
provided to achieve progress in the polio eradication initiative in EUR has been pro-

vided by an international coalition consisting of WHO; United Nations Children’s Fund

(UNICEF); and other partner agencies including Rotary International, US Agency for

International Development, CDC, and the governments of Canada, Denmark, France,

Germany, Italy, Japan, Luxembourg, the Netherlands, Norway, Switzerland, and the

United Kingdom and the European Commission Humanitarian Office.
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Poliomyelitis Eradication — Continued

Adult Blood Lead Epidemiology and Surveillance — 
United States, Second Quarter, 1997

ABLES — ContinuedCDC’s National Institute for Occupational Safety and Health (NIOSH) Adult Blood

Lead Epidemiology and Surveillance (ABLES) program monitors laboratory-reported

elevated blood lead levels (BLLs) among adults in the United States. During 1997, a

total of 27 states reported surveillance data to ABLES.* In this report, ABLES data for

the first and second quarters of 1997 are presented and compared with the first and

second quarters of 1996. 

During April–June 1996 and 1997, reports of BLLs ≥25 µg/dL by the same 27 states

increased by 5%, from 5867 to 6157, respectively (1 ).† This quarterly increase follows

an increase of 13% during the first quarter of 1997 (2 ). The combined increase for the

first two quarters of 1997 is 9% (Table 1); in comparison, the long-term trend had been

decreasing during 1993–1996 (2–4 ) as had the overall number of reported BLLs

≥25 µg/dL among adults in the United States (5 ).

*Alabama, Arizona, California, Connecticut, Iowa, Maine, Maryland, Massachusetts, Michigan,
Minnesota, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Okla-
homa, Oregon, Pennsylvania, Rhode Island, South Carolina, Texas, Utah, Vermont, Washing-
ton, Wisconsin, and Wyoming. 

†To compare the number of reports for a constant roster of 27 states in 1997 and 1996, first
and second quarters 1997 data for New Mexico, Rhode Island, and Wyoming were added to
the previously reported totals for the first and second quarter of 1996, and first and second
quarters 1996 data for Illinois (which discontinued reporting at the end of 1996) were subtracted
from the previously reported totals for the first and second quarters of 1996 (1 ). Adjustments
were made to compare 28 states in the first quarter report for 1997 (2 ), but a roster of 27 states
has been adopted for the remainder of 1997.
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Reported by: JP Lofgren, MD, Alabama Dept of Public Health. K Schaller, Arizona Dept of Health
Svcs. S Payne, MA, Occupational Lead Poisoning Prevention Program, California Dept of Health
Svcs. BC Jung, MPH, Div of Environmental Epidemiology and Occupational Health, Connecticut
Dept of Public Health. R Gergely, Iowa Dept of Public Health. A Hawkes, MD, Occupational
Health Program, Bur of Health, Maine Dept of Human Svcs. E Keyvan-Larijani, MD, Lead
Poisoning Prevention Program, Maryland Dept of Health and Mental Hygiene. R Rabin, MSPH,
Div of Occupational Safety, Massachusetts Dept of Labor and Workforce Development.
M Scoblic, MN, Michigan Dept of Public Health. M Falken, PhD, Minnesota Dept of Health.
L Thistle-Elliott, MEd, 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 and Senior Svcs. R Prophet, PhD, New Mexico Dept of Health. R Stone, PhD, New
York State Dept of Health. S Randolph, MSN, North Carolina Dept of Environment, Health, and
Natural Resources. A Migliozzi, MSN, Bur of Health Risk Reduction, Ohio Dept of Health.
E Rhoades, MD, Oklahoma State Dept of Health. A Sandoval, MS, State Health Div, Oregon
Dept of Human Resources. J Gostin, MS, Occupational Health Program, Div of Environmental
Health, Pennsylvania Dept of Health. M Stoeckel, MPH, Rhode Island Dept of Health. A Gard-
ner-Hillian, Div of Health Hazard Evaluations, South Carolina Dept of Health and Environmental
Control. P Schnitzer, PhD, Bur of Epidemiology, Texas Dept of Health. W Ball, PhD, Bur of
Epidemiology, Utah Dept of Health. L Toof, Div of Epidemiology and Health Promotion, Vermont
Dept of Health. J Kaufman, MD, Washington Dept of Health. J Tierney, Wisconsin Dept of Health
and Family Svcs. T Klietz, Wyoming Dept of Health. Div of Surveillance, Hazard Evaluations,
and Field Studies, National Institute for Occupational Safety and Health, CDC.

Editorial Note: The increase in the number of reports of elevated BLLs for the first

two quarters of 1997 suggests the possible ending of the long-term decline in the

overall number of detected cases of elevated BLLs among adults reported during

1993–1996 (4 ). Factors related to this increase might include 1) improved efforts of the

TABLE 1. Number of reports of elevated blood lead levels (BLLs) among adults, number
of persons with elevated BLLs, and percentage change in number of reports —
27 states,* second quarter, 1997

Reported BLL

(µg/dL)

Second quarter, 1997
Cumulative

reports,
1996§

Cumulative
reports,
1997¶

% Change from
second quarter,

1996 to 1997No. reports No. persons†

25–39 4,928 3,566  8,835  9,866 12%

40–49   933   652  1,947  1,897 –3%

50–59   189   136    415    403 –3%

  ≥60   107    76    196    215 10%

Total 6,157 4,430 11,393 12,381  9%

*Alabama, Arizona, California, Connecticut, Iowa, Maine, Maryland, Massachusetts, Michigan,
Minnesota, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Okla-
homa, Oregon, Pennsylvania, Rhode Island, South Carolina, Texas, Utah, Vermont, Washing-
ton, Wisconsin, and Wyoming. Data from New Hampshire were missing; 1996 data were used
as an estimate.

†Individual reports for persons are categorized according to the highest reported BLL for the
person during the given quarter. The number of persons reported in Michigan is an estimate
based on the number of reports received.

§To compare the number of reports for a constant roster of 27 states in 1997 and 1996, first
and second quarter 1997 data for New Mexico, Rhode Island, and Wyoming were added to
the previously reported totals for the first and second quarters of 1996, and first and second
quarters 1996 data for Illinois (which discontinued reporting at the end of 1996) were subtracted
from the previously reported totals for the first and second quarter of 1996 (1 ).

¶To compare a constant roster of 27 states, first quarter 1996 data for Illinois, used as an
estimate, were subtracted from the previously reported totals for the first quarter of 1997 (2).

Vol. 46 / No. 42 MMWR 1001

ABLES — Continued



participating states and lead-using industries within them to identify lead-exposed

workers; 2) improved compliance with Occupational Safety and Health Administration

requirements for blood lead monitoring; 3) increased occupational exposures to lead;

and/or 4) an increase in the size of the workforce in lead-using industries. However,

this trend also might reflect normal variations in nationwide reporting totals that re-

sult from changes in staffing and funding in state-based surveillance programs and

interstate differences in worker BLL testing by lead-using industries. Continued sur-

veillance is required before this two-quarter increase can be confirmed as a reversal of

the previous long-term decrease.

The findings in this report document the continuing hazard of lead exposures as an

occupational health problem in the United States. ABLES seeks to enhance surveil-

lance for this preventable condition by expanding the number of participating states,

reducing variability in reporting, and distinguishing between new and recurring ele-

vated BLLs in adults.
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ABLES — Continued

Notice to Readers

Satellite Broadcast on Managing Occupational Exposures to HIV

Notices to Readers — ContinuedPutting the Pieces Together: Managing Occupational Exposures to HIV, a live satel-

lite broadcast, will be held Thursday, January 15, 1998, from 1 p.m. to 3:30 p.m.

eastern standard time. Cosponsors are CDC and the Public Health Training Network.

This course is designed for physicians, nurses, occupational-health professionals,

infection-control professionals, pharmacists, laboratorians, hospital administrators,

and others who developed policies on or managed occupational exposures to HIV.

This course will provide an overview and update of the “PHS Statement on Man-

agement of Occupational Exposures to HIV and Recommendations for Chemoprophy-

laxis after Exposure.” Experts will identify and discuss the components necessary to

incorporate the PHS recommendations in policies on management of occupational

exposures to HIV. Viewers will be able to submit questions during the program. Con-

tinuing education credits will be offered.

Additional information is available through CDC’s fax information system, tele-

phone (888) 232-3299 ([888] CDC-FAXX), by requesting document number 130013.
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Knowledge About Causes of Peptic Ulcer Disease —
United States, March–April 1997

Peptic Ulcer Disease — ContinuedAn estimated 25 million persons in the United States have had peptic ulcer disease

(PUD) during their lifetimes (1 ). A high proportion (at least 90%) of PUD cases are

caused by infection with Helicobacter pylori—an association first reported in 1983

(2,3 ) . However, in 1995, most (72%) of the general public was unaware of this associa-

tion (4 ). To increase awareness among the general public and health-care providers

about the relation between H. pylori  infection and PUD, CDC, in collaboration with

other federal agencies, academic institutions, and partners from private industry, has

developed an awareness and education campaign. The campaign is being initiated

during October 19–25, 1997, in conjunction with National Infection Control Week. In

preparation for the education campaign, during early 1997 a population-based survey

was conducted to provide more current estimates of knowledge about the causes of

PUD. This report summarizes the survey findings and describes the campaign; the

findings indicate that only 27% of the general public is aware of the association

between H. pylori  infection and PUD.

Questions about the causes of PUD were included as part of the Health Styles Sup-

plemental Survey, which was administered during March–April 1997 (5 ). Question-

naires were mailed to a representative sample of 3064 U.S. adults aged ≥18 years; of

these, 2512 (82%) persons completed the questionnaire. Respondents read state-

ments about the causes of PUD and were asked whether they agreed or disagreed

with each statement; therefore, respondents could identify more than one cause. To

compensate for differential nonresponse rates in various demographic categories,

data were weighted to the 1992 distribution of the U.S. population by age, sex,

race/ethnicity, income level, and region.

Approximately 60% (95% confidence interval [CI]=58%–62%) of respondents be-

lieved that ulcers were caused by too much stress; 17% (95% CI=16%–18%), that eat-

ing spicy foods caused ulcers; and 27% (95% CI=25%–29%), that a bacterial infection

caused ulcers. The belief that stress was the most likely cause was highest among

persons aged 18–24 years (78% [95% CI=65%–81%]) and among persons with annual

household incomes of <$15,000 (65% [95% CI=60%–70%]). Similarly, the belief that

spicy food was the most common cause of ulcers was highest among persons aged

18–24 years (33% [95% CI=18%–48%]) and among persons with annual household

incomes of <$15,000 (26% [95% CI=22%–30%]). The proportion of respondents who
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