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Current Trends 

Update: Influenza Activity — United States, 1993-94 Season 

From mid-November through December 1993, influenza activity in the United 

States increased. This report summarizes surveillance information regarding influ- 

enza activity in the United States from October 3, 1993, through January 1, 1994. 

As of January 1, 1994, influenza viruses had been reported in 46 states; four states 

had not documented the presence of influenza this season (Delaware, Mississippi, 

New Hampshire, and Rhode Island). Nearly all (99%) influenza isolates reported to 

CDC have been influenza type A; one influenza type B virus was isolated in New York. 

Of the 750 influenza type A viruses reported from the World Health Organization 

(WHO) collaborating laboratories, 409 were subtyped as type A(H3N2) and 16 as type 

A(H1N1); 325 were not subtyped. As of January 10, 208 influenza isolates had been 

received by the WHO Collaborating Center for Influenza at CDC for antigenic analysis. 
Of the 68 influenza type A(H3N2) virus isolates completely analyzed, all were antigeni- 

cally related to the A/Beijing/32/92(H3N2) strain included in the 1993-94 influenza 

vaccine. The ratio of specimens positive for influenza virus to total specimens submit- 

ted for respiratory virus testing increased from less than 0.01 in previous weeks to 

0.04 the week ending November 20 and to 0.18 the week ending December 25. 

Weekly reports by state and territorial epidemiologists also had indicated increas- 

ing levels of influenza-like illness (ILI). The number of states reporting sporadic* 

activity ranged from five to eight per week during October and from 17 to 20 per week 

during November. Regional activity associated with laboratory-confirmed influenza 

was first reported from Wyoming and Montana during the week ending November 13 

(17). However, no more than three states reported regional activity during any week 

until the week ending December 4, when regional activity was reported by six states 

and the District of Columbia. For the week ending December 18, the number of states 

reporting regional activity increased to 12. Widespread activity was first reported in 

Florida and Oregon for the week ending December 11. 

*Levels of activity are 1) sporadic—sporadically occurring ILI or culture-confirmed influenza, 
with no outbreaks detected; 2) regionalt—outbreaks of ILI or culture-confirmed influenza in 
counties having a combined population of less than 50% of the state’s total population; and 
3) widespread—outbreaks of ILI or culture-confirmed influenza in counties having a combined 
population of 50% or more of the state’s total population. 
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For the week ending January 1, 13 states reported sporadic activity, 18 reported 

regional activity, and 12 reported widespread activity (Figure 1). Most reported out- 

breaks of laboratory-confirmed influenza type A were in schools, but outbreaks also 

occurred in nursing homes and other facilities housing older adults. 

Of total deaths reported through CDC’s 121-city mortality surveillance system, the 

proportion of deaths associated with pneumonia and influenza exceeded the epidemic 

threshold‘ for 2 consecutive weeks beginning December 19. This is the first time this 

season that these proportions have been elevated for 2 consecutive weeks in addition 

to other indices of increased influenza activity; they indicate the occurrence of epi- 

demic influenza-associated mortality. 

Reported by: Participating state and territorial epidemiologists and state public health laboratory 

directors. World Health Organization collaborating laboratories. Sentinel Physicians Influenza 

Surveillance System of the American Academy of Family Physicians. Influenza Br and 

'The epidemic threshold is 1.645 standard deviations above the seasonal baseline calculated 
using 2 periodic regression model applied to observed percentages since 1983. This baseline 
was caiculated using a robust regression procedure. 

FIGURE 1. Influenza morbidity,* by state — United States, week ending January 1, 
1994 

Paes) 
No Activity Sporadic Regional Widespread 

*Levels of activity are 1) sporadic—sporadically occurring influenza-like illness (ILI) or culture- 
confirmed influenza, with no outbreaks detected; 2) regional—outbreaks of IL! or 
culture-confirmed influenza in counties having a combined population of less than 50% of the 
state’s total population; and 3) widespread—outbreaks of ILI or culture-confirmed influenza in 
counties having a combined population of 50% or more of the state’s total population. 
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Epidemiology Activity, Office of the Director, Div of Viral and Rickettsial Diseases, National 
Center for Infectious Diseases, CDC. 

Editorial Note: Although sharp increases in influenza activity were reported in some 

areas during December, national influenza activity is expected to continue increasing 

during January based on observations of other seasons in which influenza type 

A(H3N2) predominated. 

Compared with periods of predominant influenza type A(H1N1) or type B activity, 

influenza type A(H3N2) activity is associated with higher morbidity and mortality 

among the elderly. For example, approximately 80%-90% of influenza-related deaths 

occur among persons aged >64 years, and influenza A(H3N2) epidemics often are 

characterized by an increase in the proportion of deaths attributed to pneumonia and 

influenza (2). 

Although antigens contained in the 1993-94 influenza vaccine closely match circu- 

lating influenza viruses, the antiviral agents amantadine and rimantadine—which are 

effective against influenza A—should be considered as an adjunct to vaccination. Be- 

cause of differences in the pharmacokinetic properties of these two drugs, the dosage 

recommendations and the potential for adverse reactions vary with such factors as 

patient's age, presence of certain underlying health conditions, and the potential for 

adverse drug interactions. 

Influenza surveillance data are updated every other week throughout the influenza 

season, and summaries are available by computer to subscribers of the Public Health 

Network and to health-care providers and the public through the CDC Voice Informa- 

tion System at (404) 332-4555 or by facsimile at (404) 332-4565. 
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Current Trends 

Prevalence and Characteristics of Alcohol Consumption 
and Fetal Alcohol Syndrome Awareness — Alaska, 1991 and 1993 

Fetal alcohol syndrome (FAS) is a leading preventable cause of birth defects and 

mental retardation in the United States (7). To reduce alcohol exposure to the devel- 

oping fetus and to modify health-related behaviors, public health professionals and 

policy makers require effective methodologies to identify at-risk populations and de- 

velop strategies for preventing this problem. In Alaska, the prevalence of FAS is higher 

than the national average (2). Because of the need for information to assist in plan- 

ning prevention programs, identifying training needs for service providers, and 

monitoring changes in factors related to FAS in target populations, the Alaska Depart- 

ment of Health and Social Services (ADHSS), the Indian Health Service (IHS), and CDC 

have conducted surveys to measure relevant knowledge, attitudes, beliefs, and be- 

haviors (KABBs) in selected populations in Alaska. This report summarizes survey 

findings during 1991 and 1993 regarding the prevalence of alcohol consumption by 
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and characteristics of women of childbearing age in Alaska and FAS-related KABBs in 

Alaska residents. 

Alcohol Consumption Among Women of Childbearing Age 

The prevalence of alcohol consumption among women aged 18-44 years in Alaska 

and characteristics of women who report consumption were obtained through the 

1991 Behavioral Risk Factor Surveillance System (BRFSS), a random-digit-—dialed tele- 

phone survey in which rural areas are oversampled (3,4 ). Respondents were grouped 

into three alcohol-consumption categories: nondrinker (no alcohol use reported dur- 

ing the previous month); light drinker (30 or fewer drinks consumed during the 

previous month and fewer than five drinks on any occasion); and heavy drinker (more 

than 30 drinks consumed during the previous month or five or more drinks on at least 

one occasion). Weighted prevalence estimates, prevalence ratios (PRs), and 

95% confidence intervals (Cls) of drinking behavior were calculated for each alcohol- 

consumption category. 

Of 519 respondents, alcohol-consurnption patterns could be determined for 

511 (98%). An estimated 45% (95% Ci=38-51) were categorized as nondrinkers, 

38% (95% Cl=32-44) as light drinkers, and 17% (95% Cl=12-22) as heavy drinkers. In 

addition, 22% had at least a college degree, 26% were current smokers, and 88% were 

non-American Indian/Alaskan Native (Al/AN). 

Non-Al/AN women were more likely to report light drinking (41%) than AI/AN 

women (17%) (PR=2.4; 95% Cli=1.6-3.8). The prevalence of heavy drinking among 

non-Al/AN women (15%) was half that among AI/AN women (32%) (PR=0.5; 

95% Ci=0.2-0.9). 

Women who smoked were more likely to report heavy drinking (29%) than were 

nonsmokers (13%) (PR=2.2; 95% Cl=1.2-3.9); smoking status was not associated with 

light drinking. In addition, women with at least a college degree were less likely to 

report heavy drinking (6%) than were women with less education (20%) (PR=0.3; 

95% Ci=0.2-0.6). However, those with a college degree were more likely to report light 

drinking (53%) than were those with less education (34%) (PR=1.6; 95% Cl=1.1-2.2). 

Knowledge, Attitudes, Beliefs, and Behaviors About FAS Among Alaskan Adults 

In March 1993, random-digit dialing was used to identify 400 adults (aged 

>18 years) who were interviewed by telephone to determine KABBs related to FAS. Of 

the 400 respondents, 239 (60%) were women. Knowledge of FAS was defined as cor- 

rect answers to all seven true and false statements regarding FAS. False statements 

included “FAS is a disorder in adults caused by excessive drinking of alcohol,” “A 

baby or child with FAS is impaired physically but not mentally,” and “The effects of 

FAS lessen as the child gets older.” Respondents also were asked how likely they 

would be to intervene if a friend or family member were pregnant and drinking alcohol 

on a regular basis. 

Although most (365 [91%]) respondents had heard of FAS, only 164 (41%) met the 

criterion for being classified as knowledgeable about the syndrome. Of 117 respon- 

dents with a college degree, 71 (61%) were knowledgeable about FAS, compared with 

91 (32%) of 283 respondents with less education (PR=1.9; 95% Cl=1.5-2.4). In addition, 

of the 344 non-Al/AN respondents, 147 (43%) were knowledgeable, compared with 

15 (27%) of 56 Al/ANs (PR=1.6; 95% Cl=1.0-2.5). 
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The proportion of respondents classified as knowledgeable was higher among re- 

spondents who reported they were likely to discuss with a pregnant friend or relative 

who consumed alcohol the harmful effects of alcohol on the developing fetus 

(42%) than among those who indicated they would be unlikely to discuss the issue 

(14%) (PR=3.1; 95% Cl=1.1-8.9). The percentage of adults who were knowledgeable 

about FAS did not vary significantly by sex, marital status, age, or the number of chil- 

dren in the household. 

Reported by: D Ingle, P Owen, Alaska Div of Public Health, L Jones, S Perry, S Cassidy, Alaska 
Div of Alcoholism and Drug Abuse, JP Middaugh, MD, State Epidemiologist, Alaska Dept of 

Health and Social Svcs. Behavioral Risk Factor Surveillance Br, Office of Surveillance and 
Analysis, National Center for Chronic Disease Prevention and Health Promotion; Developmental 

Disabilities Br, Div of Birth Defects and Developmental Disabilities, National Center for Environ- 

mental Health, CDC. 

Editorial Note: Among the 48 states participating in the 1991 BRFSS, Alaska ranks in 

the top quartile for heavy alcohol consumption. Based on 1990 census data for Alaska 

(5), the findings in this report indicate that in 1991, approximately 21,600 women aged 

18-44 years in Alaska were heavy drinkers, some of whom, if they became pregnant 

and continued to drink, would be at risk for delivering an alcohol-affected infant. Such 

women should be identified and counseled through the health-care and social serv- 

ices system before they become pregnant. In addition, based on these findings, 

health-care and social service workers should ascertain the smoking status and edu- 

cational levels of women as a means for identifying and targeting subgroups at risk for 

heavy drinking. 

Knowledge of FAS may influence the drinking behavior of a woman during preg- 

nancy and may increase the likelihood that a person will discuss with a pregnant 

friend or relative the harmful effects of drinking. However, the results of the KABBs 

survey indicate that less than half of adults in Alaska had knowledge about FAS. Be- 

cause a high proportion of women of childbearing age in Alaska consume alcohol, 

public awareness campaigns to prevent FAS in Alaska should emphasize the dangers 

of drinking during pregnancy and the need to stop drinking before becoming preg- 

nant. 

Because persons without a post-high school education were the least knowledge- 

able about FAS and were characterized by a higher prevalence of heavy drinking, 

education programs about the dangers of drinking during pregnancy are indicated for 

school-aged children. The positive association between alcohol consumption and 

smoking indicates that FAS should be addressed within the context of a comprehen- 

sive health education program. 

The findings in this report indicate that Al/AN women were more likely to report 

heavy drinking and to be less knowledgeable about FAS than non-Al/AN women. 

These findings are consistent with previous studies that documented high rates of 

FAS among Al/AN women (2,6 ). The consideration of race as a potential risk factor for 

FAS may assist in the identification of cultural factors that may be associated with 

drinking behavior and in the targeting of prevention efforts. 

The findings in this report are subject to at least three limitations. First, because 

these data depend on self-reported alcohol use, the prevalence of alcohol consump- 

tion may be underestimated for some groups. Second, because both surveys were 

conducted by telephone and 28% of Alaska’s rural population does not have tele- 

phones (7), the BRFSS and KABBs prevalence estimates may not be generalizable to 
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all persons residing in Alaska. Third, alcohol consumption during the previous month 

may not be representative of usual drinking patterns. 

The general population FAS-awareness survey and the BRFSS results are being 

used in Alaska to target future education campaigns on FAS and the harmful effects of 

drinking on the developing fetus to subgroups of the population at greatest risk for 

drinking. ADHSS, CDC, and IHS are conducting other KABBs surveys among health- 

care and social services providers statewide to assess the extent to which the at-risk 

population is being counseled and to identify potential training needs for providers. 
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International Notes 

National Immunization Days 
and Status of Poliomyelitis Eradication — Philippines, 1993 

The Western Pacific Regional Committee of the World Health Organization (WHO) 

resolved in 1988 to eradicate poliomyelitis in the region by 1995. Despite intensified 

surveillance for acute flaccid paralysis (AFP), reported cases of poliomyelitis de- 

creased from 5485 in 1989 to 1909 in 1992. Of the five countries in the region that 

continue to report endemic poliomyelitis (Cambodia, People’s Republic of China, Laos, 

Republic of the Philippines, and Vietnam), reported incidence is lowest in Philippines, 

which also was the first country in the region to undertake national immunization days 

(NIDs) with oral poliovirus vaccine (OPV); in addition, other vaccines were adminis- 

tered at vaccination posts by trained health workers. This report assesses the impact 

of Philippines’ first NID, which was initiated as part of its poliomyelitis eradication 

efforts, and summarizes progress toward eradication of poliomyelitis in Philippines. 

In 1992, Philippines achieved vaccination coverage of 92% with three doses of OPV 

by age 1 year by routine vaccination delivery. Eight of the 47 reported AFP cases in 

Philippines that year were classified as confirmed poliomyelitis based on standard 

WHO criteria (7 )—three based on isolation of wild virus, four based on residual pa- 

ralysis at 60 days, and one because of loss to follow-up. 
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To accelerate the eradication of poliomyelitis, the official commitment to conduct 

NIDs annually during a 3-year period was made on March 3, 1993, by the President of 

Philippines. Following intensive planning efforts that focused on technical and logisti- 

cal issues, social mobilization, and recruitment of volunteers, Philippines’ NiID—the 

first NID in Asia—was conducted on April 21; a second round of vaccinations was 

conducted on May 19. An estimated 400,000 volunteers and 15,000 Philippines Depart- 

ment of Health staff worked at approximately 64,000 vaccination posts. All children 

aged 0-59 months were targeted to receive one dose of OPV in each of two rounds; an 

estimated 9.2 million children were vaccinated in each round. Each child aged 12-59 

months also was targeted to receive 200,000 international units (IU) of vitamin A. In 

addition, approximately one third of vaccination posts administered additional vac- 

cines recommended by WHO's Expanded Program on Immunization (EPI) to eligible 

persons based on review of their vaccination records; these vaccines included mea- 

sles vaccine, bacille Calmette-Guérin vaccine, and diphtheria and tetanus toxoids and 

pertussis vaccine for young children and tetanus toxoid for women aged 15-44 years. 

To estimate vaccine coverage achieved during the NIDs, standard 30-cluster EPI 

coverage surveys were conducted in June 1993 in one randomly selected province in 

each of Philippines’ 15 regions. A total of 3123 children aged <5 years were evaluated. 

Estimated OPV coverage was 89.6% (95% confidence interval [Cl]=88.9%-90.0%) for 

round one and 90.9% (95% Cl=89.8%-92.0%) for round two. In traditionally hard-to- 

reach areas with ongoing civil strife, estimated OPV coverage was 83%. For injectable 

vaccines, coverage was substantially lower: 21% of targeted children received mea- 

sles vaccine, and 39% of mothers received tetanus toxoid. Seventy-five percent of 

children aged 12-59 months received 200,000 IU of vitamin A during the second 

round. 

This nationwide effort r. ‘eived resources and other assistance from government 

and nongovernment agencies, including Rotary International, which supplied approxi- 

mately half of the OPV. Assistance also was provided by professional societies, other 

civic organizations, churches, schools and universities, and private business firms. An 

extensive media campaign featured popular television and radio entertainers, and pri- 

vate amateur radio groups facilitated logistics and communications in remote areas. 

Similar preparations are under way for the 1994 NIDs on February 16 and March 16. 

Reported by: M Costales, MD, A Benegas, MD, J Ducusin, MD, C Lucman, MD, P Ubial, MD, 

L Agripa, Maternal and Child Health Svc, Philippines Dept of Health, Manila. Expanded Program 

on Immunization Unit, Western Pacific Regional Office, World Health Organization, Manila, 

Philippines. Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases; Polio 

Eradication Activity, National Immunization Program, CDC. 

Editorial Note: NIDs in which OPV is administered during two rounds to all young 

children, regardless of previous vaccination history, are now an integral component of 

strategies recommended by WHO to achieve global eradication of poliovirus trans- 

mission by the year 2000. This is one of two approaches that supplement routine 

vaccination with four doses of OPV (at birth and at ages 6 weeks, 10 weeks, and 

14 weeks). The second approach is to conduct house-to-house, two-dose supplemen- 

tal vaccination of those children living in areas considered at high risk for poliovirus 

transmission. In addition to an effective surveillance system for investigation and re- 

porting of AFP, this combination of routine and supplemental vaccination strategies 

has been instrumental! in eradicating poliomyelitis from the Western Hemisphere, 

(Continued on page 13) 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending January 8, 
1994, with historical data — United States 

DISEASE DECREASE INCREASE CASES CURRENT 
4 WEEKS 

Aseptic Meningitis 454 

Encephalitis, Primary 35 

Hepatitis A 

Hepatitis B 

Hepatitis, Non-A, Non-B 

Hepatitis, Unspecified 

Legionellosis 

Malaria 

Measles, Total 

Meningococcal Infections 

Mumps 

Pertussis 

Rabies, Anima 

Rubella 

*The large apparent decrease in reported cases of measles (total) reflects dramatic fluctuations 

in the historical baseline. (Ratio (log scale) for week one is 0.00335). 

"Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 

subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 

based on the mean and two standard deviations of these 4-week totals. 

TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending January 8, 1994 (1st Week) 

Cum. 1994 Cum. 1994 

AIDS* - Measles: imported 
Anthrax indigenous 
Botulism: Foodborne Plague 

infant Poliomyelitis, Paralytic® 

Other - Psittacosis 
Brucellosis Rabies, human 
Cholera - Syphilis, primary & secondary 
Congenital rubella syndrome Syphilis, congenital, age < 1 year 
Diphtheria Tetanus 
Encephalitis, post-infectious Toxic shock syndrome 

Gonorrhea / Trichinosis 
Haemophilus influenzae (invasive disease)’ Tuberculosis 
Hansen Disease - Tularemia 
Leptospirosis Typhoid fever 
Lyme Disease Typhus fever, tickborne (RMSF) 

*Updated monthly; last update December 31, 1993. 
'Of 4 cases of known age, 1 (25%) was reported in a child less than 5 years of age. 
5Two (2) cases of suspected poliomyelitis were reported in 1993; 4 of the 5 suspected cases with onset in 1992 were confirmed; 
the confirmed cases were vaccine associated. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending January 8, 1994, and January 9, 1993 (1st Week) 
Aseptic Encephalitis Hepatitis (Viral), by type Menin- : Post-in- Gonorrhea Unspeci-| “egionel-] Lyme Reporting Area gitis | Primary fectious A B | NANB fied losis Disease Cum Cum. Cum. Cum Cum Cum.| Cum Cum. Cum. Cum. 1994 1994 1994 1994 1993 1994 1994} 1994 1994 1994 1994 JNITED STATES - 46 3 1 4,654 6,600 106 116 82 1 9 8 NEW ENGLAND 1 117 141 5 7 3 2 7 

MID. ATLANTIC 

Jpstate N.Y. 

N.Y. City 
N.J. 

>a 

=.N. CENTRAL 

mer. Samoa . ° 1 
-N.MA 

: Not notifiable U: Unavailable C.N.M.1.: Commonwealth of Northern Mariana Islands Updated monthly; last update December 31, 1993. 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
January 8, 1994, and January 9, 1993 (1st Week) 

Measles (Rubeola) Menin- 
gococcal M Pertussi Rubell: 8 ing Aree indigenous imported* Infections; — — — 

Cum. Cum Cum. Cum. Cum.| Cum Cum. | Cum. 
1994 | 1994 1994 | 1994 1994 1994 | 1994 1994 | 1994} 1993 | 994} i994 | 1993 

UNITED STATES = 4 4 39 39 48 1 2 
NEW ENGLAND aye 5 ; 7 

2 

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

E.N. CENTRAL 

W.N. CENTRAL 
Minn. 

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 

Hawaii 

Amer. Samoa - - - 
C.N.M.1 1 3 3 

“For measies only, imported cases include both out-of-state and international importations. 

N: Not notifiable U: Unavailable t International Out-of-state 
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TABLE li. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
January 8, 1994, and January 9, 1993 (1st Week) 

= Toxie- Typhus Fever 
Syphilis Lam Tula- | Typhoid “tee Rabi 

(Primary & Secondary} Shock Tuberculosis a om (Tick-borne) ran | Reporting Area Syndrome remia ever (RMSF) Animal 

Cum. Cum. Cum Cum Cum Cum Cum Cum Cum 
1994 1993 1994 1994 1993 1994 1994 1994 1994 

UNITED STATES 319 440 2 81 260 2 

NEW ENGLAND 4 16 2 
Maine 
N. 

2 1 

1 

1 

14 

1 

MID. ATLANTIC 5 43 

Upstate N.Y. ° ; 
43 

W.S. CENTRAL 
Ark 

La 
Okla 
Tex 

MOUNTAIN 

Amer. Samoa 
C.N.M.1. 

U: Unavailable 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
January 8, 1994 (1st Week) 

All Causes, By Age (Years) Pai’ 
Reporting Area All 

Ages 
265 |4s-c4| 2544] 1-24 | <1 

All Causes, By Age (Years) 

Total}| Reporting Area | <1 

NEW ENGLAND 
Boston, Mass 

Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 

Lowell, Mass 

Lynn, Mass 
New Bedford, Mass 
New Haven, Conn 

Providence, R.! 

Somerville, Mass 

Springfield, Mass 

Waterbury 
Worcester, Mass 

MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 

Buffalo, NLY. 
Camden, N.J 

Elizabeth, N.J 
Erie, Pa.§ 
Jersey City, N.J 
New York City, N.Y. 1,7 

Newark, N.J 

Paterson, N.J 

Philadelphia, Pa 

Pittsburgh, Pa.§ 

Reading, Pa 
Rochester, N.Y 

Schenectady, N.Y 

Scranton, Pa.$ 
Syracuse, N_Y. 

Trenton, N.J 

Utica, NY. 
Yonkers, N.Y. 

an c& 
@eauwuw 

- 

Conn 

re] 

- Ny o - 
Cwoned OON—-8-2W 

=o 
e2N2Oa=> 

anc 

nN 

E.N. CENTRAL 
Akron, Ohio 

Ohic 

>, 

Cincinnati, Ohio 

Cleveland, Ohio 

Columbus, Ohio 
Dayton, Ohio 

Detroit, Mich 

Evansville, ind 

Fort Wayne, Ind 
Gary, Ind 

Grand Rapids, Mich 

Indianapolis, ind 

Madison, Wis 

Milwaukee, Wis 
Peoria, Ii 

Rockford, I! 

South Bend, ind 

Toledo, Ohio 
Youngstown 

W.N. CENTRAL 

Des Moines, lowa 
Duluth, Minn 

Kansas City, Kans 

Kansas City, Mo 

uncom 

Min 
Omaha, Nebr 

Ohio 

" lebr 
eapolis, Minr 

o a Ny S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md. 
Charlotte, N.C. 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla. 
Tampa, Fla 
Washington, D.C 
Wilmington, Del. 

E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky. 
Memphis, Tenn 
Mobile, Ala. 
Montgomery, Ala 
Nashville, Tenn 

W.S. CENTRAL 
Austin, Tex 

Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 
El Paso, Tex. 
Ft. Worth, Tex 

Houston, Tex 
Little Rock, Ark 

New Orleans, La. 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla. 

MOUNTAIN 

Albuquerque, N.M 
Colo. Springs, Colo 
Denver, Colo. 
Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz 

Pueblo, Colo 
Salt Lake City, Utah 
Tucson, Ariz 

PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Or 
Sacramento, Calif 
San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif 
Santa Cruz, Calif. 
Seattle, Wash 
Spokane, Wash. 
Tacoma, Wash. 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 a 
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included 

'Pneumonia and influenza 

deatl 

‘Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Completi 
»unts will be available in 4 to 6 weeks 

‘Total includes unknown ages 
U Ur available 
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where the last case of poliomyelitis resulting from wild poliovirus was confirmed in a 

2-year-old child in Peru in August 1991. 

Of the five countries in the Western Pacific Region with endemic poliomyelitis, four 

(China, Laos, Philippines, and Vietnam) have adopted the strategy of NIDs. The suc- 

cesses in Philippines and China (2) reflect the high levels of political support 

engendered during the extensive planning for and conduct of the NIDs and the 

multisectoral involvement of public and private partnerships formed in countries in 

this region. 

References 
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Health Objectives for the Nation 

Public Health Core Functions — Alabama, Maryland, 
Mississippi, New Jersey, South Carolina, and Wisconsin, 1993 

The three core functions of public health are assessment, policy development, and 

assurance (1,2). Within these core functions, CDC has identified 10 basic public health 

practices that are integral to the operation of state and local health agencies (Table 1) 

(3). As a part of assessing the core functions of public health, public health officials at 

local health departments in six states (Alabama, Maryland, Mississippi, New Jersey, 

South Carolina, and Wisconsin) were surveyed in 1993 by the state local liaison affili- 

ates of the Association of State and Territorial Local Health Liaison Officials, the 

School of Public Health at the University of North Carolina at Chapel Hill, and CDC. 

This report summarizes the findings from this survey. 

The questionnaire included 26 questions about the three core functions of public 

health; these questions were derived from previous surveys (4). Respondents were 

asked to 1) evaluate whether each of the 10 public health practices existed in their 

jurisdiction and 2) assess the adequacy of the performance of the practice by the 

entire community. A total of 395 jurisdictions was surveyed, with respondents being 

either the local health department director or the district health officer. The office of 

the state local liaison affiliates received and analyzed completed questionnaires. 

Overall, completed surveys were received from 370 (94%) of the 395 jurisdictions 

surveyed. Of these 370, 313 (85%) served areas with populations of less than 100,000; 

those jurisdictions accounted for 39% of the population for all six states. The survey 

represented approximately 11% of the U.S. population and 12% of all U.S. local health 

departments. 

For all respondents, the mean percentage score for performance by the community 

was 56%. For the presence of the three core functions, the mean percentage scores 

were 46% for assessment, 53% for policy development, and 68% for assurance. The 
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mean percentage scores for the presence of the 10 specific practices ranged from 

38% for planning to 91% for informing and educating (Table 1). 

The mean percentage score for the perceived adequacy of performance by the 

community was 32%. For the adequacy of the three core functions, the mean percent- 

age scores were 27% for assessment, 29% for policy development, and 40% for 

assurance. The mean percentage score for the adequacy of the 10 basic public health 

practices ranged from 19% for assessing to 51% for informing and educating (Table 1). 

Reported by: C Barganier, DrPH, Alabama Dept of Public Health. C Devadason, MD, Maryland 

State Dept of Health and Menta! Hygiene. R Caperton, Mississippi State Dept of Health 

D McDonough, MPH, AD Miller, MD, New Jersey State Dept of Health. FH Young, Jr, MD, South 

Carolina Dept of Health and Environmental Control. L Gilbertson, MS, Wisconsin Dept of Health 

and Social Svcs. CA Miller, MD, KS Moore, School of Public Health, Univ of North Carolina at 

Chapel Hill. Association of State and Territorial Local Health Liaison Officials. Div of Public 

Health Systems, Public Health Practice Program Office, CDC. 

Editorial Note: An assessment by the Institute of Medicine in 1988 highlighted the 

need to improve essential public health functions in the United States (7). In 1989, a 

survey of state health officers documented a wide range in the presence of the three 

core functions at the state level: the function of assessment was being performed in 
82% of states; policy development, in 72%; and assurance, in 56% (5). Although the 

findings in this report contrast with previous findings, they extend understanding of 

the presence and adequacy of core public health functions to the local level. 

The results of this survey are subject to at least two limitations: 1) because this 

survey was designed as a pilot, the findings cannot be generalized; and 2) the diversity 

TABLE 1. Mean summary scores for the percentage performance of a public health 
practice in a community and the percentage perceived adequacy of performance of 
the practice — Alabama, Maryland, Mississippi, New Jersey, South Carolina, and 
Wisconsin, 1993* 

Perceived adequacy 

Function and practice Performance of performance 

Assessment 46% 27% 
Assess the health needs 19% 
Investigate the occurrence of health 
effects and health hazards 

Analyze the determinants of identified 

health needs 41% 

Policy development 29% 
Advocate for public health, build 
constituencies, and identify resources 38% 

Set priorities among health needs 26% 
Develop plans and policies to address 

priority health needs 21% 

Assurance 40% 
Manage resources and develop 
organizational structures 49% 

Implement programs 37% 
Evaluate programs and provide quality 
assurance 22% 

Inform and educate 51% 

*Of 395 jurisdictions surveyed, 370 (94%) local health department directors or district health 
officers completed surveys. 
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in the organization and activities of the different public health agencies restrict the 

comparability of the findings. Despite these limitations, refinement of this approach 

will assist in monitoring efforts to achieve the national health objective to “increase to 

at least 90 percent the proportion of people who are served by a local health 

department that is effectively carrying out the core functions of public health” (objec- 

tive 8.14) (2). 
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Current Trends 

Adult Blood Lead Epidemiology and Surveillance — 
United States, Third Quarter, 1993 

CDC's National Institute for Occupational Safety and Health (NIOSH) Adult Blood 

Lead Epidemiology and Surveillance (ABLES) program monitors elevated blood lead 

levels (BLLs) in adults in the United States. Laboratories report results of testing for 

BLLs to state-based lead surveillance programs, and results are compiled each quarter 

by NIOSH (7 ). Twenty states currently report results to NIOSH (Table 1). Ten additional 

states (Colorado, Florida, Georgia, Maine, Minnesota, Mississippi, Nebraska, New 

Mexico, North Carolina, and Oklahoma) are developing the capacity to systematically 

collect and/or report elevated BLL data (Figure 1). Programs in 30 states now have or 

are implementing 1) regulations specifying a reportable BLL in adults; 2) requirements 

that laboratories report elevated BLLs to appropriate state agencies; 3) protocols for 

investigating reported cases; and 4) mechanisms for linking case reports with follow- 

up activities (e.g., educational efforts and epidemiologic field investigations). 

Reports based on data from ABLES have not included analysis of trends because of 

the incremental development of the surveillance system (i.e., yearly addition of par- 

ticipating states) and the availability of complete data for only 1 year (1992). However, 

the availability of data for 1993 will enable analysis of trends for a 2-year period (1992- 

1993). 

Reported by: NH Chowdhury, MPH, Alabama Dept of Public Health. C Fowler, MS, Arizona Dept 

of Health Svcs. FJ Mycroft, PhD, Occupational Health Br, California Dept of Health Svcs. 

BC Jung, MPH, Connecticut Dept of Public Health and Addiction Svcs. M Lehnherr, Occupational 

Disease Registry, Div of Epidemiologic Studies, Illinois Dept of Public Health. R Gergely, lowa 

Dept of Public Health. E Keyvan-Larijani, MD, Lead Poisoning Prevention Program, Maryland 

Dept of the Environment. R Rabin, MSPH, Div of Occupational Hygiene, Massachusetts Dept of 

Labor and Industries. A Carr, MBA, Bur of Child and Family Svcs, Michigan Dept of Public Health. 
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TABLE 1. Reports of elevated blood lead levels (BLLs) in adults — 20 states,* third 
quarter, 1993 

Reported BLL Third quarter, 1993 Cumulative Cumulative 
(ug/dL) No. reports No. persons* reports, 19935 reports, 19921 

25-39 3,848 2,358 11,261 9,377 
40-49 1,256 706 3,163 2,257 
50-59 369 222 788 615 

260 171 91 411 324 

Total 5,644 3,377 15,623 12,573 

* Alabama, Arizona, California, Connecticut, Illinois, lowa, Maryland, Massachusetts, Michigan, 
New Hampshire, New Jersey, New York, Oregon, Pennsylvania, South Carolina, Texas, Utah, 
Vermont, Washington, and Wisconsin. 

"individual reports are based on the highest reported BLL for the person during the given 
quarter. 

5Data for first quarter 1993 reported from 17 states (Alabama, Connecticut, Illinois, lowa, 
Maryland, Massachusetts, Michigan, New Hampshire, New Jersey, New York, Oregon, Penn- 
sylvania, South Carolina, Texas, Utah, Vermont, and Wisconsin). Second quarter 1993 reports 
are from the 20 states previously described. 

iCumulative totals for 1992 reflect first-, second-, and third-quarter data from 17 states (Ala- 
bama, California, Coloraco, Connecticut, Illinois, lowa, Maryland, Massachusetts, Michigan, 
New Hampshire, New Jersey, New York, Oregon, South Carolina, Texas, Utah, and Wisconsin). 

FIGURE 1. States participating in Adult Blood Lead Epidemiology and Surveillance 
— United States, December 1993 

WH Current Participant* 

[| Developing Participant’ 
Nonparticipant 

*Reporting blood lead level (BLL) data to CDC’s National Institute for Occupational Safety and 
Health. 

'Developing capacity to systematically collect and/or report BLL data. 
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D Solet, PhD, Div of Public Health Svcs, New Hampshire State Dept of Health and Human Svcs. 

B Gerwel, MD, Occupational Disease Prevention Project, New Jersey State Dept of Health. 

R Stone, PhD, New York Dept of Health. M Barnett, MS, State Health Div, Oregon Dept of Human 

Resources. J Gostin, MS, Occupational Health Program, Div of Environmental Health, Pennsyl- 

vania Dept of Health. R Marino, MD, Div of Health Hazard Evaluations, South Carolina Dept of 

Health and Environmental Control. DM Perrotta, PhD, Environmental Epidemiologist, Texas Dept 

of Health. D Beaudoin, MD, Bur of Epidemiology, Utah Dept of Health. L Toof, Div of Epidemiol- 

ogy and Health Promotion, Vermont Dept of Health. J Kaufman, MD, Washington State Dept of 

Labor and Industries. D Higgins, Wisconsin Dept of Health and Social Svcs. Div of Surveillance, 
Hazard Evaluations, and Field Studies, National Institute for Occupational Safety and Health, 

CDC. 
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Notice to Readers 

Performance Evaluation Program for Mycobacterium tuberculosis 
Drug-Susceptibility Testing Process 

As part of the continuing initiative for assessing the quality and effectiveness of 

laboratory testing systems to support public health objectives and disease surveil- 

lance, prevention, and treatment programs, CDC is conducting a performance 

evaluation program to assess the drug-susceptibility testing process of laboratories 

for multidrug-resistant strains of Mycobacterium tuberculosis. Participation in the pro 

gram, which is not designed to satisfy regulatory requirements, is voluntary and free 

of charge. Anonymity of individual laboratory contributions to the program is main- 

tained. 

Program participants will perform periodic drug-susceptibility testing on perform- 

ance evaluation panels (Lowenstein-Jensen slants) in the same manner by which they 

evaluate patient isolates. Panels consist of strains of M. tuberculosis exhibiting pat- 

terns of resistance to the primary antituberculosis drugs (e.g., isoniazid, rifampin, 

pyrazinamide, ethambutol, and streptomycin). Only laboratories following Biosafety 

Level 3 practices are eligible to participate (Biosafety Level 2 facilities with Level 3 con- 

tainment equipment are acceptable). Participant laboratories should follow guidelines 

described in the Biosafety in Microbiological and Biomedical Laboratories (1), 

1993 edition 

Participants in the program should benefit by 1) analyzing referenced cultures that 

closely resemble the cultures they may encounter in routine clinical testing; 2) com- 

paring results and methods reported by other participant laboratories for commonly 

analyzed cultures; 3) comparing quality-control results and procedures; 4) having a 

mechanism for performing self-assessment of individual performance; and 5) detect- 

ing problems with instrumentation and reagents. 

Additional information is available from the Division of Laboratory Systems, Public 

Health Practice Program Office, CDC, 4770 Buford Highway, NE, Building 102, Mailstop 

G-23, Atlanta, GA 30341; telephone (404) 488-7685; fax (404) 488-7693. 
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Reference 

1. CDC/National Institutes of Health. Biosafety in microbiological and biomedical laboratories. 

3rd ed. Atlanta: US Department of Health and Human Services, Public Health Service, CDC/ 

National Institutes of Health, 1993; DHHS publication no. (CDC)93-8395. 

Notice to Readers 

Third National Symposium on Biosafety 

CDC, the American Biological Safety Association, and the American Industrial Hy- 

giene Association will cosponsor the Third National Symposium on Biosafety, 

“Application of Biosafety Principles to Various Worksites,” in Atlanta February 27- 

March 2, 1994. The symposium will address the fundamental principles and practices 

of biosafety, containment concepts, and engineering design developed for biomedical 

and microbiologic laboratories and health-care settings. Workshops will focus these 

principles on specific worksites (e.g., hospitals, physician/dental offices, biotechnol- 

ogy facilities, agricultural facilities, and public safety arenas) with a potential for 

occupational transmission of infectious diseases. 

Registration information is available from the Professional and Scientific Associ- 

ates, Inc., 2635 Century Parkway, Suite 990, Atlanta, GA 30345-3112; telephone (800) 

772-8232. 

Erratum: Vol. 42, Nos. 51 & 52 

In the article “Vaccination Coverage of 2-Year-Old Children—United States, 1991- 

1992," on page 986, the first two sentences of the second paragraph should read “In 

1992, 71%-72% of children in need of at least one of the recommended vaccines were 

at or above the poverty level (Table 2). Among children in need of at !east one of the 

recommended vaccines, 72%-75% were white.” In addition, in Table 1, the + symbol 

should appear in front of each 95% confidence interval variable. 

Erratum: Vol. 42, No. 14 

In the article “Update: Multistate Outbreak of Escherichia coli 0157:H7 Infections 

from Hamburgers—Western United States, 1992-1993,” on page 262, the last sen- 

tence of the second to last paragraph incorrectly states the internal temperature for 

cooked hamburgers as “155 F (86.1 C)”; the correct Centigrade temperature is 68 C 

(the Fahrenheit temperature is correct as published). 
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