinued and environmental control procedures, 

including d i sinfecting the water-treatment system s, were i nstituted. No new cases of NTM in­
fection have been identified in  34 patients who began dia lys i s after these intervention s .  
Reported b y  JW Brown Ill, T Cocke, M Marionneaux, Dept o f  Medicine, Louisiana S ta te University, Baton 

Rouge, LM McFarland, H Bradford, C Cara wa y, Louisiana Sta te Dept of Health and Human Resources; Re­

spiratory and Special Pa thogens Epidemiology Br. Respira tory and Special Pathogens Laboratory Br. Div 

of Bacterial Diseases, Div of Hepatitis and Viral Diseases, Center for Infectious Diseases, CDC. 

Editorial Not e : M. chelonei and M. chelonei- l ike organi s m s  are rapidly growing mycobacte­
ria freq uently found in soil and water ( 1 ) . Recently, their  ro le in  human i l lne s s  has  been recog­
n ized with increa sing frequency in  many different cl inical setting s .  M. che/onei has been 
reported to cau se absces ses,  cutaneous and lymphatic infections,  pulmonary infect ions,  po st­
operative wound infection s, prosthetic-valve endocardit is ,  thyroidit is ,  osteomyelit i s, arthriti s, 
and ocular i nfections, whi le M. chelonei- l ike organ i sms  have been a ssociated with peritonit is  
in  peritoneal dia lys is pat ients ( 2 ) .  Although these infection s are u sual ly local ized, d i s seminat­
ed d i sease has  been reported among immunocompromised patients and in at lea st one hemo­
dia lys is  patient (3 ) . Medical  treatment of such infection s is often difficu lt. part icularly for pa­
tients with d i s seminated d i sea se, becau se the organ i sms  are u sual ly re si stant to most 
antimicrobia l s .  

The source of NTM infection in th i s  outbreak wa s probably the water u sed in processing 
the d ialyzers. The design of the water treatment system in  th i s  center may have led to h igh 
concentration s of these orga n i sms in the water u sed to process the d ia lyzers, and incon si sten­
cies in  the subsequent d i sinfection procedures may have re sulted in incomplete eradication of 
NTM from the d ia lyzers. Patients may then h ave become infected when their blood circulated 
throug h processed dia lyzers conta in ing viable NTM. 

Wh ile a survey of reference laboratories has  not identified any other c lusters of NTM infec­
tions  in  hemodia lys is  patients, there is rea son for concern that such infections  may occur 
el sewhere. These organ i sms  are known to grow in potable water and, con sequently, may be 
found in  water u sed in  hemodialys i s  centers .  Furthermore, standard plate-count method s for 
monitoring water qual ity in  d ia lys is  centers may not detect th i s  type of contamination . In 
addition, previous studies have shown that, in  comparison with the g ram-negative species 
frequently found in water, NTM - especial ly M. chelonei- l i ke organ ism s - can be relatively 
re si stant to germicides (4 ) . Further stud ies to eva luate factors that may affect eradication of 
these orga n i sms  in d ialyzers are in progress .  

At  present. d ia lysi s center staffs shou ld  ensure that  protocol s for  d i sinfection of d ia lyzers 
be fol lowed rigorous ly, with particu lar  attention to concentrations of germicides and contact 
time u sed .  Phys ic ians and d ia lys is  center staffs should a l so be alert to the poss ib le exi stence 
of NTM infection in hemod ialys is  patients,  particularly becau se such infections  may result in  
min imal ,  non specific sym ptom s. Al l  hemodia lys is  patients with sig n s  or sym ptom s of 
infection, e specia l ly those with unexplained fever, s hould have appropiate culture s ta ken. Be­
cause growth of NTM from cl in ical specimens may not be evident before 1 4  days,  cultures 
s hould be held for at least this period before being reported as negative, and a l l  i so late s 
should be examined with sta ins  for acid-fa st organ i sms .  NTM infections among d ia lys is  pa­
tients should be reported to appropriate health departments to faci l itate further evaluation of 
the epidemiology of such infection s and to a ss i st in  the d evelopment of appropriate control 
mea sure s.  
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Current Trends 

Th i rd -Tri m ester Ind u ced Abortion - Georgi a ,  1 9 79 and 1 980 

During 1 9 7 9  and 1 9 80, third -trimester ind uced a bortion s• reported to Georg ia ' s  Depart­
ment of Human Re source s (DHR) accounted for 1 2 3 . 1 per 1 00,000 legal abortions (86 of 
69 ,8 7 6 ) .  Because of concern about th i s  reported number and the indication s for late 
abort ions,  the DHR undertook a medical  record review. 

The DHR reviewed medical record s and verif ied pregnancy outcomet for 7 8  (90.7%) of 
reported th ird-trimester induced abort ions .  Of the se 78 reports, three were for women who 
had true th ird -trimester induced abortion s.  Two of these were performed to term inate preg­
nancies involving anencephal ic fetu ses at 2 5  and 34 weeks '  ge station. The th ird woman had 

· an abortion at 26  weeks' ge station, but l i ttle information wa s avai lable from which to deter­
mine the rea son for the procedure. Of the 78 reported to have obta ined th i rd-trime ster in ­
duced abortion s, 5 8  (74.4%) were feta l death s in utero, whi le 1 5  ( 1 9 .2%) were fi rst- or 
second-trimester a bort ions ;  one wa s a dupl icative report, and one wa s not an  a bort ion.  Thus, 
the occurrence of true th ird -trimester- induced abortion wa s 4.3 per 1 00,000 legal abortion s 
(3 of 6 9 , 8 7 6) in stead of the reported 1 2 3 . 1 . 
Reported by JW Flynt, MD, M La voie, AK Schoenbucher, MD, Georgia State Dept of Human Resources; 

Program Evaluation Br, Div of Reproductive Health, Center for Health Promotion and Educa tion, CDC. 

Ed itorial Not e : Abortion s performed during the th ird trimester are regulated by Georgia 
state law, which requ ire s  that a physic ian f i le an induced-abortion report with the DHR within 
1 0 days of performing an abortion. 

It is not clear why women who had fetal death s in utero were m i sc lassified a s  h aving had 
induced abortions .  However, s ince a lmost a l l  these women had had labor induced to expel  a 
dead fetu s, many attending physic ians  may report these events a s  induced abortion s rather 
than as feta l deaths  in utero. M i scla ssif ication of f irst- and second-trimester abortion s  wa s 
a lmost entirely ( 1 4/ 1 5)  due to tran scription, cod ing, or keypunching errors. Of the 1 5  m i s­
cla ssif ied abortion reports, 1 2  represented women who had abortion s  at less  than 1 4  weeks'  
gestation. 

Underdetection of true th i rd-trimester induced abortion s wa s min imized by defining the 
th ird trimester a s  the period at 25 or more weeks '  gestation, a s  oppo sed to the D H R ' s  def in i­
tion of more than 2 7  weeks' gestation. In  addition to reviewing a l l  reported ind uced abortion s 

• A t h i rd -trimester ind uced a bort ion was defined as an a b o rt ion performed at 25 or m o re weeks' gesta­
t ion by physician estimate. 
t P reg nancy outcome was defined as f irst-, seco n d - ,  o r  t h i rd -tri mester abortion or feta l d eath i n  utero. 
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at 25 or more weeks' gestation by physician e stimate, the DHR attempted to find addit iona l  
case s  by reviewing reports of induced abortion s performed 2 5  or more weeks from the date 
of the l a st men strua l period when physic ians '  estimates were either less  than 25 weeks'  or 
unava ilable. During 1 9 7 9  and 1 9 80, the DHR record review found no true th ird -trimester in­
duced abortions among 1 43 such reports .  

E ight  th ird -trimester abortion s with  unconfirmed pregnancy outcomes were reported . 
C lassification of these a s  true th ird-trimester a bortion s  would increa se the rate of such abor­
tion s from 4 .3  to 1 5 . 7  per 1 00,000 abortion s. 

True th i rd -trimester induced abortion s a re rare in Georgia .  To decrease overreporting such 
abort ions,  the DHR i s  informing physic ian s  how to report induced pregnancy term inations  
more accurately. If s imi lar concern s ex ist in  other state s, CDC recom mend s period ic  verifica­
tion of reported data. 

Measl es - United States , Fi rst 1 3  Weeks , 1 983 

During the  first 1 3 weeks of  1 983 ,  458 measles case s  were reported in  the Un ited States. 
Th i s  i s  a 1 1  6% increa se from the 2 1 2  cases  reported duri ng the same period last year. Mea­
s les among college students accounted for 5 2 .6% (24 1 ) of this year' s measles ca ses.  In  week 
1 2 , ending March 26, 1 9 83 ,  1 1 1  mea sle s cases were reported.  This is the f irst t ime in  92 
weeks that more than 1 00 cases were reported in any one week. More than 98% of the na­
tion 's  3 , 1 3 8  counties reported no mea sle s during the 1 3  weeks of the f irst quarter. 

A provi sional total of 70 cases of imported measles was reported to CDC d uring the first 
1 3  weeks of 1 9 83,  an average of 5 .4 im portation s  per week. Beginning calendar year 1 9 83 ,  
C D C ' s  notifiable d i sea ses reporting system ch anged to  reflect both imported and  indigenou s 
meas les cases .  Im ported case s include out-of- state and international im portation s, p lus  cases 
in the f irst two generation s of spread .  
Reported b y  Div o f  Immunization, Center for Pre ven tion Svcs, CDC. 

Ed itorial Note : The increa se from 1 9 8 2  to 1 9 8 3  in mea sles cases during the first 1 3 weeks 
can be attri buted primari ly to outbreaks at the Un ivers ity of Indiana and the Un iversity of 
Houston .  Subtracting 1 9 8 3  col lege ca se s from the tota l leave s 2 1  7 ca ses, which compares 
favorably with 2 1  2 cases reported tor the first 1 3  weeks of 1 9 8 2 .  
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