
HIV Transmission by a 
Human Bite

The transmission of HIV-1 infection by a human bite
is assumed to be biologically possible, but has remained
unproven. To date, there have been only two case reports
in the literature suggesting transmission by this route.
Recently, however, researchers from the Department of
Infectious Disease, Clinical Center in Ljublijana, Slovenia,
reported a documented HIV seroconversion that occurred
after a bite.

The case involved a 47-year-old male with AIDS who
first presented with esophageal candidiasis in June 1994
and a CD4 lymphocyte count of 403106 L and a Western
blot that showed consistently strong reactivity to gp120 and
gp160 only. The HIV-1 p24 antigen test was positive, and a
high level of HIV-1 RNA was present in his plasma, all sug-
gesting late-stage HIV-1 infection. He was started on
zidovudine, and his condition improved.

Eleven months later, the patient had a grand mal
seizure at home. His neighbor, who was unaware of his
diagnosis, attended to him during his seizure and was bit-
ten while placing his fingers in the patient’s mouth trying
to prevent airway obstruction. The neighbor reported that
the bite resulted in a small crack and a shallow wound on
his finger with teeth imprints but without visible bleeding.
Right after the incident, the bitten man noticed blood in the
biter’s saliva. 

One hour later, a physician confirmed the neighbor’s
description of the wound. Serum taken from the bitten man
on the day of the injury was negative for HIV-1 and HIV-2
antibodies, p24 antigen, and HIV-1 RNA. Ten hours after the
injury, zidovudine prophylaxis was started. Five weeks after
the incident, the bitten man reported symptoms consistent
with acute primary HIV-1 infection (fatigue, headache, and
sore throat). One week after his symptoms developed, sero-
logic tests showed anti-p24 and anti-p55 antibodies only; p24
antigen test was negative. The bitten man seroconverted
completely 54 days after the incident. The bitten man was
married for 23 years, his wife consistently tested negative for
HIV-1 antibodies, and he denied any risk factors for HIV.

The authors comment that blood in the biter’s saliva
most probably was crucial for HIV transmission in this
case. The bite occurred 13 days before the death of the
patient, in his terminal stage of HIV infection, so a high

viral load may explain the relatively short time from expo-
sure to seroconversion in the bitten man.

FROM: Vidmar L, Poljak M, Tomazic J, et al.
Transmission of HIV-1 by human bite. Lancet 1996;
347:1762-1763.

Nationwide Drop in Percutaneous
Injuries

Data from 56 hospitals participating in the EPINet
data-sharing network have shown a 32% reduction in per-
cutaneous injuries reported in 1995 as compared to 1994
and 1993. The hospitals vary in size, teaching status, and
geographic diversity. 

In 1993 and 1994, the overall annual injury rate, calcu-
lated by dividing the total number of annual injuries by the
average daily census, remained constant at 32 injuries per
100 occupied beds. However, in 1995, the injury rate dropped
to 22 injuries per 100 occupied beds. The overall decrease in
the number of sharp object injuries was consistent among
hospitals, regardless of location, teaching status, or size.

Dr. Janine Jagger, who leads the Health Care Worker
Safety Center that coordinates the EPINet data-sharing net-
work, noted that the uniformity of this national decline
among different types of hospitals in different geographic
regions was surprising. In a recent article in Advances in
Exposure Prevention, Jagger explains that the decline is not
due to a decline in the length of hospital stay or reduced
patient census, because these factors are controlled for
when percutaneous injury rates are reported per 100 occu-
pied beds. The possible reasons for this decline are still
being investigated.

FROM: Jagger J, Bentley B. Substantial nationwide
drop in percutaneous injury rates detected for 1995.
Advances in Exposure Prevention May/June 1996.
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Lindsay Nicolle’s group’s posi-
tion paper on “Antimicrobial Use in
Long-Term–Care Facilities,” and
Larry Strausbaugh’s group’s summa-
ry of the issues of “Antimicrobial
Resistance in Long-Term–Care
Facilities,” which were both pub-
lished earlier this year in Infection
Control and Hospital Epidemiology,
are the 13th and 14th SHEA position

papers to be published in our journal
since 1988. In the pipeline, under the
guidance of the indicated individual,
are the following additional topics:
“Selection and Interpretation of
Molecular Methods for Microbial
Typing for Healthcare Epidemiolo-
gists,” Fred C. Tenover; “Guidelines
for the Prevention of Antimicrobial
Resistance in Hospitals,” David

Shlaes; “Revision of Management of
Health Care Workers Who are
Infected by Bloodborne Pathogens,”
Michael Tapper; and “Infrastructure
and Essential Activities of Hospital
Epidemiology and Infection Control
Programs,” William Scheckler.

SHEA News

With a growing organiza-
tion exceeding 1,200 members,
SHEA has determined the need
for a new full-time executive
director. She is Stephanie
Dickenson. Her background is
in the association management
field with professional societies
and trade associations. As part of
the Talley Management Group
Team, she will provide business
leadership to SHEA officers and
committees, as well as managing
the day-to-day membership,
financial, and administrative
functions of the Society. Keep
tuned. We have solicited an arti-
cle for the Fall 1996 SHEA
Newsletter to reflect her views on
SHEA’s future.

New Executive
Director of

SHEA

SHEA Membership
Continues to Grow

THE SOCIETY FOR HEALTHCARE EPIDEMIOLOGY OF AMERICA

As the premier organization of
advanced-degree epidemiologists,
SHEA continues toward the strategic
membership goals that were outlined
at the January 1996 strategic planning
meeting. SHEA membership exceed-
ed 1,200 for the first time in August,
prior to the recruitment opportunity
represented by the annual SHEA
presence at the ICAAC/IDSA meet-
ing in September 1996. The highest
recorded degree was an MD or DO

for more than 1,100 members; a PhD
for more than 50; and a DVM for 1.
SHEA now has 13 masters-degree
members, each nominated by a SHEA
member because of their particular
epidemiologic accomplishments (this
class of membership is limited by the
bylaws to 5% of total membership).
Many of our members have dual
degrees, particularly MD or RN, plus
PhD or MPH.
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