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Presenter
Presentation Notes
In this report, the term “new HIV diagnoses” refers to HIV-infected Minnesota residents who were diagnosed in a particular calendar year and reported to MDH. This includes persons whose first diagnosis of HIV infection is AIDS (AIDS at first diagnosis). HIV diagnoses data are displayed by earliest known date of HIV diagnosis.

In 2014, 307 new HIV diagnoses were reported in Minnesota. This represents a 2% increase from 2013 when 300 diagnoses were reported.




Presenter
Presentation Notes
As new cases of HIV continue to be diagnosed in Minnesota at an average of about 300 cases each year and deaths among people with HIV has declined, more people are living with HIV/AIDS every year.  At the end of 2014, an estimated 7,988 people were living with HIV/AIDS in Minnesota.



# 7-county metro area, excluding the cities of Minneapolis and St. Paul *HIV or AIDS at first diagnosis 

Presenter
Presentation Notes
Historically, about 90% of new HIV infections diagnosed in Minnesota have occurred in Minneapolis, St. Paul and the surrounding seven-county metropolitan area. This has changed slightly over time, and currently about 86% of new diagnoses occur in the metropolitan area surrounding Minneapolis/St. Paul. Additionally, although HIV infection is more common in communities with higher population densities and greater poverty, HIV or AIDS was diagnosed in 30 counties in Minnesota in 2014.




Presenter
Presentation Notes
The geographic distribution of cases differs by gender. For example, 52% of female cases resided in the suburban seven-county metro area compared to only 36% of male cases. Whereas 35% of male cases resided in Minneapolis at the time of diagnosis, compared to only 23% of females.






Presenter
Presentation Notes
Since the beginning of the epidemic, males have accounted for a majority of new HIV diagnoses per year. In 2014 numbers of new cases among males increased slightly from 2013 by two diagnoses while the number of newly infected female cases increased by 7% as compared to 2013. 
Black race was broken down into African-born and African American (Black, not African-born). The numbers exclude persons arriving through the HIV-Positive Refugee Resettlement Program and other refugee/immigrants with an HIV diagnosis prior to arrival.




Presenter
Presentation Notes
The most recent data illustrate that men and women of color continue to be disproportionately affected by HIV/AIDS. People of color account for 15% of Minnesota’s population, yet account for 52% (162/307) of the cases diagnosed in 2014. Men of color make up approximately 17% of the male population and 44% of the infections diagnosed among men in 2014. White, non-Hispanic men make up approximately 83% of the male population in Minnesota and 52% of the new HIV infections diagnosed among men in 2014. Similarly for females, women of color make up approximately 13% of the female population and 79% of the new infections among women. White, non-Hispanic women make up approximately 83% of the female population and 19% of new infections among women in 2014. 

Note that race is not considered a biological reason for disparities in the occurrence of HIV experienced by persons of color. Race, however, can be considered a marker for other personal and social characteristics that put a person at greater risk for HIV exposure. These characteristics may include, but are not limited to, lower socioeconomic status, less education, and greater prevalence of drug use.

Population estimates based on U.S. Census 2010 data.




Presenter
Presentation Notes
There are differences in the racial/ethnic distribution by gender. Among males, while 52% of the 2014 cases diagnosed in Minnesota are white, African American and African born persons made up 28% of cases and Hispanic accounted for 12% of cases. 

Among women, the disparities are even more apparent with women of color representing 77% of all the newly diagnosed females in 2014, with African-born women accounting for 44% of cases and African American women accounting for 22% of cases.




Presenter
Presentation Notes
While white persons account for the greatest number of new HIV diagnoses in Minnesota (136 cases), they have one of the lowest rates of HIV diagnoses (3.1 per 100,000 persons). Black, African-born persons account for 52 cases living with HIV/AIDS in Minnesota, however since this population makes up a small proportion of the overall population in Minnesota, the rate of new HIV diagnoses in this community is higher than other race ethnicities. The rate of African-born persons newly diagnosed with HIV is 67.0 per 100.000 persons; this is a rate of more than 21 times higher than white, non-Hispanic persons. Black, African American have the second highest rate of persons newly diagnosed with HIV at 31.8 per 100,000 persons; this 10 times higher than the rate among white non-Hispanic persons. Hispanic persons have the next highest rate of persons newly diagnosed with HIV in Minnesota at 13.6 per 100,000; this is a rate of more than 3 times higher than white, non-Hispanic persons. American Indians have a rate of persons newly diagnosed  with HIV of 9.0 per 100,000 persons; this is a rate nearly three times higher than white non-Hispanic persons. Finally Asian/Pacific Islanders have a rate of persons newly diagnosed with HIV of 4.7 per 100,000 persons; this accounts for a rate of 1.5 times higher than the rate among white non-Hispanic persons.




Presenter
Presentation Notes

Men who have sex with Men have the highest rate of HIV infection than any other sub-category. In 2014, the estimated rate of HIV infection among MSM was 167.0 per 100,000 population. This is more than 40 times higher than the rate among non-MSM men (3.8 per 100,000 population). It’s important to note that MSM contains cases from all racial/ethnic categories and therefore cannot be directly compared to the rates by race/ethnicity.





Presenter
Presentation Notes
Since the beginning, men have driven the HIV/AIDS epidemic in Minnesota and male-to-male sex has been the predominant mode of exposure reported.

In 2014, MSM accounted for 47% of all new infections with 144 cases diagnosed. 



Presenter
Presentation Notes
In 2014, MSM accounted for 62% of new infections among males with 144 cases diagnosed. On a much smaller scale, the numbers of male cases attributed to IDU and MSM/IDU as well as heterosexual contact have remained somewhat stable over the past decade. The number of cases without a specified risk has increased overall for the past decade, accounting for 29% of male cases in 2014. 




Presenter
Presentation Notes
Throughout the epidemic, heterosexual contact has been the predominant mode of HIV exposure reported among females accounting for 73% of female cases in 2014. IDU is the second most common known mode of transmission, and accounted for 3% of cases among women in 2014. Unspecified risk represented 24% of female cases in 2014. 




Presenter
Presentation Notes
The ability to interrupt the transmission of HIV from mother to child via antiretroviral therapy and appropriate perinatal care is an important accomplishment in the history of the HIV/AIDS epidemic. Newborn HIV infection rates range from 25-30% without antiretroviral therapy, but decrease to 1-2% with appropriate medical intervention. 

For the past decade the number of births to HIV-infected women increased steadily from 41 in 2005 to 65 births in 2014. The rate of transmission has decreased from 15% between 1994 and 1996 to 1.1% in the past three years, with one HIV+ baby born to HIV+ mother in Minnesota in 2014.






Presenter
Presentation Notes
In 2014, 37% of all male cases diagnosed with HIV were under the age of 30, compared to 27% of females diagnosed in this age group. 







Presenter
Presentation Notes
In 2014 19% (57/307) of new HIV infection diagnoses were among adolescents and young adults. Just like overall trends, trends among youth differ by gender and race. Since 2005, the number of new cases among young males has been increasing steadily, a few cases per year. However, in 2009 the number of cases increased dramatically by 82% compared to 2008, to 80 cases, the highest seen since 1986. In 2014, the number of increased from 41 in 2013 to 49. Of these 49 new cases among adolescent and young adult men, 21 (43%) were known MSM of color. Since 2005, the number of cases among young males has increased by about 63%. 

Unlike young men, the annual number of new HIV infections diagnosed among young women has remained relatively consistent over time. In 2014 there were 8 cases diagnosed among young women, this accounts for a 20% decrease from the ten cases diagnosed in 2013. Females accounted for 14% (8/57) of new HIV infections diagnosed among adolescents and young adults in 2014. 

Overall, young women accounted for 11% (8/73) of new infections among females and young males accounted for 21% (49/237) of new infections among males in 2014.  




Presenter
Presentation Notes
Similar to the overall HIV/AIDS epidemic, persons of color account for a disproportionate number of new HIV infections among adolescents and young adults. Among young men, white accounted for 39% of new HIV infections diagnosed between 2012 and 2014, African American accounted for 39%, and Hispanic 15%. American Indian, African-born, and Asian/Pacific Islander made up 2%, 2%, and 1% of the remaining cases, respectively. Among young women, white accounted for 32%, African American 27%, African-born 32%, Hispanic 4%, and persons with multiple or unknown race accounted 5% of the new infections diagnosed during the same time period. 




Presenter
Presentation Notes
Men having sex with men (MSM) was the predominant mode of HIV exposure among adolescent and young adult males, accounting for an estimated 93% of the new HIV infections diagnosed between 2012 and 2014, while the joint risk of MSM and injecting drug use (IDU) accounted for an estimated 4% of the cases in the same time period. Heterosexual sex accounted for an estimated 2% of cases.  Heterosexual contact accounted for an estimated 94% of new HIV infections diagnosed among adolescent and young adult females between 2012 and 2014 while IDU accounted for an estimated 6%. 










Presenter
Presentation Notes
The number of new HIV infections diagnosed among foreign-born persons in Minnesota has steadily increased from 20 cases in 1990 to 73 cases in 2014. This increase has been largely driven by the increase of cases among African-born persons from 8 cases in 1990 to 53 cases in 2014, as well as, persons from Mexico, Central and South America from 6 cases in 1990 to 14 cases in 2014. Among new HIV infections diagnosed in 2014, 24% were among foreign-born persons. Based on 2010-2012 American Community Survey data, foreign-born persons make up 7% of the total Minnesota population and are, therefore, disproportionately affected by HIV. Among African-born this disparity is even more evident, while African-born persons make up just over 1% of the Minnesota population they accounted for 17% of new HIV infections in 2014. 

In 2014, the number of foreign-born males increased to 37 diagnoses from 24 in 2013 (54% increase). 

Based on 2010-2012 American Community Survey 3-year estimates, the Minnesota State Demographic Center estimates that there are 390,110 foreign-born persons, including 77,557 African-born persons are living in Minnesota out of a total population of 5,303,925. Because there are many reasons foreign-born persons may not be included in the census count (e.g. difficulties with verbal or written English), these numbers are likely an underestimate of the actual size of the foreign-born population living in Minnesota.




Presenter
Presentation Notes
The number of foreign-born females diagnosed with HIV remained the same in 2014 at 36 cases. Females made up 49% of all foreign-born cases newly diagnosed with HIV in Minnesota. Foreign-born females accounted for a much greater percentage of all females diagnosed cases (49%) than did foreign-born cases among males (16%).




Presenter
Presentation Notes
Four countries (Liberia, Somalia, Ethiopia, and Mexico) accounted for a majority (58%) of new infections among foreign-born persons, however there are 18 countries represented among the 73 new infections in 2014.  





Presenter
Presentation Notes
Since 2005, approximately one third of all new HIV infection cases diagnosed in Minnesota have either been AIDS at first diagnosis, or have progressed to an AIDS diagnosis within one year of initial diagnosis with HIV (non-AIDS) infection.  In 2014, 27.4% of all new HIV diagnoses were considered late testers.



Presenter
Presentation Notes
Finally, the percentage of late testers is also higher among foreign-born cases compared to other cases. In 2014, 41% of foreign-born cases were late testers compared to 30% of US-born cases.




Minnesota HIV Treatment 
Cascade 



Presenter
Presentation Notes
As part of the National HIV/AIDS Strategy for the United States, the Minnesota Department of Health (MDH) has calculated an HIV treatment cascade using HIV surveillance data. These calculations help us better understand the HIV epidemic and the disparities that exist in delivery of care among HIV positive people in Minnesota.

	In Minnesota, there are 7,628 people over the age of 13 who were diagnosed with HIV through 2013 and were living in Minnesota at the end of 2014. Of the 7,628 people living with HIV at the end of 2014, 5,514 (72%) had at least one CD4 or VL test performed in 2014 (retention in care). Additionally, of the 7,628 people living with HIV/AIDS, 4,826 (63%) had a VL test of ≤200 copies/mL at their most recent test in 2014 (viral suppression) (Table 1). In 2013, there were 299 persons over the age of 13 who were diagnosed in Minnesota. Of these 299, 261 (87%) had a CD4 or VL test performed within 90 days of their initial diagnosis (linkage to care) (Table 2).




Conclusions 
• There were 307 new HIV diagnoses reported in Minnesota 

in 2014, an increase of 2% from 2013 
• Great disparities in HIV diagnoses persist among 

populations of color and American Indians living in 
Minnesota 

• Male-to-male sex remains the leading risk factor for 
acquiring HIV/AIDS in Minnesota 

• New HIV diagnoses remain concentrated in the Twin Cities 
seven-county metro area (86% of new diagnoses in 2014) 

• Foreign-born persons made up more than 1 in 5 of new 
HIV diagnoses in 2014, and progress from HIV to AIDS 
more quickly than U.S. born persons living with HIV in 
Minnesota 
 



Thank You! 
For more information, please contact: 

 
Jessica Brehmer, HIV/AIDS Epidemiologist 

jessica.brehmer@state.mn.us 
(651) 201-5624 

 



Sarah Gordon, MPH, NREMT-B 
State TB Controller / Manager  

TB Prevention and Control Program 
Minnesota Department of Health 

 
April 30, 2015  

Presenter
Presentation Notes
We need to add notes!



What is TB? 
• TB is caused by a bacteria called Mycobacterium 

tuberculosis (MTB) 
• TB spreads from person-to-person by tiny 

“droplet nuclei” suspended in the air after 
someone with infectious TB coughs, sings, talks, 
sneezes, etc. 



Latent TB Infection & Active TB Disease 
Phase 1: 

Latent TB  
Infection  

Phase 2: 
Active  

TB Disease 
A small number of TB germs are 
“asleep” in their body. This phase can 
last for a very long time. 

A large number of TB germs are 
“awake” and spreading.  

No symptoms.  TST or IGRA is positive. 
Chest x-ray is negative (normal or 
abnormal but not active TB disease. 

Symptoms present. 75-90% have 
positive TST. May have an abnormal 
chest x-ray. 

Not infectious – non-reportable to MDH May be infectious – mandatory 
reportable disease to MDH 

Treated by taking 1-2 drugs for 3 - 9 
months.  **Rule out of active disease 
prior to treatment. 

Treated by taking 3 - 4 drugs for 6 – 12 
months. **Up to 2 years if MDR.   

Presenter
Presentation Notes
After TB germs get in the body, they go to the lungs
Most of the time the immune system is able to make the TB germs remain inactive or “stay asleep” so to speak by building a wall around them, like a little cocoon encapsulating the bacteria. This is called latent TB infection.
If one doesn’t get treated for latent infection, there is a chance the germs will “wake up”—the walls break down and the bacteria begins to multiply and spread. This is called active TB disease. Disease make settle anywhere in the body, however when it is located in the lungs and larynx, the person may be infectious to others.   



TB 
Disease: 
Tip of 
the 
Iceberg 



TB in Perspective 



TB in 
Perspective 

Figure from Nature special on tuberculosis 

Presenter
Presentation Notes
This figure gives an estimate of mortality due to TB worldwide (cumulative), compared to other diseases.  Because TB has taken more lives than many other diseases throughout history, and continues to do so despite effective prevention and treatment, it is sometimes referred to as the “silent killer”.



Multidrug 
Resistant 
TB 

Source: CDC 

Presenter
Presentation Notes
Drug resistant strains of TB are increasing worldwide, and consequently are more common among foreign-born TB cases in the US.

MDR-TB is resistance to INH and rifampin, two of the most effective TB medications.  

XDR-TB is a rare form of MDR-TB in which the patient is also resistant to at least one fluoroquinolone, and at least one of three injectable 2nd-line drugs.  So it is very costly and difficult to treat, extending treatment duration to well over two years.

This slide shows the comparative cost and average length of treatment for TB patients with and without drug resistance. 





Persons at Risk for TB Infection 
Close contacts of infectious TB cases 
Foreign-born persons from TB endemic 

areas 
Visitors to TB endemic areas 
Residents/employees of congregate settings 
Healthcare workers  
Certain subpopulations with high TB 

transmission rates 
Adapted from CDC 

Presenter
Presentation Notes
So who is at higher risk for becoming infected with TB?

Individuals in close contact with infectious TB patients
Persons who either lived in or visited places in the world where TB is common
Residents or employees of congregate settings such as :�homeless shelters, long term care facilities, or correctional facilities
Healthcare workers who care for high risk patients.
And certain groups with higher rates of TB transmission, such as :�homeless persons, drug users, and HIV-infected persons



Persons at Higher Risk for Progression 
from LTBI to Active TB 
HIV-infected 
Recently infected with TB  
 Immunosuppressed 
Substance abusers 
Cigarette smokers 
Children under age 5 
Persons with certain medical conditions 

 
Adapted from CDC 

Presenter
Presentation Notes
In general, persons with LTBI have about a 10% chance of developing active TB disease throughout lifetime (if they don’t receive treatment for LTBI).

However, certain individuals have an even higher chance of developing active disease once infected:

Persons infected with HIV  have a 5-10% ANNUAL risk of developing TB disease (compared to the general 10% lifetime risk for persons with LTBI)
Persons recently infected with TB are at highest risk of developing active disease within the first 2 years after infection
Persons with certain findings in their CXRs such as fibrotic changes
In general, persons with a weakened immune system are at higher risk of breaking down with TB disease, including:  patients with rheumatoid arthritis on TNF alpha antagonists  and cancer patients receiving chemotherapy
Injection and non-injection drug use, excessive alcohol use, and cigarette smoking also increase the risk of developing TB disease once infected
Young children are also a higher risk of developing TB disease due to the fact that their immune systems are not yet fully developed
Finally, persons with conditions are at increased risk of progressing to active disease: diabetes, silicosis, chronic renal failure, certain types of cancers such as head or neck cancer, and being >10% under ideal weight



Reported TB Cases 
United States, 1982-2014* 

Minnesota: 
Year Cases Rate 
2010   135  2.5 
2011   137 2.6 
2012 162 3.0 
2013 151 2.8 
2014 147 2.7 

  * Provisional data 

Presenter
Presentation Notes
TB rates have dropped dramatically since antibiotics were developed in the 1940s and 50s, but there was a resurgence during the late 1980s/early 1990s due to the AIDS epidemic.  

Since then, TB incidence has been steadily declining in the US.

Last year, there were around 9,400 new cases of TB in the US for a case rate of 3.0/100,000.  Since 2012, case counts have been below 10,000 in US.

For comparison, Minnesota has reported an average of 146 cases of TB over the last five years, with 147 cases in 2014 and a case rate of 2.7 per 100,000.
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TB-HIV Co-infected Cases: 
Minnesota vs. U.S., 2005-2014 

  * Provisional data 

No. of TB-
HIV cases 
in MN: 
2005 – 12 
2006 – 8 
2007 – 12 
2008 – 11 
2009 – 7 
2010 – 6 
2011 – 3 
2012 – 6 
2013 – 4 
2014 – 4 

Presenter
Presentation Notes
This slide gives the number of TB cases co-infected with HIV in the past 10 years in Minnesota, ranging from a high of 12 cases in 2005 and 2007 to a low of 3 cases in 2011.  There were four TB-HIV cases reported last year in Minnesota.

The blue line represents the percentage of all Minnesota TB cases who were co-infected, an average of 4% in the past decade.

In comparison, an average of 9% of all TB cases in the US since 2005 were also infected with HIV, as represented by the black line.  (2014 national data is not yet available). Someone with untreated latent TB infection is much more likely to develop TB disease during their lifetime if they are also living with HIV. Worldwide, TB is one of the leading causes of death among people living with HIV. 
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ith H
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 result 

** Alive at diagnosis 

HIV Testing in Persons with TB: 
Minnesota, 2005-2014* 

  * Provisional 2014 data 

Presenter
Presentation Notes
Since HIV co-infection is one of the biggest risk factors for developing active TB, it is critical that TB patients be screened for HIV. Starting in 2010, the focus of the national objective for HIV testing of TB cases shifted from those in the 25-44 age group to all age groups.  

Since this change, the percentage of Minnesota cases with a known HIV status has been high, on average over 95%. Conversely, it is also critical that HIV-infected patients be screened for latent TB infection (LTBI) , as these individuals are a high priority group for LTBI treatment. 



 Disease 
surveillance/epidemiology 

 Case management 
 Consultation on diagnostic, 

clinical and contact 
investigation guidelines 

 TB educational materials 
 Ensuring TB evaluation for 

new refugees and 
immigrants with TB Class 
conditions 

 TB Medications Program 

MDH TB Program at a Glance 

Phone:  
651-201-5414 / 1-877-676-5414 
Fax:  
651-201-5500 
Website: 
www.health.state.mn.us/tb 
E-mail for Sarah: 
sarah.gordon@state.mn.us 

Presenter
Presentation Notes
For those of you new to TB, I want to let you know how MDH can support you.

Besides conducting TB surveillance, our program:

Works with private MDs and LPH in providing case management of all TB cases in the state
Provides consultation to LPH conducting TB contact investigations
Provides consultation on diagnostic and clinical TB guidelines
Offers great educational materials and other good resources on website
Also responsible for ensuring the TB evaluation of new arrivals to MN 
And last, but not least, we provide free medications for LTBI and active TB patients statewide thru our Medications Program

Please visit our website for more information and many resources, including patient educational information available in 16 languages. Thank you!



Hepatitis A, B & C in 
Minnesota, 2014 

Minnesota Department of Health 
Hepatitis Surveillance System 



Minnesota Hepatitis Surveillance System  

 Hepatitis B reportable since 1987 
 

 Hepatitis C reportable since 1998 
 

 Passive data collection 
 



 
 
Data Source:  Minnesota Viral Hepatitis Surveillance System                   

Introduction 

 Data in this presentation are current through 2014 
 Definitions: 

 Acute case: 
 Infected within the last six months 
 Symptomatic OR negative test in six months before diagnosis 

 Chronic case: 
 Infected for over six months 
 Asymptomatic or symptomatic 

 Resolved cases: 
 No evidence of current infection 
 Evidence of past infection 

 
 

Presenter
Presentation Notes
done



 
 
Data Source:  Minnesota Viral Hepatitis Surveillance System                   

Data limitations 
 The slides rely on data from HCV and HBV cases diagnosed through 

2014 and reported to the Minnesota Department of Health (MDH) 
Hepatitis Surveillance System. 

 
 Some limitations of surveillance data: 

 Data do not include hepatitis-infected persons who have not been 
tested  

 Data do not include persons whose positive test results have not 
been reported to the MDH 

 
 Persons are assumed to be alive unless the MDH has knowledge of 

their death. 
 

 Persons whose most recently reported state of residence was 
Minnesota are assumed to be currently residing in Minnesota unless 
the MDH has knowledge of their relocation.   
 

 



Acute Viral Hepatitis 

Acute case: 
Infected within the last six months 
Symptomatic OR negative test within 6 
months before diagnosis 

Presenter
Presentation Notes
done



Reported rate per 100,000 population of acute viral hepatitis 
United States, 1998-2013 

Data Source: Viral Hepatitis Statistics & Surveillance at www.cdc.gov/hepatitis/Statistics/2011Surveillance/index.htm 
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Number of Acute* Cases per year Minnesota, 
1998-2014 

Data Source: MN Viral Hepatitis Surveillance System *Acute cases include seroconverters for all  years for HBV and HCV 
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Chronic Viral Hepatitis 

Presenter
Presentation Notes
done



Overview of HCV in Minnesota 

A hepatitis C case is defined as current or past 
infection with hepatitis C and includes: 
Acute cases: 

Infected within the last six months 
Symptomatic 

Chronic cases: 
Infected for over six months 

Resolved cases: 
No evidence of current infection 
Evidence of past infection 
 

Presenter
Presentation Notes
Review how we want to deal with explaining definition for hepatitis C



Reported Number of Persons 
Living with HCV in MN 

 As of December 31, 2014, 43,543* persons 
are assumed alive and living in MN with HCV 

*Includes persons with unknown city of residence 

Note: Includes all acute, chronic, probable chronic, and resolved cases. 

Data Source: MN Viral Hepatitis Surveillance System 

Presenter
Presentation Notes
done



HCV Infected Persons Identified through Passive 
Surveillance in MN through 2014 

**http://www.cdc.gov/ncidod/diseases/hepatitis/c/fact.htm 
*Includes all acute, chronic, probable chronic, and resolved cases. 

HCV infected 
persons* identified 
through passive 
surveillance 

Estimated 
unidentified HCV 
infected persons 

43,543 

19,104 

N=62,647** 

Data Source: MN Viral Hepatitis Surveillance System 

Presenter
Presentation Notes
Including dead people.  Based on 1.6% from CDC, but fewer IDU in MN, so maybe over report.
done



Persons Living with HCV in MN by Current Residence, 
2014 

Suburban = Seven-county metro area including Anoka, Carver, Dakota, Hennepin (except Minneapolis), Ramsey (except St. Paul), Scott, and Washington 
counties including those in Hennepin County or Ramsey County with unknown city.  Greater MN = All other Minnesota counties, outside the seven-county 
metro area. 

Total number with residence 
information= 42,373 

(1,170 missing residence information) 

Data Source: MN Viral Hepatitis Surveillance System 

Greater 
Minnesota

39%

Suburban Metro
31%

Saint Paul
8%

Minneapolis
22%
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Persons Living with HCV in MN by Age, 2014 
 

Median Age: 56 

Data Source: MN Viral Hepatitis Surveillance System 
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*Includes anonymous methadone patients 

Persons Living with HCV in MN  
by Gender*, 2014 

Data Source: MN Viral Hepatitis Surveillance System 

Unknown
1%

Female
35%

Male
64%
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Persons Living with Chronic HCV in Minnesota by Race, 
2014 

Afr Amer = African American /Black      Asian=Asian or Pacific Islander 
Amer Ind = American Indian 
Other = Multi-racial persons or persons with other race 

Unknown
29%

Amer Ind
5%

Asian
2%

Hispanic
3%

Other
2%

Afr Amer
15%

White
44%



Persons Living with HCV in Minnesota 
rates (per 100,000 persons*), 2014 

*Rates calculated using 2013 U.S. Census ACS data 

Excludes  persons with multiple races or unknown race 
Data Source: MN Viral Hepatitis Surveillance System 
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Overview of Chronic HBV in MN 

Chronic case: 
Infected for over six months 

Includes cases with no evidence 
of recent infection 

Asymptomatic or symptomatic 

Presenter
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Reported Number of Persons 
with Chronic HBV in MN 

 As of December 31, 2014, 22,967* persons 
are assumed alive and living in MN with 
chronic HBV 

*Includes persons with unknown city of residence 

Note: Includes all chronic, and probable chronic cases. 

Data Source: MN Viral Hepatitis Surveillance System 

Presenter
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Persons Living with HBV in MN by Current Residence, 
2014 

Metro = Seven-county metro area including Anoka, Carver, Dakota, Hennepin, Ramsey, Scott, and Washington counties.  
Greater MN = All other Minnesota counties, outside the seven-county metro area. 

Total number with residence 
information = 22,747 

(220 missing residence information) 

Data Source: MN Viral Hepatitis Surveillance System 

Twin Cities 
Metro
84%

Greater 
Minnesota

16%

Presenter
Presentation Notes
done



Persons with Chronic HBV in MN by Age, 2014 

Median Age: 44 

Data Source: MN Viral Hepatitis Surveillance System 
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Chronic HBV in MN by Gender, 2014 

Data Source: MN Viral Hepatitis Surveillance System 
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Persons Living with Chronic HBV in Minnesota by Race, 
2014 

Persons with unknown 4,454 

Afr Amer = African American /Black      Asian=Asian or Pacific Islander 
Amer Ind = American Indian 
Other = Multi-racial persons or persons with other race 

Data Source: MN Viral Hepatitis Surveillance System 
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Persons Living with Chronic HBV in Minnesota by Race 
rates (per 100,000 persons*), 2014 

*Rates calculated using 2013 U.S. Census ACS data 

Excludes 3,396 cases with multiple races and unknown race 
Data Source: MN Viral Hepatitis Surveillance System 
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Thank you! 

Kristin Sweet 
kristin.sweet@state.mn.us 

651.201.4888 



Thank You! 
For more information, please contact: 
 
Jessica Brehmer, MPH, HIV/AIDS Epidemiologist 
jessica.brehmer@state.mn.us 
(651) 201-5624 
 
Kristin Sweet, MPH, PhD, Viral Hepatitis Epidemiologist 
kristin.sweet@state.mn.us 
(651) 201-4888 
 
Sarah Gordon, MPH, NREMT-B, State TB Controller 
sarah.gordon@state.mn.us 
(651) 201-5414 / 1-877-676-5414 
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