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MINUTES OF THE ___HOUSE  COMMITTEE ON PUBLIC HEALTH AND WELFARE

The meeting was called to order by Marvin L. Littlejohn at
Chairperson

—1:30 AMy/p.m. on March 24, 1988in room __423=5 of the Capitol.

All members were present except:

Committee staff present:

Emalene Correll, Research
Norman Furse, Revisor
Sue Hill, Committee Secretary

Conferees appearing before the committee:

Marilyn Bradt, Kansans for Improvement of Nursing Homes
John Grace, Kansas Association of Homes for the Aging
(Printed testimony only)
Basil Convey, Kansas Retired Teachers Association
(Printed testimony only)
Carolyn Middendorf, Ks. Nurses Assoc. (Printed testimony only)
Mark Intermill, Ks. Coalition on Aging, (Printed testimony only)
Oscar Haugh, AARP (Printed testimony only)
Senator Bond
Dr. Donald Hattan, President of Ks. Medical Society, former
member of AIDS Task Force
Dr. William Wade, AIDS Task Force, practicing physician
Darrel Newkirk, M.D., Director of K.C., Kansas-Wyandotte County
Health Department

Chair called meeting to order when quorum was present. Chair apologized
for meeting beginning late. House Session ran very long this a.m.

Chair drew attention to Hearings on SB 585 that were unfinished
at meeting yesterday. Many could not return and their written
testimony will be recorded as Attachments this date.

Marilyn Bradt, Kansans for Improvement of Nursing Homes, (Attachment
No. 1, spoke to support of SB 585. She noted provisions of SB

585, then called attention to page 2 of her hand-out, i.e., current

law and SB 585 refer to non-compliance with regulations which "signifi-
cantly and adversely affect the health, safety, nutrition or sanitation
of the adult care home residents". She cited conditions most often
cited by the Department of Health and Environment on homes that

do not comply. Not all violations are necessarily life-endangering,
though they may be. We feel the Department of Health and Environment
is correct in defining the term "significant and adverse" when

they issue correction orders. She concluded by saying SB 585 is

a long overdue step toward deterring violations and enforcing adult
care home regulations. She asked for favorable support. No questions.

(Attachment No. 2) printed text from John Grace, Ks. Association

of Homes for the Aging.

(Attachment No. 3), printed testimony from Basil Convey, Ks. Retired
Teachers Association.

(Attachment No. 4), printed testimony from Carolyn Middendorf,

Kansas Nurses Association.

(Attachment No. 5), printed text from Mark Intermill, Kansas Coalition
on Aging.

(Attachment No. 6),printet text from Oscar Haugh, AARP.

(Attachment No.7) Correction order forms provided from Health and
3 ' .
Environment f or member Uﬁesssepxiﬁca lg/lxg'fétLl,ithrl;c)ii\'/idual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
been submitted to the individuals appearing before the committee for

editing or corrections. Page ._l_ Of .i_




CONTINUATION SHEET

MINUTES OF THE HOUSE  COMMITTEE ON ___ PUBLIC HEALTH AND WELFARE
room __423-S Statehouse, at _1:30 /aiifp.m. on March 24, 1988

Hearings began on SB 686:-

Senator Bond, as Chairman of a sub-committee on SB 686 offered

a detailed explanation of the bill section by section. 1In his

view, the bill is a measured and reasonable approach to Aids problems.
The bill is broad based and implemented in it, all the recommendations
from the Governor's Task Force. He explained definitions, reporting
of the disease, operating room personnel being made aware if a

patient has the infection so that precautions can be taken, spoke

to confidentiality and cited violation code. Noted it allows the
Secretary of Health and Environment to adopt rules and regulations

for the prevention and control of the disease AIDS. He explained

the section that would provide protection for Funeral Directors

and their staff; explained section that language will provide children
may continue to attend public schools if they have become infected
with the virus.

He spoke of the section that deals with sexual assualt victims,

and noted it is the victims that need to be tested, not the perpetrator.
He answered questions, yes, the Task Force did discuss the availability
of health care for AIDS patients, yes new Section 4 was proposed

by the Kansas Medical Society, yes, there now has been a duty created
for the physicians, which may carry with it connotations, but he

felt that since line 111 has changed the word "may" to "shall",

this should take care of those concerns.

It was noted that Senator Steineger was to have given testimony
and offer amendments, but he was unable to attend this meeting
today.

Dr. Donald Hatton, President of Kansas Medical Society, and former
member of the Governor's Task Force on AIDS offered testimony on
SB 686. (May it be noted Attachment No. 8 position statement from
Kansas Medical Society and numerous reference materials recorded
in minutes this date.)

He noted, with AIDS, more has been learned in a shorter period

of time than any disease in medical history. Emphasis has been

on education, however, he has been looking into mandatory reporting
of AIDS and HIV. Counseling will suggest those who have AIDS contact
their partners, or the Department of Health and Environment could
follow through with contact tracing. We will need to f£ind a middle
ground on this issue. We need to keep in focus the confidentiality
situation. We need to focus on contact tracing, anonymous testing,
confidentiality.

He suggested amended language for SB 686, i.e., line 112, after

the word "who", insert language, "in such physician's opinion".

He concluded by saying, we need to be flexible as new findings

are made available, and we must be willing to accept changes.

He answered questions, i.e., we have suggested in our guidelines
that if a physician feels he cannot personally take care of a individual,
they are to take it upon themselves to see that individual finds
treatment from someone else; the transmission of AIDS can be trans-
mitted more easily by blood, than by tears or saliva; no, a person
that empties a wastebasket in the doctor's office isn't likely

to be at risk; there are new tests for AIDS that will be available
soon.

William Wade, D.O., Family medicine/Counseling, former member of

Task Force, offered hand-out, (Attachment No.9). He stated SB 686
indicates a lot of hard work done by the Senate and has some very

good things in the bill. It is many steps further along than just

months ago. However, it falls short in addressing the rights of
individuals infected with HIV and AIDS. Individuals infected with

HIV should be guaranteed protection under Kansas law to protect

and preserve their civil rights including freedom from discrimination

in employment, housing, health care, and physician-patient confidentiality.

Page _ 2 _of 3
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Hearings continued on SB 686:-Dr. Wade continued:---- Reporting
of persons diagnosed as having AIDS is set down in Section 2 (a),
but also added in that section is a dangerous category of persons
suspected of AIDS to be reported. I recommend the provision of
persons being suspected of having AIDS should be amended out of

SB 686. New Section 4 (a) requires disclosure of HIV testing results,
and he is not in favor of reporting of names. (Initials and birthdates
would be sufficient). He recommended deletion of the provision

in lines 106-116, as it was not recommended by the Task Force.
Amending line 111 to "may disclose" is good. Mandatory testing

of convicted sex offenders does not affect the need for immediate
counseling and personal testing of survivors of these perpetrations.
The vistims of such crimes should be counseled immediately after

the crime. He recommended for consistency on confidentiality issues
provided by this bill, and those guilty should be classed as C
misdemeanor crime. He felt the new Section 9 unnecessary and should
be deleted. The changes in the bill recommended above, he said,
address the protection of those who find they are infected with

a frightening and socially unpopular virus. This bill, SB 686,

will affect the health and well being of thousands of families

in our state. Your signature deserves to be affixed to legislation
which preserves human dignity, not threaten it. This bill needs

the revisions I have proposed however, if these goals are to be
achieved. He answered numerous questions, i.e., 1% to 2 million
people are already infected with this virus; he explained the risk
of a child being born with the AIDS infection if the mother is
infected.

Darrel Newkirk, M.D. Director of Kansas City, Kansas-Wyandotte

County Health Department, offered hand-out (Attachment No. 10).

He spoke to proposed amendments to SB 686. Local Public Health
Departments need the provision of reporting of HIV positive by
approved labs, as it will allow them to deal with the epidemic,

and help to prevent the transmission of the virus. We need to

know who these persons are and their sexual contacts in order to
prevent the spread of the virus. We need names and addresses,

not just initials and birthdates. We have been very successful

in controlling other infectious diseases, and the HIV infection

is no different. The chain of transmission can be broken, and

the spread can be prevented if we use the same public health principles
which have been followed successfully in controlling other infectious
dieseases. He spoke to the need for strong confidentiality provisions,
and feels persons who have the virus should be given provisions

to prevent any discrimination against them because of this infection.
He urged for support of SB 686. He answered questions, yes we

do voluntary testing, at about 150 tests per month; yes, they use

the ELISA test; he feels it doesn't make sense to leave AIDS and

HIV off the list of contagious diseases.

Chair asked how many members would be available for a meeting on
Monday morning at 9:00 for a Public Health and Welfare meeting.

He noted we would attempt to continue hearings on SB 686 at a later
time in order to give those scheduled and not heard an opportunity
to give their testimony.

Meeting adjourned 3:18 p.m.
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KINH Kansans for Improvement of Nursing Homes, Inc.
913 Tennessee, suite 2 Lawrence, Kansas 66044 (913) 842 3088

TESTIMONY PRESENTED TO THE HOUSE PUBLIC HEALTH & WELFARE COMMITTEE
CONCERNING SB 585 - CIVIL PENALTIES FOR VIOLATION OF NURSING HOME REGULATIONS
March 23, 1988

Mr. Chairman and Members of the Committee:

Kansans for Improvement of Nursing Homes is a consumer organization of some 900 members,
most of whom have relatives in nursing homes. As such, we have a strong interest

in the regulatory process for adult care homes, both the substance of the regulations
and the way in which they are enforced.

In July of last summer the General Accounting Office of the federal government (GAO)
issued a well-documented report concerning the need, nationwide, for better enforcement
of Medicare and Medicaid regulations for nursing homes. 1In that report, the GAO

showed very clearly that enforcement of regulations is a major problem in many states.
Kansas was one such state, and was among the 5 states singled out for a closer examina-
tion of specific problem homes which had violated the same regulations over and over
again. The underlying problem, said the GAO, is that neither federal nursing home
regulations nor state regulations in many states, provide for a full range of enforce-
ment mechanisms capable of dealing appropriately with a wide variety of violatioms.

The intent of SB 585 is to provide a usable mid-range sanction to assist in enforcing
regulations in situations which are not necessarily life-threatening or endangering

but are serious enough that they cannot be permitted to continue.

PROBLEMS WITH KANSAS'CURRENT ENFORCEMENT MEASURES

1. Decertification (closing a home) is too severe a penalty for any but the most
serious, life-threatening deficiencies. The goal of good enforcement is not to close
nursing homes; it is to protect the welfare of nursing home residents by assuring
that the homes comply with state and federal regulations.

2. Receivership is not a practical alternative to decertification unless the state
is willing to provide money and staff for that process. Further, receivership, like
decertification, is too extreme an action for any but the most serious categories

of violation.

3. The current Civil Penalties statute is far too weak to be an effective enforcement
tool. It is neither a deterrent to violation nor a significant penalty even when

the same violation occurs repeatedly.

The GAO report points out that '"nursing homes with deficiencies that seriously
threaten the health and safety of residents are able to remain in the Medicare and/or
Medicaid programs by correcting the deficiencies between the inspection and the end
of the certification period. When the facility is out of compliance with the same
requirement during the next inspection, it can again avoid decertification by correcting
the deficiencies."

The current Kansas Civil Penalties law does not speak in any respect to repeat
deficiencies or to the "yo-yo effect'" which is the term often used for the home that
repeatedly goes in and out of compliance with regulations.

4. The current ban on Medicaid admissions has been useful in some instances, but
when a home has few Medicaid residents the ban has essentially no effect. \

e
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KINH Testimony Re SB 585 -2- March 23, 1988

MAJOR PROVISIONS OF SB 585

1. 1Increases the penalty for violation of nursing home regulations which "significantly
and adversely affect the health, safety, nutrition or sanitation of the adult care

home residents" from the current $100 per day per deficiency to $500. The current
maxXimum cumulative penalty of $500 would be increased to $2500.

2. Permits the Secretary of Health & Environment to double those penalties if some

or all of the deficiencies recur within 18 months.

3. Speeds the process of assessing the penalty by eliminating one step.

4. Permits the Secretary of Health & Environment to prohibit the home from admitting
any new residents until the deficiencies have been corrected.

Several amendments were added in the Senate which detail the process somewhat but
do not affect these basic prov151ons.

/'—\ —— S

e ———

CIRCUMSTANCES IE,HHICH THE—CIVIL PENALTIES STATUTE IS APPLIED R
Current law and SB 585 both refer to non-compliance with regulatlons which "significant-

T§~5§Ehadversely affect the health, safety, nutrition or sanitation of the adult

care home residents' as conditions for which a correction order may be issued. 1In
applying that term, the conditions the Department of Health & Environment has most

frequently cited are:

1. Improper use of resident restraints.

2. Improper administration of medications.

3. Insufficient staffing, including unqualified persons.

4. 1Inadequate health services in caring for bedfast residents, incontinent residents
and residents with decubitus ulcers.

5. Failure to provide nursing services as ordered.

6. Failure to meet dietetic needs of residents.

7. Environmental deficiencies.

‘Within categories such as these, some judgment must, of course, be used in assessing

the severity of the conditions and the frequency of occurrence--the professional
judgment of the nurse-surveyors and the sanitarians.

Certainly violations of this order_significantly and adversely affect the health,
safety, nutrition, and sanitation of nursing home residents. Not all of them are
necessarlly Iife-endangering in themselves,/though they may be.o) Any one of them -

_of ar any combination of them can make for a gemerally miserable existence of the klnd

I do not believe Kansas legislators would find acceptable as a quality of life for
frail, sick, elderly Kansans. The Department of Health & Environment is, in our
opinion, quite correctly defining the term "significant and adverse" at present when
they issue correction orders.

The correction order is only the beginning of the process. It simply gives the home
notice that it is in violation of regulations and sets out a time period within which
the deficiency must be corrected. The nursing home always has an opportunity to
correct. Only when the problem is not corrected is the penalty assessed.

CONCLUSION

SB 585 is a long overdue step toward deterring violations and enforcing adult care

home regulations. KINH has never looked upon the GAO report as an indictment of

the will of the Department of Health & Environment to enforce nursing home regulations;
it is, rather, a clear indication that the laws of Kansas are indequate as enforcement
tools. We ask your support SB 585.
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The Organization of Kansas Association of Homes for the Aging 913-233-7443
Nonprofit Homes and 641 S.W. Harrison

Services for the Elderly Topeka, Kansas 66603

Testimony for House Public Health and Welfare Committee

Re: SB 585

March 23, 1988

Presented by John Grace, Executive Director

We support SB 585

%8% of the adult care homes in Kansas have never received a fine.
211 homes receive deficiencies and some receive correction orders,
but only a few that continue to violate the law receive a fine. Our

current statute simply does not provide for a swift and effective
deterrent for those few providers that put the safety, health and
welfare of residents in jeopardy.

SB 585 will shorten the time period, increase the amount of the fine,
and allow no new admissions to occur when the provider refuses to
correct the problems.

In any penalty system, the provider should have the opportunity for a
fair hearing. ' Under current law, adult care homes could appeal the
decision under the administrative procedures act.

We see the purpose of this bill as providing a more effective way for
the state to deal with a few homes that are giving all nursing homes
a bad name.

Thank you.
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llembers of the House Public Health and
Welfare Committes:

My name 1is Basil Covey and I represent
the Kansas Retired Teachers aAssociation.

We support SB 685 that relates to
correction orders, citations and assessmants
for owners and managers of adult care homes.

When adults give up living in their
homes they have occupied a number of years
they expect the new institutional home will
be ag good or better than the one they are
leaving.,

The trust and confidence thay expect,
and in most cases promised, must not be
shattered by mismanagement or naglect.,

We favor striot monitoring by the
gecretary of health and environment for
corrections to be mada.

We have first hand knowledge of some of
the violations;

vota.

March 23, 1988

Employees not properly trained and
qualified,

False fire alarms going off.

Stopped up plumbing not taken care of.
The present of insects--cockroaches.
f'ood not properly heated,

Jecurity not adequate, especially on
wee kends,

Drugs given by employees not qualified.
Insect spraying while occupants are
present,

Mistreatment of patients by employees.
Cleaning not adequate.

Stealing private property by employees.d

urge you to give SB 585 a positive
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K S N A FOR MORE INFORMATION CONTACT:

the voice of Nursing in Kansas
TERRI ROBERTS, J.D., R.N.
EXECUTIVE DIRECTOR
KANSAS STATE NURSES~ ASSOCIATION
820 QUINCY, SUITE 520
TOPEKA, KANSAS 66612
(913) 233-8638
March 23, 1988

S.B. 585 Civil Penalties for Nursing Homes

Representative Littlejohn and Members of the-House Public Health and Welfare
Committee, my name is Carolyn Middendorf, R.N., M.N. and I am presently a
nursing instructor at Washburn University School of Nursing. I have been

in the field of Gerentological Nursing for 12 years, including working as

a Consultant to the Bureau of Nursing Homes; Kansas Department of Health

and Enviromment, and consulting for several nursing homes. T represent

the. Kansas State Nurses”~ Association on the Kansas Coalition on Aging,
serve on the Advisory Board of the NAMFE project for Frail Elderly out of
the KU School of Nursing and am currently the Legislative Chairperson

for the Kansas State Nurses” Association.

"The Kansas State Nurses” Association (KSNA) supports S.B. 585 which

strengthens the current statutory remedies to be used when Kansas Nursing

_Homes fail to comply with correction orders for cited deficiencies.

" The General Accounting Office (GAO) of the federal govermment issued a
" report in July, 1987 indicating that a number of states, including Kansas,

have had a great deal of difficulty enforcing state and federal standards.

The current cap of $500 civil penalty is unfortunately not a significant
deterrant to Nursing Homes. Repeated violations for the same
deficiencies, that could be life- threatening are inexcuseable for
licensed nursing homes and make a mockery out of well meaning statutes and
regulations.

There are severe sanctions already in place for conditions that are life-
threatening. These will place a home in receivership or close its doors.
Such extreme measures should not be necessary for a facility to maintain a
safe, healthy place for older adults.

Lesser sanctions in place now are fines of $100 up to $500 per day for each
deficiency that is adverse to health and safety. This is merely a "slap on
the hands" and is considered with amusement by the nursing home industry.

These fines are only imposed after a very lengthy and time consuming Z%

process. Under current law, a home may be denied Medicaid reimbursement 1if Qy

not compliant after the long process with the licensing agency. ¥§ﬂ¢ \X/
%a

r

Kansas State Nurses’ Association ¢ 820Quincy ¢ Topeka, Kansas 66612 * (913) 233-8638
Peggy Erickson, M.N., R.N.—President e Terri Roberts, J.D., R.N.—Executive Director



KSNA Testimony
S.B. 585
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March 23, 1988

The three significant changes in the civil penalties proposed by S.B. 585
should assist the Kansas Department of Health and Environment in
enforcement of current regulatory standards and provide greater lattitude
to the agency for Nursing Homes that have repeatedly violated state and
federal standards.

The three significant changes in S.B. 585 are:

(1) stiffer penalties —— $§ 500 per day per deficiency that adversely affects
the life and health of residents up to a maximum of $2500,

(2) ‘denial of admissions until compliant, and
(3) removal of the issuing of a citation as part of the process, to allow
KDHE to initiate the fine immediately when resurvey finds non-compliance.

KSNA would strongly encourage this committee to pass out S.B.585 favorably
"and without unnecessary amendments that would weaken the integrity of the
bill.

THANK YOU.



KANSAS COALITION ON AGING
TESTIMONY ON SR 585

HOUSE PUEBLIC HEALTH % WELFARE
MARCH 2%, 1988
My name is Mark Intermill. I am the Executive Director of the
Fansas Coalition on Aging. KCOA supports SE 585. We support
this bill because it provides some basic consumer protection

for older kansans who are currently receiving care in an adult

care home, or who are preparing to enter an adult care home.

The first means of providing protection; increasing civil
penalties for nursing homes which violate rules and

regulations designed to protect the health and safety of

nursing home residents, is a measure for which members of the

Flansas Coalition on Aging have expressed strong support. In a
survey of ouwr membership conducted last fall, we asked whether
FCOA should advocate for more stringent sanctions against
nursing homes which have been cited for violations of health
and safety regulations and have not taken action to resolve
the violation in the prescribed time period. All respondents
answered the question affirmatively. It was the only issue

for which there was a unanimous response.

We believe that the provision of an intermediate range of
sanctions would provide incentives for adult care homes to
correct deficiencies which adversely impact on the health and
safety of residents. The current level of fines has remained
constant since 1978. But, since 1978, the cost of nursing

home care in Kansas has increased by nearly 300%. The impact -

-
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. The second major provision of this bill bans admissio

of the fine, as measured by the {fine-rate ratio has been
significantly diminished. UWe would hope that the proposed
civil penalties would never have to be imposed on any nursing
home. Many nursing homes in Kansas, which provide high

quality care as a matter of course, will not be impacted by

this legislation. But, we feel it is necessary to provide the

Department'of Health % Environment, which is charged with the
responsibility of regulating the adult care homes in which the
most wvulnerable of owr adult population resides, with the

ases where

authority to impose meaningful sanctions in those c©

the health and safety of residents is jeapardized.

n of new

residents to adult care homes which are in substantial
noncompliance with health and safety regulations. This
section is, in my opinion, the most important consumer

protection provision of the bill. This action would provide

persons who are preparing to enter an adult care home, and
their families, with assurance that they will not be entering
a nursing home which has been in substantial noncompliance
with basic health and safety regulations. We believe that it

is an appropriate extension to private pay residents of a

protection currently provided to persons who receive Medicaid.

In closing, I want to reiterate ouwr support for this bill, and

to urge the committee to report it favorably for passaage.



AARP

Mr, Chairman and Members of the House Public Health and Welfare Committee:

As Secretary of the Kansas State Legislative Committee of the American
Associstion of Retired Persons, I am here to rermort to you that our organization
wishes to ex-ress its uncualified support for Senate Bill 585,

It is our resvponsibility to Support this bill because a majority of our
members (now 350,276 in ¥ansas) have exrressed their wishes that we do so. In
a referendum that we held last August, we asked all of our 50 Chavters in the
state to list and evaluate those issues that they felt we should address during
the coming lerislative session, We also took a r-ndom sammle survewv among oupv
350,000 plus members and asked the same questions, On these returns, we chose
our legislative priorities, This was truly a grass roots effort and revresents
the majority oninion of the senior citizens of Kansss,

On the attached brochure you will find that at least three of our ten
legislative vriorities relate to better health care for the elderly, and that
one of them swecifically, mentions "legislation or reculations to enhance the
guality of nursing home eare." Under this heading we are concerned with many
issues, and one of them 1s the -roblem that S,B. 585 svecifically addresses:
sdequate venalties for those nursing homes that violate federal and state
nursing home regulations,

You know and I know that we could vrovide you with so many descrintive
examples of nursing home vliolations in Kansas that you wouldn't have time
to read them before this legislative session is over, However, there is one
thet deserves to be emphasized at this time, The revort on "Nursing Home
Enforcement," oprevared by the General Accounting Office, on n»age lj, varagraph
L of the section labeled "Executive Summary," has turned to the state of Xansas
among, the five states studied, for its prime examnle of nursing home deficiencies
"...a hansas nursing home was cited in three consecutive inspections for having
uncualified versonnel insert or withdraw tubes used to administer drugs or
provide nourishment, storing food improperly, and failing to control facility
odors, and in two insrections for failing to keep the building interior clean
and well maintained, The nursing home received no penaltv for reveat deficiencies
Pecause tﬁrmination was the only sanction authorized under redicare and
“edicaid,

AARP hopes that you will not only support S,B, 585 but do all in your

vower to see that it 1s not emasculated by amendments that would destroy its
obvious Intent, You will hear arguments that the penalties provosed are too
severe, Let me agsure you that we question whether they are severe enough.
A nursing home that is well managed has nothing to fear from the nenalties
provided in S, B, 585, To decrease these venalties will only make it more
likely that some will find 1t more profitable to violate regulati ons than
to comvly with themn,

We urge you to resvect the wishes of thousands of Kansas citizens
who are our members and support S,B, 585 and vigorously resist all efforts

to weaken 1it, .
/ﬁ S<ewn A - 3(}’&;,\,»3( A~

Oscar M, Haugh

Secretary, Kansas State Legislative Cormittee
1 attachment American Association of Retired Fersons

(1400 Lilac Lane, #302, Lawrence, Kansas)
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BEFORE THE KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

In The Matter Of The Correction Order
Agains

Case No. 87-ACF-85

CORRECTION ORDER

TO:

Licensee and administrator for the above-captioned facility.

You are hereby notified that —has been
determined to be in noncompliance with KAR 28-39-78(a)(7), KAR 28-39-87(e),
KAR 28-39-87(a), KAR 28-39-87(f)(8)(B), KAR 28-39-87(h)(3), KAR 28-39-98(a),
KAR 28-39-89(a), KAR 28-39-87(1i)(1), KAR 28-39-87(i)(2), KAR 28-39-87(i)(3)
KAR 28-39-89(f), KAR 28-39-92(d)(1), KAR 28-39-89(f)(1), KAR 28-39-97,

KAR 28-39-101(e), and KAR 28-39-109(m), which provide:

]

KAR 28-39-78(a)(7) -- The resident shall be free from restraints
unless the restraints are authorized by a physician for a specified
and limited period of time or when necessary to protect the resi-
dent from injury to self or others.

KAR 28-39-87(e) -- There shall be a signed physician's order for
any restraint, including justification, type of restraint, and
duration of application. A resident shall not be restrained
unless, in the written opinion of the attending physician, it

is required to prevent injury to the resident or to others and
alternative measures have failed.
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KAR 28-39-87(a) -- Each facility shall provide programs and
personnel to meet the nursing needs of the residents.

KAR 28-39-87(f)(8)(B) -- Treatment for pressure sores shall
be given according to written physician's orders.

KAR 28-39-87(h)(3) -- Food and fluid intake of residents shall
be observed recorded, and reported to the charge nurse.

KAR 28-39-98(a) -- The facility shall provide a sanitary environ-
ment and .shall follow proper techniques of asepsis, sterilization,
and isolation.

KAR 28-39-89(a) -- The facility shall ensure safe and accurate
ordering, storage, distribution, administration, review, and
recording of all medications and biologicals and shall have
written policies and procedures for pharmacy services.

KAR 28-39-87(i)(1) -- The facility shall have a written program
of restorative nursing care which shall be an integral part of

nursing services. The written program shall be directed toward
assisting the resident to achieve and maintain an optimal level
of self-care and independence.

KAR 28-39-87(1)(2) -- There shall be evidence of regular staff
development training sessions, for all nursing personnel, in
restorative nursing techniques to promote ambulation, to aid
in activities of daily 1iving, to assist in activities, to
assist in bladder and bowel retraining, to encourage self-
help, to promote the maintenance of normal range of motion,

to ensure correct chair and bed positioning, and to prevent

or reduce incontinence.

KAR 28-39-87(1)(3) -- Written records shall be maintained regard-
ing all restorative nursing services performed.

KAR 28-39-89(f) -- The facility shall ensure that all medications
are administered to residents in a safe and accurate manner and
in accordance with a physician order and requirements of law.

KAR 28-39-92(d)(1) -~ Menus shall be planned and followed to
meet the nutritional needs of residents in accordance with
physicians' orders, the residents' nutritional care plans,

and to the extent medically possible, the current recommended
daily allowances of the food and nutrition board of the national
research council, national academy of sciences, as in effect on
July 1, 1981.
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KAR 28-39-89(f)(1) -- A1l medications shall be administered
by physicians, licensed nursing personnel, or by other per-
sonnel who have completed a state-approved training program
in medication administration. Injectables shall be admin-
istered only by physicians or licensed nurses.

KAR 28-39-97 -- The skilled nursing home and intermediate nurs-
ing care home shall provide staff and services to ensure a clean,
safe, and comfortable environment for residents and shall meet
the environmental sanitation and safety requirements prescribed
in KAR 28-39-98 to KAR 28-39-102, inclusive.

KAR 28-39-101(e) -- Building and equipment supplies shall be
stored in areas not accessible to residents.

KAR 28-39-109(m) -- The facility shall provide laundry areas

and equipment appropriate to the needs of the residents and
non-residents served the facility.

Relative to this matter— has been inspected on
the following occasions: June 1, 2, 3, 4, and 5, 1987, by _
-and » and on June 8, 1987, by (NS

This facility was determined to be in noncompliance on the
following dates and was notified by preliminary inspection reports dated
June 5 and 11, 1987, and signed by GGG, /:tached
as Exhibit A and incorporated herein is a copy of the deficiency reports
setting forth the factual basis for this order.

These deficiencies (nonconformities) are deémed to significantly

and adversely affect the health, safety, nutrition, or sanitation of the

residents.



' CiiRiCTION ORDER

IT IS THEREFORE ORDERED pursuant to KSA 39-945, that \E

R i

1. That a physician's order for physical restraints be obtained
prior to administering any physical restraint in accordance
with KAR 28-39-78(a)(7) and KAR 28-39-87(e) immediately
upon receipt of this order.

2. That adequate health services be provided to ensure that
nursing services are provided as ordered as required by
KAR 28-39-87(a) immediately upon receipt of this order.

3. That decubitus treatments be administered as ordered by
the physician and using proper nursing techniques as
required by KAR 28-39-87(a) and (f)(8)(B) immediately
upon receipt of this order.

4. That adequate health services be provided to ensure
that proper catheter care is given as required by
KAR 28-39-87(a) immediately upon receipt of this
order.

_ 5. That food and fluid intake of each resident shall be
observed, recorded, and reported to the charge person
as required by KAR 28-39-87(h)(3) immediately upon
receipt of this order.

6. That proper nursing techniques be followed in administration
of medications as required by KAR 28-39-89(a) and KAR 28-39-98(a)
immediately upon receipt of this order.

7. That adequate rehabilitation servces be provided to meet
the resident's needs as required by KAR 28-39-87(i)(1)(2)
(3) immediately upon receipt of ths order.

8. That all medications be administered according to physician's
orders as required by KAR 28-39-89(f) immediately upon
receipt of this order.

9. That all therapeutic diets be served as ordered as required
by KAR 28-39-92(d)(1) immediately upon receipt of this order.
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10. That all injectables are administered by either physicians
or licensed nurses in accordance with KAR 28-39-89(f)(1)
immediately upon receipt of this order.

11. That all hazardous chemicals, such as cleaning solutions,
be stored in areas not accessible to residents as required
by KAR 28-39-97 and KAR 28-39-101(e) immediately upon
receipt of this order.

12. That the facility shall provide a laundry areas and equipment
appropriate to meet the needs of the residents and non-residents

as required by KAR 28-39-109(m) immediately upon receipt of
this order.

TN
Dated this [Z it:éay of July, 1987.

~

(Airq04

| . irector i
Bureau of AduNt/ & Child Care Fa€iliti¢s



CERTIFICATE OF MAILING

I hereby certify that on the k Stlﬁhay July, 1987, a true and
correct copy of the foregoing Correction Order was mailed to:

depositing the saﬁe in a~prope91y addressed envelope, postage prep
certified mail, return receipt requested in the U.S. mail.

Certified Mail # 5/8(0448)3’
Certified Mail # SISCUY W
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BEFORE THE KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

In The Matter Of The Correction Order
Against

Case No. 87-ACF-85

CITATION

e

Now on this Lé)__@-gay lof August, 1987, Stanley C. Grant, Ph.D.,
Sécretaxy » Kansas Department of Health and Environment, reviews the file
on this matter and after consultation with his staff finds that a
Citation should be issued pursuant to KSA 39-946.

The Secretary finds that a Correction Order was issued on

July 15, 1987, stating that the above-entitled facility was in
vioclation of KAR 28-39-78(a) (7), KAR 28-39-87(e), KAR 28-39-87 (a),
KAR 28-39-87(f) (8) (B) , KAR 28-39-87 (h) (3), KAR 28-39-98(a), KAR 28-39-89 (a),
KAR 28-39-87(1) (1), KAR 28-39-87(i) (2), KAR 28-39-87(i) (3), KAR 28-39-89 (f) .
KAR 28-39-92(d) (1), KAR 28-39-89(f) (1), KAR 28-39-97, KAR 28-39-101(e),
and KAR 28~39-109 (m) and that the facility was to correct these imrediately

upon receipt of that order.

The Secretary finds that on July 16, 1987, a representative from

-and on July 22, 1987, —signed the receipts

for the Correction Order on behalf o—
e secrecary inas st G == ovisitad on
suay 29 and 30, 1997, 1

Attached as Exhibit A and incorporated herein is a copy of the deficiency

reports setting forth the factual basis for this order.
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The Secretary further finds that as a result of the July 29
and 30, 1987 inspection, the following items were deemed not to be

corrected.

‘ KAR 28-39-78(a) (7) and KAR 28~39-87(e) -- One resident lacked
a physicians order for the use of physical restraints. Residents werc
not released from physical restraints every 2 hours for exercise or
change of position. Five residents were observed restrained for
periods ranging from 2% to 4% hours before release.

KAR 28-39-87(a) -- One resident did not have TED hose applied
on July 29, 1987, because none was available. Blood pressure readings
were not available as prescribed or planned for 4 of 5 residents and the
other resident had a daily blood pressure reading ordered and the physi-
cian was to be notified if above 165 systolic and 105 diastolic. This
resident had a blood pressure reading recorded 180/100 on July 7, 1987,
and 168/108 on July 15, 1987, but there was no evidence the physician
was notified.

KAR 28-39-87(a) and KAR 28-39-(f) (8).(B) -- Treatments were
not documented or administered as ordered for 8 of 8 residents reviewed.
The treatment nurse scheduled to provide tréatnénts on the day shift

observed July 29, 1987, did not have time to complete all treatments
on the day tour of duty.ﬂ :

v
'



CLTATLIO

KAR 28-39-87(a) — Proper catheter care was not provided because
2 residents were cbserved lying on the catheter tubing, 2 were cbserved
with feces on the catheter, and 2 residents were cbserved with catheter
tubing and drainage bags dragging the floor while up in wheelchair.

b KAR 28-39-87(h) (3) —- Food and fluid was not recorded congistently

for meals or for residents with Foley catheters. Intake was not recorded

for one resideﬂt receiving tube feedings, one resident for fluid restrictions,
and one resident with poor fluid and food intakes.

KAR 28-39-89(a) and KAR 28-39-98(a) —-- Proper techniques of good
handwashing was not practiced between residents. Two residents were
not observed by the medication nurse while taking the drug. Ten of
14 residents did not received medications at the right time. The medi-
cation nurse on Hall 1 and 2 had worked only 5 days in the facility and
was still passing 9:00 am medications at 12:00 noon and 1:00 pm medications
at 3:00 pm.

KAR 28-39-87(1) (1) (2) -- Only 30 of 128 residents were on a
restorative nursing service program. Residents were identified in need
of restorative services but were not receiving this service. Three resi-
dents had daily orders for services but were not provided on weekends.
Supportive duties to prevent foot drop were not available as indicated
nor were heel protectors provided. Cones were not provided to all resi-
dents with contractural hands. The bowel and bladder retraining program

had been attempted but not consistently provided and not recorded daily.
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One restorative aide was absent on June 23 and 25, 1987, and was pulled
to floor duty and June 29 and July 2, 1987 and therapy services were
not provided during these days. The other aide was absent on July 7,
1987, and services were not provided.

‘ KAR 28-39-89 (f) -- One resident observed during drug pass on
July 29, 1987, did not have the medication available and was not admin-
istered. Anotﬁer resident did not have insulin recorded as given on
June 29, 1987 and the order for insulin in the pm on this date was not
given according to physicians order (10 units given rather then 5
units as ordered).

KAR 28-39-92(d) (1) —- Therapeutic diets were not served as
ordered and planned on the menu. Two resident diet orders did not
agree with the tray/plate diet order card. Diabetic residents were
served whole milk on July 29, 1987, rather than non-fat milk because
non-fat milk was not available and cne diabetic resident was served
whole milk on July 30, 1987. One resident did not receive polycase on
food at breakfast July 29, 1987, because none was available. There was
no salt seasoning in food for regular diets at breakfast meals observed.

KAR 28-39-97 and KAR 28-39-101(e) -- An unidentified chemical
was stored in an unlocked cabinet in Hall 3 soiled workroom. Brights

Vashroom cleaner and Respond Spray Buff were in unlocked area of Hall 3

soiled utility room.
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KAR 28-39-109 (m) —- The facility did not provide a laundry scr-
vice to meet the needs of the residents. On July 30, 1987, laundry was
observed being sorted on the floor. Two bags of dish towels from dietary
were on the floor in the laundry on July 29, 1987, and 2 large lqundry
bins of soiled linens were stored approximately 4 feet above the level
of cart, uncovered, in the holding room and 1 bin in the washer room
and there were 9 barrels of soiled linen in the holding rcom. There
were insufficent linens (blankets, sheets, incontinent pads, wash cloths)
on the halls to care for residents. Nurse aides had to leave resident
care and go to the laundry to obtain clean linen in order to change
beds and care for incontinent residents. One resident was crying "I'm
cold." The aide said no blankets were available. There were only 2
#50 capacity washers in use. Residents and resident families were
complaining that clothing had been lost in the laundry.

The Secretary finds that the wncorrected deficiencies set forth
above have an endangering relationship to the health, safety, nutrition,
or sanitation of the adult care home residents.

Failure to correct the deficiencies set out above may result
in the assessment of a penalty not to exceed $lO0.00 per day per
deficiency for each day subsequent to the day following issuance of

this Citation that the deficiencies have not been corrected - the maxi-

man assessment not to exceed $500.00.
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The Sccretary orders, adjudges, and decrces that a Citdtion

be issued pursuant to KSA 39-946, againsf—

for

the above violations.

< /(./
Dated this Q? day of August

C *,
W %m/ﬂ y /’ /M

~Stanley C “Grant)_Ph.D., SEcreta*y
Kansas De{jartme_nt of health and Environment
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CERTIFICATE OF MAILING

:;%9Zi§§y of August, 1987, a true

ion was mailed to

I hereby certify that on the

depositing the same in a properly addressed envelope, postage preﬁaid,
certified mail, return receipt requested in the U.S. mail.

S

Certified Mail # V& [ G o
Certified Mail 4 A/ (LYY 47T
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BEFORE THE KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

In The Matter Of The Correction Order
Against

Case No. 87-ACF-85

NOTICE OF ASSESSMENT

Now on this.é%éi?éé& of September, 1987, Stanley C. Grant, Ph.D.,
Seéretary, Kansas Department of Health and Environment, reviews the file
on this matter and finds that a fining order should be issued pursuant
to KSA 39-946.

The Secretary finds that a Citation was issued to this facility

on August 26, 1987, for violation of KAR 28-39-78(a) (7), KAR 28-39-87 (e),
KAR 28-39-87(a), KAR 28-39-87(f) (8) (B), KAR 28-39-87(h) (3) , KAR 28-39~89 (a),
KAR 28-39-98(a), KAR 28-39-87(i) (1) (2), KAR 28-39-89 (f), KAR 28-39-92(d) (1),
KAR 28-39-97, KAR 28-39-101(e), and KAR 28-39-109(m). The Secretary finds

that the Citation was issued a result of a July 29 and 30, 1987 inspection.

The Secretary further finds that—eceived

the Citation on August 28, 1987.

The Secretary further finds that a Correction Order was issued
against the facility on July 15, 1987, for violation of KAR 28-39-78(a) (7),
KAR 28-39-87(e), KAR 28-39-87(a), KAR 28-39-87(f) (8) (B), KAR 28-39-87(h) (3),
KAR 28-39-98(a), KAR 28-39-89(a), KAR 28—39-87(i)(l), KAR 28-39-87 (1) (2),
KAR 28-39-87(1) (3), KAR 28-39-89(f), KAR 28-39-92(d) (1), KAR 28-39-89(f) (1),
KAR 28-39-97, KAR 28-39-101(e), and KAR 28-39-109 (m). The Secretary

finds that the order was received on July 16, 1987.
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The Secretary finds that e e
and 3, 1987.

. The Secretary finds that as a result of the September 2 and
3,ll987 visit, that KAR 28-39-78(a) (7), KAR 28-39-87(e), KAR 28-39-87(a),
KAR 28-39-87(£) (8) (B), KAR 28-39-89(a), and KAR 28-39-98(a) were not in
compliance.

The Secretary finds that the facility did not release residents
from restraints at least every two hours as required by KAR 28-39-78
(@) (7) and KAR 28-39-87(e).

The Secretary finds that the facility did not provide treat-
ment for skin conditions as required by KAR 28-39-87(a) and KAR 28-87
(£) (8) (B).

The Secretary finds that medications were not being given at

the proper time as required by KAR 28-39-89(a) and KAR 28-39-98(a) .

The Secretary finds that a civil penalty in the amount of $100.00

per day per deficiency should be issued against—
Y —— - o

being out of campliance with the above-listed regulations on

Septeamber 1, 2, and 3, 1987. The Secretary finds that a maximm fine
of $500.00 should be assessed.
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The fine is due and payable within ten days after the receipt of
this Assessment. If the fine is not paid within ten days, the Secretary
may file a certified copy of the Notice of Assessment with the Clerk of
the District Court of _mty and the Assessment can be enforced
in.that court.

The Assessnent may be appealed by filing a written notice of
appeal with the Secretary within ten days of receipt of this Notice of
Assessment, in which case, a hearing will be conducted pursuant to the
Kansas Administrative Procedure Act. The penalty must be paid as set
out above regardless of whether this Assessment is appealed. If the
appeal is sustained, the Assessment will be refunded pursuant to Statutes

KSA 39-946 and KSA 39-948.

Therefore, the Secretary orders that an Assessment be issued

puzsuant to K5 39-946, sgainct (R
Y - - rimn fine of

$500.00 for the above violations.
IT IS SO ORDERED

Dated thisc§2fft§5§ of September, 1987.

»

l:

Stanley C. Gyant, PhtD., Secretary
Kansas Depaj t of Health and Environment
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CERTIFICATE OF MAILING
A_
I hereby certify that on the ozé-t day of September, 1987, a true
and correct copy of the foregoing Notice of Assessment was mailed to:

Certified Mail # S78.577028

Certified Mail # 578877027
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KANSAS MEDICAL SOCIETY

1300 Topeka Avenue - Topeka, Kansas 66612 - (913) 235-2383

Position Statement on AIDS

The Kansas Medical Society recognizes the impact that virally transmitted
AIDS and AIDS-related complex have on our state and country. Projected medical
and economic concerns increase daily, reflecting the growing number of cases
reported to the Centers for Disease Control.

Consistent with KMS policy that all patients should have competent and
humane medical care, no patient should be discriminated against or denied medi-
cal care on the basis of a known or suspected diagnosis. Al1 physicians and
surgeons, nurses, other health care professionals, and hospitals should either
render services to patients with AIDS or AIDS-related complex, or promptly refer
to another physician who is competent to care for such patients.

In the area of professional and public education, the Kansas Medical
Society will strive to keep its members informed by disseminating information on
AIDS in a timely manner, to reprint information about AIDS in KANSAS MEDICINE,
and to promote continuing education on AIDS to KMS members.

Additionally, KMS will help establish a speakers bureau for health care
professionals that can help educate both professionals and Tay people concerning
AIDS. The Kansas Medical Society also supports appropriate educational efforts
which will enable all citizens of Kansas to become informed about AIDS.

In the area of HIV testing, the KMS suggests that testing be: 1) voluntary
and with informed consent; 2) that a positive ELISA test be confirmed with a
Western Blot test; and 3) that testing be administered only if trained personnel
are available for pre- and post-test counselling.

The KMS also adopts by reference the guidelines and recommendations con-
tained in the following Center for Disease Control publications:

1. CDC Recommendations for Control of AIDS and for the Protection
of Health Care Workers and Their Patients.

2. CDC Perspectives in Disease Prevention and Health Promotion.

3. CDC Guidelines for the Control of Perinatal Tranmission of

HIV.
4. CDC Revision of CDC Surveillance Case Definition for AIDS of )
August, 1987. CL
Finally, KMS endorses the recommendations, findings and guidelines for phy- gV Q)
sicians contained in the following AMA reports: 1) AMA Board of Trustees s
?epor; YY (A-87); and 2) Council on Ethical and Judicial Affairs Report A )Q$/ Q ;j
1-87). : AXVY N
. K‘\)\n /\r\l\ \;\]
) (\\
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REPORT OF THE BOARD OF TRUSTEES
Report: YY
(A-87)

Subject: Prevention and Control of AIDS -
An Interim Report

Presented by: Alan R. Nelson, M.D., Chairman

Referred to: Reference Committee E
(Alfred J. Clementi, M.D., Chairman)

Introduction

Responding sensitively, intelligently, and effectively to the
growing AIDS crisis is one of the crucial public health problems
facing the nation. Preveation and control of the disease must be an
essential part of that response because there is, at present, no
known cure for AIDS patients.

Recommendations in this report have as their foundation an
overriding concern for a judicious balance between the well-being of
HIV positive patients and the protection of the public health.

These recommendations are based upon the best information and data
availabple at present. The AMA will continuously monitor and analyze
developments in AIDS and update AMA policy and recommendations as
dictated by advances in knowledge.

Education continues to be the major weapon against spread of
HIV infection. Physicians should assume the leadership role in
educating themselves, their patients and the public. Individuals in
society also must assume responsibility for being well-informed and
for actions that affect their own health and the health of others.
In developing this report, the Board emphasizes the need for
concerted and cooperative efforts by all members of society in the
fight against AIDS. The recommendations outlined below are designed
to help in successfully confronting this challenge to society's
well-being.

I. Background

A. The Current Climate

It is estimated that five to ten million people are
infected with HIV virus worldwide. AIDS has been reported in more
than one hundred countries. In the United States HIV-infected
individuals may number one and one-half (1.5) milliom, approximately
35,000 of whom have been reported to suffer from AIDS and more than
20,000 of whom are dead.
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The U.S. Public Health Service has projected that by 1991 there
may be 323,000 reported patients with AIDS and as many as 200,000 of
them may be dead by that time. In addition, conversion rates of
seropositive people to AIDS status now appear to be higher than
early preliminary estimates. Originally under 20% were thought to
convert. It now appears that, without treatment advances, a much
higher percentage will develop the disease.

Seventeen percent of .the AIDS cases have been intravenous drug
abusers; 66% have been homosexual/bisexual men; 8% have been
homosexual male IV drug users; female, heterosexual male, and
pediatric victims infected by the transfusion of blood or blood
products, sexual contact, or prenatally in the case of infants,
account for the bulk of the balance.

Polls indicate that AIDS has become the highest priority health
concern of the American public, ahead of heart disease and cancer.
It has already caused changes in a variety of public attitudes.
Sexual abstinence, monogamous relationships, and the use of condoms
are being widely promoted in the media by public officials and many
private organizations. IV drug abusers are being counseled to use
clean needles and to avoid sharing needles. FEducation on the sexuzl
transmission of the AIDS virus is being extended to school
children. The nation is more sensitive to the rights of those
affiicted with the disease to be free from discriminarion,
regardless of the manner by which they became infected.

B. Historical Control Measures Ffor Infectious Diseases

A primary mode of tramsmission of AIDS is through sexual
contact, and the control efforts for sexually transmitted diseases
(STD) that have been Instituted in the past are sources of analogies
for prevention and control of AIDS. Natiomal programs to control
STDs weres established during the beginning of World War I. For the
following 30 years the focus was almost exclusively on the comtrol
of syphilis and its complicatioms. During World War II rapid
treatment centers for syphilis and gonorrhea were established.
Public health officials inmstituted limited contact-tracing, had the
authority to close sex bars and clubs, to order tests for
prostitutes, and, most importantly, had effective therapy ta offer.
Widespread availability of penicillin led to the dissolution of the
rapid treatment centers and of the clinical speciality
sypioilology. Every sctate in the Union at ome time requlred all
persons seeking marriage licenses to be tested for syphilis. During
the 1350s and 1960s federal assistance programs continued to support
contact-tracing, serological screening, and patient education.

In the late 1960s public health officials were concerned about
the rapidly escalating cases of gomorrhea, and prOJE"”S were
instituced to increase case-finding and contact-tracing. Im 1972

o
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financial assistance for STD control by the federal government was
dramatically increased and by 1982 gonorrhea accounted for nearly
three-fourths of the federal STD dollar. During the 19708 gonorrhea
control efforts evolved through overlapping phases that included
objectives to lower disease incidence and the occurrence of
drug-resistant bacteria, focused screening on high-risk patients,
intensified follow-up of treatment fallures, and used patient
counseling as a means of increasing compliance with therapy and
improving contact-tracing. The latter was deemed especially
important since the large numbers of gonorrhea cases precluded the
intensive follow—up of each infected case that had been
characteristic of the syphilis era.

In 1982 the World Health Organization/Pan American Health
Organization (WHO/PAHO)identified the following key objectives for
intervention to reduce SIDs:

1. To minimize disease exposure by reducing sexual
intercourse with persons who have a high probability
of infection.

2. To prevent infection by increasing the use of condoms
or other prophylactic barriers.

3. To detect and cure disease by implementing screening
programs, providing effective diagnostic and
treatment facilities, and promoting health-seeking
behaviors.

4, To 1limit complications of infections by providing
early treatment to symptomatic and asymptomatic
infected individuals.

5. To 1limit disease transmission within the community
through the above efforts.

These objectives were used as a framework for the current
United States program regarding STDs, which consists of the
followlng components:

1. Health education and promotion.
2. Disease detection through testing and other means.
3. Appropriate treatment.

4. Contact tracing and patient counseling.

5. Clinical services.
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6. Training.
7. Research.

C. The Challenge of AIDS Control

It might seem reasonable to extend the experience in
preventing the spread of other STD infections to AIDS. The
objectives established by WHO/PAHO and the components of the current
national STD program are certainly applicable to AIDS. However,
AIDS presents a much different social problem than other STD
infections. Since there is no cure for AIDS and no protection
beyond avoiding or making safer intimate contact with infected
individuals, those infected with the virus must be sexually isolated
from uninfected persons. A condom barrier offers some but not
complete protection. Avoidance of sexual contact and use of shared
needles are the only sure protections.

Further, the stigma that accompanies a diagnosis of AIDS, based
on fear and society's attitude toward IV drug abusers and
homosexuals, presents a factor beyond the contzol of the infected
individual or medicine. An HIV-seropositive individual who might
live five years or much longer with no overt health problems, once
identified in a community, may be subject to many and varied
discriminations—-by family and loved omes, by neighbors and friends,
by employers and fellow employees, and by other providers of
services.

As with prevention and control of all contagious diseases,
preveantion and control of AIDS involves two, sometimes competing,
concerns. First, the person who is afflicted with the disease needs
compassionate treatment, and both those who have the disease and
these who have been infected with the virus should not be subjected
to irrational discrimination based on fear, prejudice or
stereotype. Second, and of critical importance, the uninfected must
be protected; those individuals who are not infeered with the AIDS
virus must have every opportunity to avoid transmission of the
disease to them.

II. The Need for a Natiomal Policy on Aids

Given the growing dimensions of the crisis and given limited
national resources, it is imperative that a nmatiomal policy be
developed jointly by the public and private secrars. Such a policy
must seek, in a cost-effective way, to achleve fundamental pational
goals: preventiom, treatment, and curz — and adequate research in
all three areas. A coherent nationmal approach to this modern killer
is needed: a comprehensive blue print for a national response, not
piecemeal solutions. Xnowledge of the disease is now more than six
years old and the growing magnitude of the problem has been apparent
for nearly that long.
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1 Such a national policy must have certain characteristics:
2
3 ) The policy must be comprehensive, proceeding
4 simultaneously on the fronts of prevention, treatment, and
5 research.
6
7 ° The policy must be coordinated between public and private
8 sectors and between the different levels of government. A
9 national policy does not necessarily mean a federal
10 policy: there are important roles at all levels of the
11 health care systems and at all levels of govermment. Nor
12 does it necessarily mean uniformity: on certain issues
13 different approaches should be tried to determine efficacy.
14
15 * The policy must be carefully balanced. For example,
16 concern for the person with the disease must be balanced
17 with concern for those who do not have the disease but who
18 may become infected. Similarly, careful consideration
19 must be given to directing scarce resources to increased
20 prevention, even as increasingly large resources are
21 necessarily devoted to research and treatment.
22
23 . The policy must be based on scientific information and
24 medical judgments. Although policy choices must
25 inevitably be made, they should be formed on the best
26 available informnation and on the extensive public health
27 experience in dealing both with AIDS and with other
28 contagious diseases.
29
30 . The policy should be nonpartisan. Although it may be
31 tempting to play on fears and prejudices, public figures
32 and officials both inside and outside the health community
33 - should avoid exploiting the crisis for partisan political
34 advantage.
35
36 ] The policy should be capable of continuous review and
37 modification as more and better information becomes
38 available.
35
40 RECOMMENDATION 1:
41

42 A Commission, modeled after the commission which made recom-

43 mendations on the problems of Social Security financing in the early
44  1980s, should be constituted with representatives from the Executive
45 branch of the federal government, the Congress, state and local

46  government, and the private sector and directed to develop a

47 consensus position for consideration by the Congress, the Executive,
48 gtate and local governments and private associations and

49 institutions. The presidential commission announced, but not yet

]
|
|
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appointed, by the Administration could be broadened to implement

this recommendation. A high-level body with representatives from
the different branches and levels of government, but operating to
the side of the more formal political processes, may have the best

~ chance of forzing the necessary national consensus which can then

become the basis Ffor concerted and coordinated action by both the
public and private sectors.

IIT. The Special Role of Physicians and Other Health Care Counselors

Because there 1s no cure for AIDS, effective preventive
techniques are vital. This involves both those who are infected and
those who are anot. Those who are infected must be identified so
that they will not unknowingly transmit the disease to others. Many
who are not infected will need to change thelr behavior
gubstantially to minimize their risk of infection by the AIDS virus.

The key to changed behavior is public education coupled with
counsaling which must be given by physicians and other health care

counselors.

A. Public Awareness

The public is well aware of AIDS in a general sense. The
attention of the media has been intensively focused on the disease.
Translating general awareness into modifications of behavior is the
challenge.

The groups that are most at risk for AIDS, e.g., IV drug
abusers, homosexuals, bisexuals, and prostitutes, have reason to
know thev are at risk. Their contacts, however, may not know they
are at risk and hence spouses, unborn babies, and premarital and
extramarital sexual partners may become infected. Education and
counseling aimed at the high-risk groups wust be the first
priority. The education should urge immediate counseling with a
physician or other health care counselor about the risk of AIDS, the
uses of antibody testing and preventive measures.

Also, it must be recognized that persoms in these groups aay
not respond to education and counseling and, when they do not, more
aggrassive programs——such as expanded methadone maintenance programs
or penalties for knowingly exposing others-—must be considered.

Education aimed at the more general population is difficult for
at leagt two reasons. First, reaching all Americans with an
effecrive message can be expensive and not all people respond in the
same -way or to the same method of learning. Messages must therefore
be tailored to the target audience in question. Second, preventive
messages must necessarily deal with controversial subject matter.
Widespreasd use of the electronic media — especially televisiom —-
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appears to be the most effective way to reach the general public.
Accordingly, public gervice advertising on the electronic media must
be greatly increased and these announcements must be shown at times
and in places where they will be viewed by those who need the
message most.

The AMA will continue its efforts to place its own public
service ads on national television. AMA's Tony Danza public service
advertisement (PSA) directed at teenagers about abstinence and
condoms, and other PSAs which the networks have agreed to use, are
significant first steps. But, more must be done and it must be
nationally coordinated.

RECOMMENDATION 2:

The communications industry must develop voluntary guidelines for
public service advertising regarding AIDS in consultation with the
health care community and government officials. The AMA intends to
be a catalyst in this effort to immediately bring the communications
and health care communities together.

B. Counseling—-And Educating Counselors

Perhaps the greatest need at the present time is effective
counseling of both low-risk and high-risk populations by physicians
or other health care counselors. A massive education effort for
physicians and other counselors is necessary as a first step.
Complete and accurate information on the disease, the modes of
transmission, the appropriate application of antibody testing, and
effective ways to change behavior must be understood by counselors
if it is to be properly communicated to patients. In conjunction
with face-to—face counseling, printed materials--like the Surgeon
General's recent 36-page report on AIDS--should be widely
disseminated.

Even more challenging than preparing physicians and others for
generic counseling on AIDS is preparing these counselors to assist
those who test positive and are infected with the virus. It is at
that time that a change of behavior on the part of the person
infected is most critical, and it is then that the most
sophisticated counseling is required due to the emotional impact of.
the test results. There is no higher prevention priority than
ensuring that the community of individuals who provide health care
counseling be given adequate tools to be effective. And the AMA, as
the largest organization of physicians in the world, must take a
leading role in this undertaking.

RECOMMENDATION 3:

A conference should be immediately held between the AMA, other
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physician organizations and public health officials at all levels of
government to determine:

1. The types of education and training that are necessary for
effective counseling.

2. The people in the health care community who should receive
this education and training.

3. The current resources available for such education and
training.

4, Recommendations for providing additiomal resources,
including consideration of the respective roles of medical
assoclations and government at all levels.

5. Recommendations on how to update informatiom concinually
as new scientific data are developed.

6. Recommendations as to alternative measures to prevent the
spread of AIDS where education and counseling are aot
likely to be effective, particularly among IV drug users,
through such programs as expanded methadone maintanance.

The AMA will promptly and widely report on the conferesance findings
and assist in the implementation of the confersnce racommendacions.

C. Voluntary and Mandatory Testing

Knowledge that a persom 1is infected with the AIDS virus
can be the crucial predicate to changing bSehavior. Thus, testing
for an antibody to the AIDS virus, when used in conjunction with
appropriate counseling (and when offered in the context of
appropriate anti-discrimination and confidentiality protections
discussed below), serves the important public health purpose of
providing impetus for behavior changes that minimize the risk of
transmitting the AIDS virus.

Clearly, the geed for HIV-antibody testing has expanded bevond
its original purpose, the scresning of blood donors. Guidelines for
the appropriate use of HIV-antibody tasting must center on the
following justifications:

1. To identify infected persoms and to offer treatment
where possibie and to protect uninfected third
parties.

2. To offer education and counseling that would modify
hign risk benavior.
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To solicit patient cooperation for locating and
referring sex partners.

To obtain broadened epidemiological statistics on the
prevalence of HIV infection in the population.

In addition, in considering the merits of voluntary versus
mandatory testing, these facts about AIDS must be kept in mind:

1.

10.

AIDS is caused by an infectious agent, and therefore
is an infectious disease. Appropriate precautions,
procedures, and policies should be applied to protect
the community from the spread of the disease.

The extent to which the AIDS virus already has spread
into the general population is not completely
understood. Current projections are based on a
number of unverified assumptions.

The transmission of the AIDS virus does not occur
through casual contacts. Sexual contact, septic
intravenous equipment, and the administration of
infected blood and blood products are the main modes
of transmission.

Heterosexual transmission of the AIDS virus,
especially from males to females, does occur.

Seropositive pregnant females will transmit the virus
to their babies in a high percentage of cases.

Health care workers, especially those who perform
invasive surgical procedures, and emergency room and
laboratory personnel, are at some risk when caring
for AIDS patilents.

No patient with a clinical case of AIDS has survived
the disease. The disease has been uniformly fatal.

The disease, not its victims, is the threat from
which socilety must be protected.

The confidentiality of the doctor-patient
relationship is vitally important but not absolute.

Physicians have an ethical and professional
obligation to behave in a scientifically responsible
manner.
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A1l of these considerations guided the Board of Trustees as it
considered the issues that have been raised by the wide variety of
proposals for HIV-antibody testing that are being discussed in

society.

General Conclusions

Except for individuals in the limited categories listed in
Recommendation 5 below (blood, organ and semen donors, immigrants,
military persoannel, prison inmates) with regard to whom testing
serves well—-establiished and well—accepted protection goals, manda-
tory natiomal testing should not, at present, be broadly extended.

Military persoonel have traditiomally been subject to mandatory
immunizations and our defense forces, of course, must be as strong
as possible. Prison inmatss, because they are confined and have a
higher incidence of nigh-risk individuals than the general
population, tequire special protection. Immigrants should be tested
so that we can focus on the AIDS problem already here, and the
nation certaianlv has the right to bar entrants with communicable

iseases. The ge=d to test donors of blood, organs and semen has
never besn questioned.

Public health authorities have advanced a plausible premise for
their opposition to mandatory testing of homosexuals and drug
abusers: such testing will only drive people underground and awaxv
from the health care system. Public health authorities also have
advanced a premise for aot requiring mandatory testing of large
segments of the general population, such as all those seekiag
marriage licenses or all those admitted to hospitals: such testing
in low prevalence populations would result in a high proportion of
false positives, and would not be cost-effective, given the demand
for voluntary testing and the shortage of testing and counseling
resources for those who want them voluntarily or who will want them
following effective public awareness campaigns.

Until those premises are shown by superior studies to be
incorrect, a policy regarding mandatory testing which has been
rejectz2d by the vast majority of public health officials, including
the Centers for Disease Control and the Surgeon General, cannmot be
recommended.

3ut certain high risk groups should be regularly tesced, with a
right to informed coonsent and to refuse the test. Those groups are
defined in Recommendation 6.

In addition, physicians and other hospital personnel involved
in invasive surgical procedures who necessarily and unavoidably come
in contact with the blood of patients, need to be aware of their
risks. Limited regular testing of patients will assure that the CDC
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guldelines for the protection of hospital personnel are followed
rigorously and will further assure that all patients receive prompt
and full treatment. The Board emphasizes here that physiclans have
a long and honored tradition of tending to patients afflicted with
infectious diseases with compassion and courage. That tradition
must and will be continued throughout the AIDS epidemic.

Because the risk to health care personnel will be slight in
most areas, any effort at mandatory testing of certain kinds of
patients should be instituted after voluntary testing has failed and
where a varilety of factors, e.g. the costs and avallability of
proper testing and counseling as measured against the risk presented
by the relative presence of a high risk patient population, weigh in
favor of mandatory testing.

The AMA does not believe it appropriate at this time to extend
regularly offered testing to persons other than those listed, e.g.,
recommended testing should not be extended to all individuals
anywhere who are considering marriage or to all persons in hospi-
tals. Decisions about whether there should be generally recommended
testing to other types of individuals should, at this time, be left
to the decision of the local community depending on its own
circumstances and the judgments of its own public health officials.

At present, each case of AIDS must be reported by the
individual physician to state public health authorities either by
name or identifier. Anonymous, or if carefully implemented,
confidential reporting should also be extended to all confirmed
instances of persons infected with AIDS virus but not afflicted with
ARC or AIDS. Individuals who are seropositive for the HIV antibody
are infected with the virus and can spread the disease as certainly
as those with symptoms of AIDS. A sound epidemiologic understanding
of the potential impact of AIDS on soclety requires the reporting of
those who are confirmed as testing positive for the antibody to the
AIDS virus.

Testing Recommendations

RECOMMENDATION 4:

Tests for the AIDS virus should be readily available to all who wish
to be tested. The tests should be routinely subsidized for
individuals who cannot afford to pay the cost of their test.

RECOMMENDATION 53

Testing for the AIDS virus should be mandatory for donmors of blood
and blood fractions, organs and other tissues intended for
transplantation in the U.S. or abroad, for donors of semen or ova
collected for artificial insemination or invitro fertilization, for

B
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jmmigrants

to the United States, for ilnmates in federal and state

prisons and for military personnel.

RECOMMENDATION 6:

Voluntary
types of 1

testing sihould be regularly provided for the following
ndividuals who give an informed consent:

Patients at sexually transmitted disease clinics.
Patients at drug abuse clinics.

Pregnant wowmen in high risk areas in the first trimester
of pregnancy.

Individuals who are from areas with a high incidence of
AIDS or who engage in high-risk behavior seeking fawmily
planning services.

Patients who are from areas with a hign incidence of AIDS
or who engage in high risk behavior requiring surgical or
other invasive procsdures. If the voluntary policy iIs not
suffliciently acceptad, the hospital and medical staff
should consider a mandatory program for the institution.

RECOMMENDATION 7

As a matte
voluncary
status war

r of medical judgment, paysicians should encourage
HAIV testing for individuals whose history or clinical
Tant this measure.

RECOMMENDATION 43:

Individual
should be
anonymous
epidemiolo

s who are found to be seropositive for the AIDS virus
reported to appropriate public health officials on an
or confidential basis with enocugh information to be
gically significant.

RECOMMENDALION 9:

Physicians
them about
themselves

should counsel pacients before tests for AIDS to educate |
effective behaviors to avoid the risk of AIDS for
and others. Im public screening programs, counseling amay

pe done in whatever form is appropriate given the resources and

personnel

available as long as affective counseling 1s provided.

RECOMMENDATION 10:

Physicians
saropositi
spread of

should counsel! their patients who are found to be
ve regarding (a) respounsible behavior to prevent the
tne disease, (b) scracegies for health protectiom with a
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compromised immune system, and (c) the necessity of alerting sexual
contacts, past (5-10 years) and present, regarding thelr possible
infection by the AIDS virus. Long-term emotional support should be
provided or arranged for seropositive individuals.

RECOMMENDATION 11:

Patients should knowingly and willingly give consent before a
voluntary test is conducted.

IV. Resources

Only recently has Congress and the Administration begun to
seriously consider the vast resources needed to deal effectively
with AIDS. Federal funding for 1988 is expected to reach $1
billion. But that amount will not be enough. The AMA endorses the
bill introduced by Congressman Waxman to increase resources for
testing and counseling.

Testing for the HIV virus in America will require substantially
more resources than are currently belng made available. Trained
counselors, materials for counseling, and research on effective
counseling approaches, for the variety of population groups that
need these services, are urgently required. Also, dependable
testing facilities with sufficient capacity to respond to the
epidemic are needed ncw. In addition, funds for research and care
must be increased to fully exploit the nation's capacity to respond
effectively to this crisis.

The key premise of a prevention strategy, when there is no
vaccine, 1s behavioral change on the part of those infected and
those at risk of infection by AIDS virus. It is therefore crucial
that there be immediate and systematic studies conducted of how
behavior of affected groups may have changed in recent years, and if
possible, what factors caused the changes. Most particularly, it is
necessary to study and evaluate the types of counseling that have
been effective so that the techniques may be replicated widely.
There can be little question that in a free society suasion and
voluntary change, if effective, are far preferable to compulsion.

RECOMMENDATION 12:

Public funding must be provided in an amount sufficient (1) to
promptly and efficiently counsel and test for AIDS (2) to conduct
the research necessary to find a cure and develop an effective
vaccine, (3) to perform studles to evaluate the efficiency of
counseling and education programs on changing behavior and (4) to
assist in the care of AIDS patients who cannot afford proper care or
who cannot find appropriate facilities for treatment and care.
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V. Protection Against Discrimination

A. Anti-Discrimination

The AMA believes strongly that AIDS victims and those who
test positively for the antibody to the AIDS virus should not be
treated unfairly or suffer from arbitrary or irrational
discrimination in thelr daily lives. Last year, the AMA filed a
friend of the court brief in School Board of Nassau County v.
Arline, a case before the Supreme Court which addressed the question
of how the federal handicapped anti-discrimination laws should apply
to persons afflicted with contagious diseases. The AMA set forth a
framework for the application of the law which the Supreme Court
adopted, quoting verbatim from the AMA brief im its key holding.

A sound anti-discrimination approach does not allow reflexive
discrimination against AIDS victims based on fear or stereotype or
prejudice. Nor does it require that all employers or other federal
fund recipients automatically accommodate a person afflicred with a
communicable disease. Instead, based on an individualized analysis
of the nature and duration of the handicap and the natures and
duration of the communicability, a federal fund recipient must make
a reasonable accommodation based on reasomable medical judgmencts,
given the state of medical knowledge at the time. This sound
framework for carefully balancing the two competing concerns -— the
right of the victim to be free from irrational acts of prejudices and
the right of others to be protected against an unreasounable risk
from disease —-— should also guide state anti-discrimination erforts.

A key question left open by the Supreme Court 1s whether a
person who is not afflicted with AIDS or AIDS Related Complex, but
who nonetheless tests positive for the antibody, is protected by the
federal anti-discrimination law.

In order to encourage people to seek counseling, and testing if
necessary, the AMA strongly urges that anti-discriminarion laws at
both the federal and state levels be clarified either by regulatory
interpretation or statutory amendment to cover those who test HIV
antibody positive. Allowing irrationmal discrimination agzinst those
who test positive serves no useful purpose: it only nas the
destructive effect of removing those who are otherwise productive
members of society from the work force or otherwise denying them
access to an important aspect of normal 1ife. While rthe federal law
should continue to apply only to federal fund recipients, state laws
should be sought to prevent irrational discriminatiom by encities or
individuals within those jurisdictioms.

RECOMMENDATION 13:

Anti-discrimination laws must be clarified or amended to cover those
who test positive for the antibodies tco the AIDS virus.
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B. Confidentiality

The ability of the health care community to maintain the
confidentiality of patient information and restrict its use to only
those purposes essential for maintenance of health is, like
clarification of anti-discrimination laws, vital to an effective
program of preventing and controlling AIDS. Even if anti-
discrimination laws were completely effective, which unfortunately
is not likely, persons who test positive (such as those with ARC or
AIDS), will suffer stigma. Thus, confidentiality is crucial.

The basic principle should be that access to patient
information should be limited only to health care personnel who have
a legitimate need to have access to the information in order to
assist the patient or to protect the health of others closely
associated with the patient.

As with anti—discrimination lJaws, laws protecting the
confidentiality of patient information should be on both federal and

state agendas.

RECOMMENDATION 14:

Model confidentiality laws must be drafted which can be adopted at
all levels of government to encourage as much uniformity as possible
in protecting the identity of AIDS patients and carriers, except
where the public health requires otherwise.

v. Questions for the Future

As the national debate on prevention and control of AIDS
continues, other important issues will need to be addressed.

A. Research and Data

There is an urgent and critical need for more scientifi-
cally sound data on the prevalence and spread of virus in the
general population. At the present time only those cases that meet
the current CDC surveillance definition of AIDS are reported to that
institution. Since AIDS is the terminal and fatal stage of HIV~-
infection, it represents only the tip of the huge HIV-infection .
iceberg. There are protean manifestations of HIV-infection ranging
from infected asymptomatic to full-blown AIDS. How large the base
of that iceberg really is—that 1is, how many people are actually
infected-—can only be estimated from the number of reported AIDS
cases. That has been done by using a multiple (50 to 100 times the
number of AIDS cases) that has been extracted largely from surveys
done in high-prevalence areas. Yet this same multiple has been used
to estimate the number of current and potential HIV-infected persons
in low-prevalence areas and for that matter the entire country and
even the world. The CDC itself 1s unsure about the accuracy of its
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estimates. Yet if economic and medical plans are to be made for the
future, reliable projections must be available. How sufficient or
exaggerated these plans may be depends upon the accuracy of current
and future estimates of HIV-infected persoms, particularly as to the
extent of its spread into the low-risk heterosexual population.

Not only are accurate estimates of HIV-infected persons needed,
but so too are teliable data on the rate conversion of asymptomatic
seropositive persons to clinical illness, including AIDS, that
10 requires inc-eased medical care. This information is important for
11 the formulatiom of plans for the future cases of potentially
12  hospitalizable patients and the econowmic comsideration thereof.

13 HIV-infection has protean manifestations and death can result not

14 only from AIDS itself, but from severe ARC or progressive CNS

15 disease as well. In order to obtain accurate information in HIV

16 infected persons on the rate of conversion from asymptomatic to

17 clinically severe illness, baseline data om their serologic status
18 must be obtained as early as possible——not after clinically manifest
19 disease 1s present. The presence of HIV antibodies indicates not

20 only current infection with the virus, but also that the patient is
21 potenciallv capable of transmitting the disease. This follows from
22 the fact that HIV intagrates 1ts genome into the host cell genome

23  with the result that once infected, the patient remains infected for
24 life and is, therefore, capable of life-long transmission of the

25 agent. The earlier the infected person is detected, the earlier he
26 or she may be advised of this contagious state and counseled on how
27 to avoid further rransmission of this lethal virus.
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29 RECOMMENDATION 15:

31 Consistent with the proposal by the Secretary of Health and Human

32 Services, a national study in various areas of the country must be
33 immediatrely undertsken to determime the prevalence and conversion

34  rate of the virus in the United States population, and the study

35 must be repeated at appropriate intervals to gauge the spread of the
36 diseasa.

37

38 B. Waraing to Third Parties

39

40 One of the more difficult issues for society is how to

41  warn unsuspecting spouses or sexual partoers of persomns who test HIV

42 poesitive. Such a waraing would allow the third party to practice
3 "gsafer” sex or to abstain from sexual relations with the infectad
44 person altogerher. Given the life-or-death consequences, the
unsuspecting third party should, as a general matter, be warned
because there is no cure and because 1t may not be respomsible to
rely solely on the infected person to provide a suitable warning.

Physicians who have reason to believe that there is an
unsuspecting sexual partaer of an infected individual should be
encouraged to inform public health authorities. The duty to warm
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‘the unsuspecting sexual partner should then reside in the public
health authorities as well as the infected person and not in the
physician to the infected person.

The AMA believes that mechanisms, analogous to those used by
public health authorities to warn sexual partners about other
sexually transmitted diseases, should be put in place to warn
unsuspecting third parties about an infected sexual partner. Such
warning may be appropriate whether the infected person is bisexual,
heterosexual or homosexual.

This problem raises the general question of whether anonymous
reporting should continue to be the standard for persons who test
seropositive. Our recommendation at this time is limited to
situations where physicians or health officials already know the
identity of the AIDS carrier and have reason to believe a risk to
third parties exists.

RECOMMENDATION 16:

Specific statutes must be drafted which, while protecting to the
greatest extent possible the confidentiality of patient information,
(a) provide a method for warning unsuspecting sexual partners, (b)
protect physicians from liability for failure to warn the
unsuspecting third party but (c) establish clear standards for when
a physician should inform the public health authorities, and (d)
provide clear guidelines for public health authorities who need to
trace the unsuspecting sexual partners of the infected person.

c. Sanctions for Reckless Disregard for the Safety of Others

A related question which must be explored is whether an
infected person, who knows he or she is infected and who knowingly
fails to warn a sexual partner of the infection, should be subject
not just to tort suilts, but to a proceeding brought by state
authorities to sanction the individual.

RECOMMENDATION 17:

Given the risk of infection being transmitted sexually, and given
the dire potential consequences of transmission, serious
consideration should be given to sanctions, at least in
circumstances where an unsuspecting sexual partner subsequently
finds out about a partner's infection and brings a complaint to the
attention of authorities. Pre-emptive sanctions are not being
endorsed by this recommendatiom.

CONCLUSION
The Board intemnds to review its evaluation of the developing

AIDS epidemic on a constant basis. Modifications of the AMA's
positions will be made as the situation warrants.
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The Council on Ethical and Judicial Affairs of the American
Medical Association recognizes the growing AIDS crisis as a crucial
health problem involving the physician's ethical responsibility to
his patients and to society. The House of Delegates adopted Report
YY (A-87) of the Board of ;Trustees which provides excellent guidance

for a-responsible public policy. As stated therein, AIDS patients
-are entitled to competent medical service with compassion and

respect for human dignity and to the safeguard of their confidences
within the constraints of the law. Those persons who are afflicted
with the disease or who are seropositive have the right to be free

from discrimination.

A physician may not ethically refuse to treat a patient whose
condition is within the physician's current realm of competence
solely because the patient is seropositive. The tradition of the
American Medical Association, since its organization in 1847, is
that: - "when an epidemic prevails, a physician must continue his

‘labors without regard to the risk to his own health." (See

Principles of Medical Ethiecs, 1847, 1903, 1912, 1947, 1955). That
tradition must be maintained. A person who is afflicted with AIDS
needs competent, compassionate treatment. Neither those who have
the disease nor those who have been infected with the virus should
be subjected to discrimination based on fear or prejudice, least of
all by members of the health care community. Physicians should
respond to the best of their abilities in cases of emergency where
first aid treatment is essential, and physicians should not abandon
patients whose care they have undertaken. (See Section 8.10 of
Current Opinions of the Council on Ethical and Judicial Affairs of
the American Medical Association, 1986).

Principle VI of the 1980 Principles of Medical Ethics states
that "A physician shall in the provision of appropriate patient
care, except in emergencies, be free to choose whom to serve, with
whom to associate and the environment in which to provide medical
services." The Council has always interpreted this Principle as not
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supporting illegal or invidious discrimination. (See Section 9.11
of Current Opinions, 1986). Thus, it is the view of the Council
that Principle VI does not permit categorical discrimination against
a patient based solely on his or her seropositivity. A physician
who is not able to provide the services required by persons with
AIDS should make an appropriate referral to those physicians or
facilities that are equipped to provide such services.

At its 1987 Annual Meeting, the House of Delegates adopted
Substitute Resolution 18 which asked the Council on Ethical and
Judicial Affairs to address "the patient confidentiality and ethical
issues raised by known HIV antibody positive patients who refuse to
inform their sexual partners or modify their behavior." Physicians
have a responsibility to prevent the spread of contagious diseases,
as well as an ethical obligation to recognize the rights to privacy
and to confidentiality of the AIDS victim. These rights are
absolute until they infringe in a material way on the safety of
another person or persons. Those who are not infected with the
virus are entitled to protection from transmission of the disease.
Thus, the societal need for accurate information and public health
surveillance must also be respected. As the Board of Trustees
stated in Report YY (A-87), "A.sound epidemiologic understanding of
the potential impact of AIDS on society requires the reporting [on
an anonymous or confidential basis to public health authorities] of
those who are confirmed as testing positive for the antibody to the
AIDS virus."

In those jurisdictions in which the reporting of individuals
infected with the AIDS virus to public health authorities is not
mandated, a physiclan who knows that a seropositive patient is
endangering a third party faces a dilemma. The physician should
attempt to persuade the infected individual to refrain from
activities that might result in further transmission of the
disease. When rational persuasion fails, authorities should be
notified so that they can take appropriate measures to protect third
parties. Ordinarily, this action will fulfill the physician's duty
to warn third parties; in unusual circumstances when all else fails,
a physician may have a common law duty to warn endangered third
parties. However, notification of any third party, including public
health authorities without the consent of the patient may be
precluded by statutes in certain states. Therefore, the Council
reiterates and strongly endorses Recommendations 16 and 17 of Board
Report YY (A-87). They are:

RECOMMENDATION 16:

Specific statutes must be drafted which, while
protecting to the greatest extent possible the
confidentiality of patient information, (a)
provide a method for warning unsuspecting sexual
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partners, (b) protect physicians from liability
for failure to warn the unsuspecting third party
but, (c) establish clear standards for when a
physician should inform the public health
authorities, and (d) provide clear guidelines for
public health authorities who need to trace the
unsuspecting sexual partners of the infected
person. '

RECOMMENDATION 17:

Given the risk of infection being transmitted
sexually, and given the dire potential
consequences of transmission, serious consi-
deration should be given to sanctions, at least
in circumstances where an unsuspecting sexual
partner subsequently finds out about a partner's
infection and brings a complaint to the attention
of authorities. Pre—emptive sanctions are not
being endorsed by this recommendation.

The civil rights and liberties of those who are infected with
the AIDS virus, as well as those who are not, are entitled to
protection. The ethical challenge to the medical profession is to
maintain . a judicious balance in this regard, including thé issue of
whether physicians who are HIV-infected must inform their patients
or whether they may continue in patient care at all. The Council's
new opinion on PHYSICIANS AND INFECTIOUS DISEASES is:

. A physician who knows that he or she has an
infectious disease should not engage in any
activity that creates a risk of transmission of
the disease to others.
In the context of the AIDS crisis, the application of the Council's
opinion depends on the activity in which the physician wishes to
engage.

The Council on Ethical and Judicial Affairs reiterates and
reaffirms the AMA's strong belief that AIDS victims and those who
are seropositive should not be treated unfairly or suffer from
discrimination. However, in the special context of the provision of
medical care, the Council believes that if a risk of transmission of
an infectious disease from a physician to a patient exists,
disclosure of that risk to patients is not enough; patients are
entitled to expect that their physicians will not increase their
exposure to the risk of contracting an infectious disease, even
minimally. If no risk exists, disclosure of the physician's medical
condition to his or her patients will serve no rational purpose; if
a risk does exist, the physician should not engage in the activity.
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1 The Council recommends that the afflicted physician disclose his or
2 her condition to colleagues who can assist in the individual
3 assessment of whether the physician's medical condition or the
4 proposed activity poses any risk to patients. There may be an
5 occasion when a patient who is fully informed of the physician's
6 condition and the risks that condition presents may choose to
7 continue his or her care with the seropositive physician. Great
8 care must be exercised to assure that true informed consent is
9 obtained.
10
11 In summary, the Council on Ethical and Judicial Affairs believes
12 that:
13
14 e A physician may not ethically refuse to treat a patient whose
15 condition is within the physician's current realm of competence
16 solely because the patient is seropositive. Persons who are
17 seropositive should not be subjected to discrimination based on
18 fear or prejudice.
19
20 e Physicians are dedicated to providing competent medical
21 service with compassion and respect for human dignity.
22 . . ‘ v Dl e L . »
23 e Physicians who are unable to provide the services required by
24 AIDS patients should make referrals to those physicians or
25 facilities equipped to provide such services.
27 e Physicians are ethically obligated to respect the rights of
28 privacy and of confidentiality of AIDS patients and seropositive
28 individuals.
30 ' -
31 e Where there is no statute that mandates or prohibits the
32 reporting of seropositive individuals to public health
33 authorities and a physician knows that a seropositive individual
34 is endangering a third party, the physician should: (1) attempt
- 35 to persuade the infected patient to cease endangering the third
36 party; (2) if persuasion fails, notify authorities; and (3) if
37 the authorities take no action, notify the endangered third
38 party.
39
40 ¢ A physician who knows that he or she is seropositive should
41 not engage in any activity that creates a risk of transmission
42 of the disease to others.
43
44 8 A physician who has AIDS or who is seropositive should
45 consult colleagues as to which activities the physician can
46 pursue without creating a risk to patients.
47
48 The Council on Ethical and Judicial Affairs requests that this

49 report be filed.
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Recommendations for Prevention of HIV
Transmission in Health-Care Settings

Introduction

Human immunodeficiency virus (HIV), the virus that causes acquired immuno-
deficiency syndrome (AIDS), is transmitted through sexual contact and exposure to
infected blood or blood components and perinatally from mother to neonate. HIV has
been isolated from blood, semen, vaginal secretions, saliva, tears, breast milk,
cerebrospinal fluid, amniotic fluid, and urine and is likely to be isolated from other
body fluids, secretions, and excretions. However, epidemiologic evidence has impli-
cated only blood, semen, vaginal secretions, and possibly breast milk in transmission.

The increasing prevalence of HIV increases the risk that health-care workers will be
exposed to blood from patients infected with HIV, especially when blood and body-
fluid precautions are not followed for all patients. Thus, this document emphasizes
the need for health-care workers to consider all patients as potentially infected with
HIV and/or other blood-borne pathogens and to adhere rigorously to infection-control
precautions for minimizing the risk of exposure to blood and body fluids of all
patients.

The recommendations contained in this document consolidate and update CDC
recommendations published earlier for preventing HIV transmission in health-care
settings: precautions for clinical and laboratory staffs (7) and precautions for
health-care workers and allied professionals (2); recommendations for preventing
HIV transmission in the workplace (3) and during invasive procedures (4); recom-
mendations for preventing possible transmission of HIV from tears {6); and recom-
mendations for providing dialysis treatment for HIV-infected patients (6). These
recommendations also update portions of the "Guideline for Isolation Precautions in
Hospitals” (7 ) and reemphasize some of the recommendations contained in "Infection
Control Practices for Dentistry” (8). The recommendations contained in this docu-
ment have been developed for use in health-care settings and emphasize the need to
treat blood and other body fluids from all patients as potentially infective. These same
prudent precautions also should be taken in other settings in which persons may be
exposed to blood or other body fluids.

Definition of Health-Care Workers

Health-care workers are defined as persons, including students and trainees,
whose activities involve contact with patients or with blood or other body fluids from
patients in a health-care setting.
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Health-Care Workers with AIDS

As of July 10, 1987, a total of 1,875 (5.8%) of 32,395 adults with AIDS, who had been
reported to the CDC -national surveillance system and for whom occupational
information was available, reported being employed in a health-care or clinical
laboratory setting. In comparison, 6.8 million persons—representing 5.6% of the U.S.
labor force —were employed in health services. Of the health-care workers with AIDS,
95% have been reported to exhibit high-risk behavior: for the remaining 5%, the
means of HIV acquisition was undetermined. Health-care workers with AIDS were
significantly more likely than other workers to have an undetermined risk (5% versus
3%, respectively). For both health-care workers and non-health-care workers with
AIDS, the proportion with an undetermined risk has not increased since 1982.

AIDS patients initially reported as not belonging to recognized risk groups are
investigated by state and local health departments to determine whether possible risk
factors exist. Of all health-care workers with AIDS reported to CDC who were initially
characterized as not having an identified risk and for whom follow:up information
was available, 66% have been reclassified because risk factors were identified or
because the patient was found not to meet the surveillance case definition for AIDS.
Of the 87 health-care workers currently categorized as having no identifiable risk,
information is incomplete on 16 (18%) because of death or refusal to be interviewed;
38 (44%) are still being investigated. The remaining 33 (38%) health-care workers
were interviewed or had other follow-up information available. The occupations of
these 33 were as follows: five physicians (15%), three of whom were surgeons; one
dentist (3%); three nurses (3%); nine nursing assistants (27%); seven housekeeping
or maintenance workers (21%); three clinical laboratory technicians (9%): one
therapist (3%); and four others who did not have contact with patients {12%).
Although 15 of these 33 health-care workers reported parenteral and/or other
non-needlestick exposure to blood or body fluids from patients in the
10 years preceding their diagnosis of AIDS, none of these expcsures involved s
patient with AIDS or known HIV infection.

Risk to Health-Care Workers of Acquiring HIV in Health-Care
Settings

Health-care workers with documented percutaneous or mucous-membrane expo-
sures to blood or body fluids of HIV-infected patients have been prospectively
evaluated to determine the risk of infection after such exposures. As of June 30, 1987,
883 health-care workers have been tested for antibody to HIV in an ongoing
surveillance project conducted by CDC (9). Of these, 708 (80%) had percutaneous
exposures to blood, and 175 (20%) had a mucous membrane or an open wound
contaminated by blood or body fluid. Of 396 health-care workers, each of whom had
only a convalescent-phase serum sample obtained and tested =90 days post-
exposure, one—for whom heterosexual transmission could not be ruled out—was
seropositive for HIV antibody. For 425 additional health-care workers, both acute- and
convalescent-phase serum samples were obtained and tested: none of 74 health-care
workers with nonpercutaneous exposures seroconverted, and three (0.9%) of 351
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with percutaneous exposures seroconverted. None of these three health-care workers
had other documented risk factors for infection.

Two other prospective studies to assess the risk of nosocomial acquisition of HIV
infection for health-care workers are ongoing in the United States. As of April 30,
1987, 332 health-care workers with a total of 453 needlestick or mucous-membrane
exposures to the blood or other body fluids of HIV-infected patients were tested for
HIV antibody at the National Institutes of Health (70). These exposed workers
included 103 with needlestick injuries and 229 with mucous-membrane exposures;
none had seroconverted. A similar study at the University of California of 129
health-care workers with documented needlestick injuries or mucous-membrane
exposures to blood or other body fluids from patients with HIV infection has not
identified any seroconversions (71). Results of a prospective study in the United
Kingdom identified no evidence of transmission among 150 health-care workers with
parenteral or mucous-membrane exposures to blood or other body fluids, secretions,
or excretions from patients with HIV infection (72).

In addition to health-care workers enrolled in prospective studies, eight persons
who provided care to infected patients and denied other risk factors have been
reported to have acquired HIV infection. Three of these health-care workers had
needlestick exposures to blood from infected patients (73-75). Two were psrsons
who provided nursing care to infected persons; although neither sustained a
needlestick, both had extensive contact with blood or other body fluids, and reither

observed recommended barrier precautions (76,77). The other three were health-
~care workers with non-needlestick exposures to blood from infected patientis (18).
Although the exact route of transmission for these last three infections is not known,
all three persons had direct contact of their skin with blood from infected patients, all
had skin lesions that may have been contaminated by blood, and one also had s
mucous-membrane exposure.

A total of 1,231 dentists and hygienists, many of whom practiced in arezs with
many AIDS cases, participated in a study to determine the prevalence of antibody to
HIV; one dentist (0.1%) had HIV antibody. Although no exposure to a xnown
HIV-infected person could be documented, epidemiologic investigation cid not
identify any other risk factor for infection. The infected dentist, who also had a history
of sustaining needlestick injuries and trauma to his hands, did not routinely wear
gloves when providing dental care (719).

Precautions To Prevent Transmission of HIV
Universal Precautions

Since medical history and examination cannot reliably identify all patients ir‘ected
with HIV or other blood-borne pathogens, blood and body-fluid precautions should
be consistently used for all patients. This approach, previously recommended by CDC
(3,4), and referred to as "universal blood and body-fluid precautions” or "universal
precautions,” should be used in the care of all patients, especially including those in
emergency-care settings in which the risk of blood exposure is increased and the
infection status of the patient is usually unknown (20).
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1. All health-care workers should routinely use appropriate barrier precautions to
prevent skin and mucous-membrane exposure when contact with blood or
other body fluids of any patient is anticipated. Gloves should be worn for
touching blood and body fluids, mucous membranes, or non-intact skin of all
patients, for handling items or surfaces soiled with blood or body fluids, and for
performing venipuncture and other vascular access procedures. Gloves should
be changed after contact with each patient. Masks and protective eyewear or
face shields should be worn during procedures that are likely to generate
droplets of blood or other body fluids to prevent exposure of mucous mem-
branes of the mouth, nose, and eyes. Gowns or aprons should be worn during
procedures that are likely to generate splashes of blood or other body fluids.

2. Hands and other skin surfaces should be washed immediately and thoroughly
if contaminated with blood or other body fluids. Hands should be washed
immediately after gloves are removed.

3. All health-care workers should take precautions to prevent injuries caused by
needles, scalpels, and other sharp instruments or devices during procedures;
when cleaning used instruments; during disposal of used needles: and when
handling sharp instruments after procedures. To prevent needlestick injuries,
needles should not be recapped, purposely bent or broken by hand, removed
from disposable syringes, or otherwise manipulated by hand. After they are
used, disposable syringes and needles, scalpel blades, and other sharp items
should be placed in puncture-resistant containers for disposal; the puncture-
resistant containers should be located as close as practical to the use area.
Large-bore reusable needles should be placed in a puncture-resistant container
for transport to the reprocessing area.

4. Although saliva has not been implicated in HIV transmission, to minimize the
need for emergency mouth-to-mouth resuscitation, mouthpieces, resuscitation
bags, or other ventilation devices should be available for use in areas in which
the need jor resuscitation is predictable.

5. Health-care workers who have exudative lesions or weeping dermatitis should
refrain from all direct patient care and from handling patient-care equipment
until the condition resolves.

6. Pregnant health-care workers are not known to be at greater risk of contracting
HIV infection than health-care workers who are not pregnant; however, if a
health-care worker develops HIV infection during pregnancy, the infant is at risk
of infection resulting from perinatal transmission. Because of this risk, pregnant
health-care workers should be especially familiar with and strictly adhere to
precautions to minimize the risk of HIV transmission. ‘

Implementation of universal blood and body-fluid precautions for all patients

eliminates the need for use of the isolation category of "“Blood and Body Fluid
Precautions” previously recommended by CDC (7 ) for patients known or suspected to
be infected with blood-borne pathogens. lIsolation precautions (e.g., enteric,
"AFB" (7)) should be used as necessary if associated conditions, such as infectious
diarrhea or tuberculosis, are diagnosed or suspected.

Precautions for Invasive Procedures
In this document, an invasive procedure is defined as surgical entry into tissues,
cavities, or organs or repair of major traumatic injuries 1) in an operating or delivery
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room, emergency department, or outpatient setting, including both physicians’ and
dentists’ offices; 2) cardiac catheterization and angiographic procedures; 3) a vaginal
or cesarean delivery or other invasive obstetric procedure during which bleeding may
occur; or 4) the manipulation, cutting, or removal of any oral or perioral tissues,
including tooth structure, during which bleeding occurs or the potential for bleeding
exists. The universal blood and body-fluid precautions listed above, combined with
the precautions listed below, should be the minimum precautions for all such
invasive procedures.

1. All health-care workers who participate in invasive procedures must routinely
use appropriate barrier precautions to prevent skin and mucous-membrane
contact with blood and other body fluids of all patients. Gloves and surgical
masks must be worn for all invasive procedures. Protective eyewear or face
shields should be worn for procedures that commonly result in the generation
of droplets, splashing of blood or other body fluids, or the genération of bone
chips. Gowns or aprons made of materials that provide an effective barrier
should be worn during invasive procedures that are likely to result in the
splashing of blood or other body fluids. All health-care workers who perform or
assist in vaginal or cesarean deliveries should wear gloves and gowns when
handling the placenta or the infant until blood and amniotic fluid have been
removed from the infant’s skin and should wear gloves during post-delivery
care of the umbilical cord.

2. If a glove is torn or a needlestick or other injury occurs, the glove should be
removed and a new glove used as promptly as patient safety permits; the
needle or instrument involved in the incident should also be removed from the
sterile field.

Precautions for Dentistry*

Blood, saliva, and gingival fluid from all dental patients should be considered
infective. Special emphasis should be placed on the following precautions for
preventing transmission of blood-borne pathogens in dental practice in both institu-
tional and non-institutional settings.

1. In addition to wearing gloves for contact with oral mucous membranes of all
patients, all dental workers should wear surgical masks and protective eyewear
or chin-length plastic face shields during dental procedures in which splashing
or spattering of blood, saliva, or gingival fluids is likely. Rubber dams, high-
speed evacuation, and proper patient positioning, when appropriate, should be
utilized to minimize generation of droplets and spatter.

2. Handpieces should be sterilized after use with each patient, since blood, saliva,
or gingival fluid of patients may be aspirated into the handpiece or waterline.
Handpieces that cannot be sterilized should at least be flushed, the outside
surface cleaned and wiped with a suitable chemical germicide, and then rinsed.
Handpieces should be flushed at the beginning of the day and after use with
each patient. Manufacturers’ recommendations should be followed for use and
maintenance of waterlines and check valves and for flushing of handpieces. The
same precautions should be used for ultrasonic scalers and air/water syringes.

*General infection-control precautions are more specifically addressed in previous recommen-
dations for infection-control practices for dentistry (8).
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3. Blood and saliva should be thoroughly and carefully cleaned from material that
has been used in-the mouth (e.g., impression materials, bite registration),
especially before polishing and grinding intra-oral devices. Contaminated
materials, impressions, and intra-oral devices should also be cleaned and
disinfected before being handled in the dental laboratory and before they are
placed in the patient's mouth. Because of the increasing variety of dental
materials used intra-orally, dental workers should consult with manuizcturers
as to the stability of specific materials when using disinfection procedures.

4. Dental equipment and surfaces that are difficult to disinfect (e.g., licht handles
or X-ray-unit heads) and that may become contaminated should be wrapped
with impervious-backed paper, aluminum foil, or clear plastic wrep. The
coverings should be removed and discarded, and clean coverings should be put
in place after use with each patient.

Precautions for Autopsies or Morticians’ Services
In addition to the universal blood and body-fluid precautions I:sted above, the
followmg precautions should be used by persons performing postmortem
procedures:
1. All persons performing or assisting in postmortem procedures should wear
gloves, masks, protective eyewear, gowns, and waterproof aprons.
2. Instruments and surfaces contaminated during postmortem procedures should
be decontaminated with an appropriate chemical germicide.

Precautions for Dialysis

Patients with end-stage renal disease who are undergoing maintenance dialysis
and who have HIV infection can be dialyzed in hospital-based or free-stending dialysis
units using conventional infection-control precautions (27). Universal biood and
body-fluid precautions should be used when dialyzing all patients.

Strategies for disinfecting the dialysis fluid pathways of the hemodialysis machine
are targeted to control bacterial contamination and generally consist oi using 500-750
parts per million (ppm) of sodium hypochlorite (household bleach) for 30-40 minutes
or 1.5%-2.0% formaldehyde overnight. In addition, several chemical germicides
formulated to disinfect dialysis machines are commercially available. None of these
protocols or procedures need to be changed for dialyzing patients infected with HIV.

Patients infected with HIV can be dialyzed by either hemodialysis or peritoneal
dialysis and do not need to be isolated from other patients. The type of dialysis
treatment (i.e., hemodialysis or peritoneal dialysis) should be based on the needs of
the patient. The dialyzer may be discarded after each use. Alternatively, centers that
reuse dialyzers—i.e., a specific single-use dialyzer is issued to a specific patient,
removed, cleaned, disinfected, and reused several times on the same patient only —
may include HIV-infected patients in the dialyzer-reuse program. An individual
dialyzer must never be used on more than one patient.

Precautions for Laboratories’

Blood and other body fluids from all patients should be considered infective. To
supplement the universal blood and body-fluid precautions listed above, the follow-
ing precautions are recommended for health-care workers in clinical laboratories.

TAdditional precautions for research and industrial laboratories are addressed elsewhere
(22,23).
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1. All specimens of blood and body fluids should be put in a well-constructed
container with a secure lid to prevent leaking during transport. Care should be
taken when collecting each specimen to avoid contaminating the outside of the
container and of the laboratory form accompanying the specimen.

2. All persons processing blood and body-fluid specimens (e.g., removing tops
from vacuum tubes) should wear gloves. Masks and protective eyewear should
be worn if mucous-membrane contact with blood or body fluids is anticipated.
Gloves should be changed and hands washed after completion of specimen
processing.

3. For routine procedures, such as histologic and pathologic studies or microbjo-
logic culturing, a biological safety cabinet is not necessary. However, biological
safety cabinets (Class | or Il) should be used whenever procedures are con-
ducted that have a high potential for generating droplets. These include
activities such as blending, sonicating, and vigorous mixing.

4. Mechanical pipetting devices should be used for manipulating all Tiquids in the

laboratory. Mouth pipetting must not be done.

5. Use of needles and syringes should be limited to situations in which there is no
alternative, and the recommendations for preventing injuries with needles
outlined under universal precautions should be followed.

6. Laboratory work surfaces should be decontaminated with an appropriate
chemical germicide after a spill of blood or other body fluids and when work
activities are completed.

7. Contaminated materials used in laboratory tests should be decontaminated
before reprocessing or be placed in bags and disposed of in accordance with
institutional policies for disposal of infective waste (24).

8. Scientific equipment that has been contaminated with blood or other body
fluids should be decontaminated and cleaned before being repaired in the
laboratory or transported to the manufacturer.

9. All persons should wash their hands after completing laboratory activities and
should remove protective clothing before leaving the laboratory.

Implementation of universal blood and body-fluid precautions for all patients

eliminates the need for warning labels on specimens since blood and other body
fluids from all patients should be considered infective.

Environmental Considerations for HIV Transmission
No environmentally mediated mode of HIV transmission has been documented.

Nevertheless, the precautions described below should be taken routinely in the care
of all patients.

Sterilization and Disinfection

Standard sterilization and disinfection procedures for patient-care equipment
currently recommended for use (25,26 ) in a variety of health-care settings—including
hospitals, medical and dental clinics and offices, hemodialysis centers, emergency-
care facilities, and long-term nursing-care facilities—are adequate to sterilize or
disinfect instruments, devices, or other items contaminated with blood or other body
fluids from persons infected with blood-borne pathogens including HIV (21,23).
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Instruments or devices that enter sterile tissue or the vascular system of any
patient or through which blood flows should be sterilized before reuse. Devices or
items that contact intact mucous membranes should be sterilized or receive high-
level disinfection, a procedure that kills vegetative organisms and viruses but not
necessarily large numbers of bacterial spores. Chemical germicides that are regis-
tered with the U.S. Environmental Protection Agency (EPA) as “sterilants” may be
used either for sterilization or for high-level disinfection depending on contact time,

Contact lenses used in trial fittings should be disinfected after each fitting by using
a hydrogen peroxide contact lens disinfecting system or, if compatible, with heat
(78 C-80 C [172.4 F-176.0 F)) for 10 minutes.

Medical devices or instruments that require sterilization or disinfection should be

thoroughly cleaned before being exposed to the germicide, and the manufacturer's
instructions for the use of the germicide should be followed. Further, iz is important
that the manufacturer's specifications for compatibility of the medical device with
chemical germicides be closely followed. Information on specific label claims of
commercial germicides can be obtained by writing to the Disinfectants Branch, Office
of Pesticides, Environmental Protection Agency, 401 M Street, SW, Woashington, D.C.
20460. -
Studies have shown that HIV is inactivated rapidly after beinc exposed to
commonly used chemical germicides at concentrations that are much lower than
used in practice (27-30). Embalming fluids are similar to the types of chemicel
germicides that have been tested and found to completely inactivate HiY. In sddition
to commercially available chemical germicides, a solution of sodium hypochlorits
(household bleach) prepared daily is an inexpensive and effective germicide. Con-
centrations ranging from zpproximately 500 ppm (1:100 dilution of household
bleach) sodium hypochlorite to 5,000 ppm (1:10 dilution of householg bleach} ars
effective depending on the emount of organic material (e.g., blood, mucus) present
on the surface to be clezned and disinfected. Commercially availzdle chemicel
germicides may be more compatible with certain medical devices trat might be
corroded by repeated exposure to sodium hypochlorite, especially to the 1:10
dilution.

Survival of HIV in the Environment

The most extensive study on the survival of HIV after drying involved greatly
concentrated HIV samples, i.e., 10 million tissue-culture infectious doses per
milliliter (37 ). This concentration is at'least 100,000 times greater than that typically
found in the blood or serum of patients with HIV infection. HIV was detectable by
tissue-culture techniques *-3 days after drying, but the rate of inactivaticn was rapid.
Studies performed at CDC have also shown that drying HIV causes a rapid {within
several hours) 1-2 log (90%-99%) reduction in HIV concentration. In tissue-culture
fluid, cell-free HIV could be detected up to 15 days at room temperature, up to 11 days
at 37 C (98.6 F), and up to 1 day if the HIV was cell-associated.

When considered in the context of environmental conditions in health-care
facilities, these results do not require any changes in currently recommended
sterilization, disinfection, or housekeeping strategies. When medical devices are
contaminated with blood or other body fluids, existing recommendations include the
cleaning of these instruments, followed by disinfection or sterilization, depending on
the type of medical device. These protocols assume "worst-case” conditions of
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extreme virologic and microbiologic contamination, and whether viruses have been
inactivated after drying plays no role in formulating these strategies. Consequently,
no changes in published procedures for cleaning, disinfecting, or sterilizing need to
be made.

Housekeeping

Environmental surfaces such as walls, floors, and other surfaces are not associated
with transmission of infections to patients or health-care workers. Therefore, extra-
ordinary attempts to disinfect or sterilize these environmental surfaces are not
necessary. However, cleaning and removal of soil should be done routinely.

Cleaning schedules and methods vary according to the area of the hospital or
institution, type of surface to be cleaned, and the amount and type of soil present.
Horizontal surfaces (e.g., bedside tables and hard-surfaced flooring) in patient-care
areas are usually cleaned on a regular basis, when soiling or spills’occur, and when
a patient is discharged. Cleaning of walls, blinds, and curtains is recommended only
if they are visibly soiled. Disinfectant fogging is an unsatisfactory method of
decontaminating air and surfaces and is not recommended.

Disinfectant-detergent formulations registered by EPA can be used for cleaning
environmental surfaces, but the actual physical removeal of microorganisms by
scrubbing is probably at least as important as any antimicrobial effect of the cleaning
“agent used. Therefore, cost, safety, and acceptability by housekeepers can be the
main criteria for selecting any such registered agent. The manufacturers’ instructions
for appropriate use should be followed.

Cleaning and Decontaminating Spills of Blood or Other Body Fluids
Chemical germicides that are approved for use as "hospital disinfectants” and are
tuberculocidal when used at recommended dilutions can be used to decontaminate
spills of blood and other body fluids. Strategies for decontaminating spills of blood
and other body fluids in a patient-care setting are different than for spills of cultures
or other materials in clinical, public health, or research laboratories. In patient-care
areas, visible material should first be removed and then the area should be
decontaminated. With large spills of cultured or concentrated infectious agents in the
laboratory, the contaminated area should be flooded with a liquid germicide before
cleaning, then decontaminated with fresh germicidal chemical. In both settings,
gloves should be worn during the cleaning and decontaminating procedures.

Laundry T _
Although soiled linen has been identified as a source of large numbers of certain
pathogenic microorganisms, the risk of actual disease transmission is negligible.
Rather than rigid procedures and specifications, hygienic and common-sense storage
and processing of clean and soiled linen are recommended (26 ). Soiled linen should
be handled as little as possible and with minimum agitation to prevent gross
microbial contamination of the air and of persons handling the linen. All soiled linen
should be bagged at the location where it was used: it should not be sorted or rinsed
in patient-care areas. Linen soiled with blood or body fluids should be placed and
transported in bags that prevent leakage. If hot water is used, linen should be washed
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with detergent in water at least 71 C (160 F) for 25 minutes. If low-temperature(<70 C
[158 F]) laundry cycles are used, chemicals suitable for low-temperature washing at
proper use concentration should be used.

Infective Waste

There is no epidemiologic evidence to suggest that most hospital waste is any
more infective than residential waste. Moreover, there is no epidemiologic evidence
that hospital waste has caused disease in the community as a result of improper
disposal. Therefore, identifying wastes for which special precautions are indicated is
largely a matter of judgment about the relative risk of disease transmission. The most
practical approach to the management of infective waste is to identify those wastes
with the potential for causing infection during handling and disposal and for which
some special precautions appear prudent. Hospital wastes for which special precau-
tions appear prudent include microbiology laboratory waste, pathology waste, and
blood specimens or blood products. While any item that has had contact with blood,
exudates, or secretions may be potentially infective, it is not usually considered
practical or necessary to treat all such waste as infective (23,26 ). Infective waste, in
general, should either be incinerated or should be autoclaved before disposal in a
sanitary landfill. Bulk blood, suctioned fluids, excretions, and secretions may be
carefully poured down a drain connected to a sanitary sewer. Sanitary sewers may

also be used to dispose of other infectious wastes capable of being ground and
flushed into the sewer.

Implementation of Recommended Precautions

Employers of health-care workers should ensure that policies exist for:

1. Initial orientation and continuing education and training of all health-care
workers—including students and trainees—on the epidemiology, modes of
transmission, and prevention of HIV and other blood-borne infections and the
need for routine use of universal blood and body-fluid precautions for all
patients.

2. Provision of equipment and supplies necessary to minimize the risk of infection
with HIV and other blood-borne pathogens.

3. Monitoring adherence to recommended protective measures. When monitoring
reveals a failure to follow recommended precautions, counseling, education,
and/or re-training should be provided, and, if necessary, appropriate discipli-
nary action should be considered.

Professional associations and labor organizations, through continuing education

efforts, should emphasize the need for health-care workers to follow recommended
precautions.
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Serologic Testing for HIV Infection

Background .

A person is identified as infected with HIV when a sequence of tests, starting with
repeated enzyme immunoassays (EIA) and including a Western blot or similar, more
specific assay, are repeatedly reactive. Persons infected with HIV usually develop
antibody against the virus within 6-12 weeks after infection.

The sensitivity of the currently licensed EIA tests is at least 99% when they are
performed under optimal laboratory conditions on serum specimens from persons
infected for =12 weeks. Optimal laboratory conditions include the use of reliable
reagents, provision of continuing education of personnel, quality control of proce-
dures, and participation in performance-evaluation programs. Given this perform-
ance, the probability of a false-negative test is remote except during the first several
weeks after infection, before detectable antibody is present. The proportion of
infected persons with a false-negative test attributed to absence of antibody in the
early stages of infection is dependent on both the incidence and prevalence of HIV
infection in a population (Table 1). '

The specificity of the currently licensed EIA tests is approximately 99% when
repeatedly reactive tests are considered. Repeat testing of initially reactive specimens
by ElA is required to reduce the likelihood of laboratory error. To increase further the
specificity of serologic tests, laboratories must use a supplemental test, most often
the Western blot, to validate repeatedly reactive EIA results. Under optimal laboratory
conditions, the sensitivity of the Western blot test is comparable to or greater than
that of a repeatedly reactive EIA, and the Western blot is highly specific when strict
criteria are used to interpret the test results. The testing sequence of a repeatedly
reactive EIA and a positive Western blot test is highly predictive of HIV infection, even
in a population with a low prevalence of infection (Table 2). If the Western blot test
result is indeterminant, the testing sequence is considered equivocal for HIV infection.

TABLE 1. Estimated annual number of patients infected with HIV not detected by
HIV-antibody testing in a hypothetical hospital with 10,000 admissions/year*

Approximate

Approximate number of
Beginning Annual number of HIV-infected
prevalence of incidence of HIV-infected patients
HIV infection HIV infection patients not detected
5.0% 1.0% 550 17-18
5.0% T 0.5% 525 11:12
1.0% 0.2% 110 3-4
1.0% 0.1% 105 2-3
0.1% 0.02% 11 0-1
0.1% 0.01% 11 0-1

*The estimates are based on the following assumptions: 1) the sensitivity of the screening test
is 99% (i.e., 99% of HIV-infected persons with antibody will be detected); 2) persons infected with
HIV will not develop detectable antibody {seroconvert) until 6 weeks (1.5 months) after infection:
3) new infections occur at an equal rate throughout the year; 4) calculations of the number of
HiV-infected persans in the patient population are based on the mid-year prevaience, which is
the beginning prevalence plus half the annual incidence of infections.
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When this occurs, the Western blot test should be repeated on the same serum
sample, and, if still indeterminant, the testing sequence should be repeated on a
sample collected 3-6 months later. Use of other supplemental tests may aid in
interpreting of results on samples that are persistently indeterminant by Western blot.

Testing of Patients

Previous CDC recommendations have emphasized the value of HIV serologic
testing of patients for: 1) management of parenteral or mucous-membrane exposures
of health-care workers, 2) patient diagnosis and management, and 3) counseling and
serologic testing to prevent and control HIV transmission in the community. In
addition, more recent recommendations have stated that hospitals, in conjunction
with state and local health departments, should periodically determine the prevalence
of HIV infection among patients from age groups at highest risk of infection (32 ).

Adherence to universal blood and body-fluid precautions recommended for the
care of all patients will minimize the risk of transmission of HIV and other blood-borne
pathogens from patients to health-care workers. The utility of routine HIV serologic
testing of patients as an adjunct to universal precautions is unknown. Results of such
testing may not be avzailable in emergency or outpatient settings. In addition, some
recently infected patients will not have detectable antibody to HIV {Table 1).

Personnel in some hospitals have advocated serologic testing of patients in
settings in which exposure of health-care workers to large amounts of patients’ blood
may be anticipated. Specific patients for whom serologic testing has been edvocated
include those undergoing major operative procedures and those undergoing treat-
ment in critical-care units, especially if they have conditions involving uncontrolled
bleeding. Decisions regarding the need to establish testing programs for patients
should be made by physicians or individual institutions. In addition, when deemed
appropriate, testing of individual patients may be performed on agreement between
the patient and the physician providing care.

in addition to the universal precautions recommended for all patients, certain
additional precautions for the care of HIV-infected patients undergoing major surgical
operations have been proposed by personnel in some hospitals. For example,
surgical procedures on an HIV-infected patient might be altered so that hand-to-hand
passing of sharp instruments would be eliminated; stapling instruments rather than

TABLE 2. Predictive value of positive HIV-antibody tests in hypothetical populations
with different prevalences of infection

- Prevalence Predictive value

of infection of positive test’
Repeatedly reactive 0.2% ‘ 28.41%
enzyme immunoassay (EIA)’ } 2.0% 80.16%
20.0% 88.02%
Repeatedly reactive EIA I 0.2% 99.75%
followed by positive 2.0% 99.97%
Western blot (WB)* S 20.0% 89.99%

*Proportion of persons with positive test results who are actually infected with HIV.
TAssumes E|A sensitivity of 89.0% and specificity of 99.5%.
SAssumes WB sensitivity of 89.0% and specificity of 89.9%.
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hand-suturing equipment might be used to perform tissue approximation; electro-
cautery devices rather than scalpels might be used as cutting instruments; and, even
though uncomfortable, gowns that totally prevent seepage of blood onto the skin of
members of the operative team might be worn. While such modifications might
further minimize the risk of HIV infection for members of the operative team, some of
these technigues could result in prolongation of operative time and could potentially
have an adverse effect on the patient.

Testing programs, if developed, should include the following principles:

e Obtaining consent for testing.

e Informing patients of test results, and providing counseling for seropositive
patients by properly trained persons.

® Assuring that confidentiality safeguards are in place to limit knowledge of test

results to those directly involved in the care of infected patients or as required
by law. ‘ T

e Assuring that identification of infected patients will not result in denial of
needed care or provision of suboptimal care. .

e Evaluating prospectively 1) the efficacy of the program in reducing the inci-
dence of parenteral, mucous-membrane, or significant cutaneous exposures of
health-care workers to the blood or other body fluids of HIV-infected patients
and 2) the effect of modified procedures on patients.

Testing of Health-Care Workers

Although transmission of HIV from infected health-care workers to patients has not
been reported, transmission during invasive procedures remains a possibility. Trans-
mission of hepatitis B virus (HBV)—a blood-borne agent with a considerably greater
potential for nosocomial spread—from health-care workers to patients has been
documented. Such transmission has occurred in situations (e.g., oral and gynecologic
surgery) in which health-care workers; when tested, had very high concentrations of
HBV in their blood (at least 100 million infectious virus particles per milliliter, a
concentration much higher than occurs with HIV infection), and the health-care
workers sustained a puncture wound while performing invasive procedures or had
exudative or weeping lesions or microlacerations that allowed virus to contaminate
instruments or open wounds of patients (33,34 ).

The hepatitis B experience indicates that only those health-care workers who
perform certain types of invasive -procedures have transmitted HBV to patients.
Adherence to recommendations in this document will minimize the risk of transmis-
sion of HIV and other blood-borne pathogens from health-care workers to patients
during invasive procedures. Since transmission of HIV from infected health-care
workers performing invasive procedures to their patients has not been reported and -
would be expected to occur only very rarely, if at all, the utility of routine testing of
such health-care workers to prevent transmission of HIV cannot be assessed. If
consideration is given to developing a serologic testing program for health-care
workers who perform invasive procedures, the frequency of testing, as well as the
issues of consent, confidentiality, and consequences of test results—as previously
outlined for testing programs for patients—must be addressed.

-
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Management of Infected Health-Care Workers

Health-care workers with impaired immune systems resulting from HIV infection
or other causes are at increased risk of acquiring or experiencing serious complica-
tions of infectious disease. Of particular concern is the risk of severe infection
following exposure to patients with infectious diseases that are easily transmitted if
appropriate precautions are not taken (e.g., measles, varicella). Any health-care
worker with an impaired immune system should be counseled about the potential risk
associated with taking care of patients with any transmissible infection and should
continue to follow existing recommendations for infection control to minimize risk o
exposure to other infectious agents (7,35). Recommendations of the I[mmunization
Practices Advisory Committee (ACIP) and institutional policies concerning require-
ments for vaccinating health-care workers with live-virus vaccines (e.g., measles,
rubella) should also be considered. :

The question of whether workers infected with HIV —especially those who perform
invasive procedures—can adequately and safely be allowed to perform patient-care
duties or whether their work assignments should be changed must be determined on
an individual basis. These decisions should be made by the health-care worker's
personal physician(s) in conjunction with the medical directors and personnel health
service staff of the employing institution or hospital.

Management of Exposures

If a health-care worker has a parenteral (e.g., needlestick or cut) or mucous-
membrane (e.g., splash to the eye or mouth) exposure to blood or other body fluids
or has a cutaneous exposure involving large amounts of blood or prolonged contact
with blood —especially when the exposed skin is chapped, abraded, or afflicted with
dermatitis—the source patient should be informed of the incident and tested for
serologic evidence of HIV infection after consent is obtained. Policies should be
developed for testing source patients in situations in which consent cannot be
obtained (e.g., an unconscious patient).

If the source patient has AIDS, is positive for HIV antibody, or refuses the test, the
health-care worker should be counseled regarding the risk of infection and evaluated
clinically and serologically for evidence of HIV infection as soon as possible after the
exposure. The health-care worker should be advised to report and seek medical
evaluation for any acute febrile iliness that occurs within 12 weeks after the exposure.
Such an illness — particularly one characterized by fever, rash, or lymphadenopathy —
may be indicative of recent HIV infection. Seronegative health-care workers should be
retested 6 weeks post-exposure and on a periodic basis thereafter (e.g., 12 weeks and
& months after exposure) to determine whether transmission has occurred. During
this follow-up period—especially the first 6-12 weeks after exposure, when most
infected persons are expected to seroconvert—exposed health-care workers should
follow U.S. Public Health Service (PHS) recommendations for preventing transmis-
sion of HIV (36,37 ).

No further follow-up of a health-care worker exposed to infection as described
above is necessary if the source patient is seronegative unless the source patient is at
high risk of HIV infection. In the latter case, a subsequent specimen (e.g., 12 weeks
following exposure) may be obtained from the health-care worker for antibody
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testing. If the source patient cannot be identified, decisions regarding appropriate
follow-up should be individualized. Serologic testing should be available to all
health-care workers who are concerned that they may have been infected with HIV.

If a patient has a parenteral or mucous-membrane exposure to blood or other body
fluid of a health-care worker, the patient should be informed of the incident, and the
same procedure outlined above for management of exposures should be followed for
both the source health-care worker and the exposed patient.
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Public Health Service Guidelines for Counseling and
Antibody Testing to Prevent HIV Infection and AIDS

These guidelines are the outgrowth of the 1986 recommendations pub-
lished in the MMWR (1), the report on.the February 24-25, 1987, Conference
on Counseling and Testing (2 ); and a series of meetings with representatives
from the Association of State and Territorial Health Officials, the Association
of State and Territorial Public Health Laboratory Directors, the Council of
State and Territorial Epidemiologists, the National Association of County
Health Officials, the United States Conference of Local Health Officers, and
the National Association of State Alcohol and Drug Abuse Directors.

Human immunodeficiency virus (HIV), the causative agent of acquired
immunodeficiency syndrome (AIDS) and related clinical manifestations, has
been shown to be spread by sexual contact; by parenteral exposure to blood
(most often through intravenous [IV] drug abuse) and, rarely, by other
exposures to blood; and from an infected woman to her fetus or infant.

Persons exposed to HIV usually develop detectable levels of antibody
against the virus within 6-12 weeks of infection. The presence of antibody
indicates current infection, though many infected persons may have minimal
or no clinical evidence of disease for years. Counseling and testing persons
who are infected or at risk for acquiring HIV infection is an important
component of prevention strategy (7). Most of the estimated 1.0 to 1.5
million infected persons in the United States are unaware that they are
infected with HIV. The primary public health purposes of counseling and
testing are to help uninfected individuals initiate and sustain behavioral
changes that reduce their risk of becoming infected and to assist infected
individuals in avoiding infecting others.

Along with the potential personal, medical, and public health benefits of
testing for HIV antibody, public health agencies must be concerned about
actions that will discourage the use of counseling and testing facilities, most
notably the unauthorized disclosure of personal information and the possi-
bility of inappropriate discrimination.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES / PUBLIC HEALTH SERVICE
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Guidelines — Continued

Priorities for public health counseling and testing should be based upon
providing ready access to persons who are most likely to be infected or who
practice high-risk behaviors, thereby helping to reduce further spread of
infection. There are other considerations for determining testing priorities,
including the likely effectiveness of preventing the spread of infection among
persons who would not otherwise realize that they are at risk. Knowledge of
the prevalence of HIV infection in different populations is useful in determin-
ing the most efficient and effective locations providing such services. For
example, programs that offer counseling and testing to homosexual men,
IV-drug abusers, persons with hemophilia, sexual and/or needle-sharing
partners of these persons, and patients of sexually transmitted disease
clinics may be most effective since persons in these groups are at high risk
for infection. After counseling and testing are effectively implemented in
settings of high and moderate prevalence, consideration should be given to
establishing programs in settings of lower prevalence.

Interpretation of HIV-Antibody Test Results

A test for HIV antibody is considered positive when a sequence of tests,
starting with a repeatedly reactive enzyme immunoassay (EIA) and including
an additional, more specific assay, such as a Western blot, are consistently
reactive.

The sensitivity of the currently licensed ElA tests is 99% or greater when
performed under optimal laboratory conditions. Given this performance, the
probability of a false-negative test result is remote, except during the first
weeks after infection, before antibody is detectable.

The specificity of the currently licensed EIA tests is approximately 99%
when repeatedly reactive tests are considered. Repeat testing of specimens
initially reactive by EIA is required to reduce the likelihood of false-positive
test results due to laboratory error. To further increase the specificity of the
testing process, laboratories must use a supplemental test—most often the
Western blot test —to validate repeatedly reactive EIA results. The sensitivity
of the licensed Western blot test is comparable to that of the EIA, and it is
highly specific when strict criteria are used for interpretation. Under ideal
circumstances, the probability that a testing sequence will be falsely positive
in a population with a low rate of infection ranges from less than 1 in 100,000
(Minnesota Department of Health, unpublished data) to an estimated 5 in
100,000 (3,4 ). Laboratories using different Western blot reagents or other
tests or using less stringent interpretive criteria may experience higher rates
of false-positive results.

Laboratories should carefully guard against human errors, which are likely
to be the most common source of false-positive test results. All laboratories
should anticipate the need for assuring quality performance of tests for HIV
antibody by training personnel, establishing quality controls, and participat-
ing in performance evaluation systems. Health department laboratories
should facilitate the quality assurance of the performance of laboratories in
their jurisdiction.
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Guidelines for Counseling and Testing for HIV Antibody

These guidelines are based on public health considerations for HIV testing,
including the principles of counseling before and after testing, confidentiality
of personal information, and the understanding that a person may decline to
be tested without being denied health care or other services, except where
testing is required by law (5 ). Counseling before testing may not be practical
when screening for HIV antibody is required. This is true for donors of blood,
organs, and tissue; prisoners; and immigrants for whom testing is a Federal
requirement as well as for persons admitted to state correctional institutions
in states that require testing. When there is no counseling before testing,
persons should be informed that testing for HIV antibody will be performed,
that individual results will be kept confidential to the extent permitted by law,
and that appropriate counseling will be offered. Individual counseling of
those who are either HIV-antibody positive or at continuing risk for HIV
infection is critical for reducing further transmission and for ensuring timely
medical care.
Specific recommendations follow:

1. Persons who may have sexually transmitted disease. All persons seeking
treatment for a sexually transmitted disease, in all health-care settings
including the offices of private physicians, should be routinely* counseled
and tested for HIV antibody.

2. IV-drug abusers. All persons seeking treatment for IV-drug abuse or
having a history of IV-drug abuse should be routinely counseled and
tested for HIV antibody. Medical professionals in all health-care settings,
including prison clinics, should seek a history of IV-drug abuse from
patients and should be aware of its implications for HIV infection. In
addition, state and-eeat health policy makers should address the follow-
ing issues: "
® Treatment programs for IV-drug abusers should be sufficiently avail-

able to allow persons seeking assistance to enter promptly and be

encouraged to alter the behavior that places them and others at risk for
HIV infection.

® Outreach programs for IV-drug abusers should be undertaken to
increase their knowledge of AIDS and of ways to prevent HIV infection,
to encourage them to obtain counseling and testing for HIV antibody,
and to persuade them to be treated for substance abuse.

3. Persons who consider themselves at risk. All persons who consider
themselves at risk for HIV infection should be counseled and offered
testing for HIV antibody.

*”Routine counseling and testing” is defined as a policy to provide these services to

all clients after informing them that testing will be done. Except where testing is

required by law, individuals have the right to decline to be tested without being
denied health care or other services.

P—
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4. Women of childbearing age. All women of childbearing age with identifi-
able risks for HIV infection should be routinely counseled and tested for
HIV antibody, regardless of the health-care setting. Each encounter be-
tween a health-care provider and a woman at risk and/or her sexual
partners is an opportunity to reach them with information and education
about AIDS and prevention of HIV infection. Women are at risk for HIV
infection if they:
e Have used IV drugs.
e Have engaged in prostitution.

e Have had sexual partners who are infected or are at risk for infection
because they are bisexual or are [V-drug abusers or hemophiliacs.

e Are living in communities or were born in countries where there is a
known or suspected high prevalence of infection among women.

e Received a transfusion before blood was being screened for HIV
antibody but after HIV infection occurred in the United States (e.g.,
between 1978 and 1985).

Educating and testing these women before they become pregnant allows
them to avoid pregnancy and subsequent intrauterine perinatal infection
of their infants (30%-50% of the infants born to HIV-infected women will
also be infected).

All pregnant women at risk for HIV infection should be routinely
counseled and tested for HIV antibody. ldentifying pregnant women with
HIV infection as early in pregnancy as possible is important for ensuring
appropriate medical care for these women; for planning medical care for
their infants; and for providing counseling on family planning, future
pregnancies, and the risk of sexual transmission of HIV to others.

All women who seek family planning services and who are at risk for HIV
infection should be routinely counseled about AIDS and HIV infection and
tested for HIV antibody. Decisions about the need for counseling and
testing programs in a community should be based on the best available
estimates of the prevalence of HIV infection and the demographic vari-
ables of infection.

5. Persons planning marriage. All persons considering marriage should be
given information about AIDS, HIV infection, and the availability of
counseling and testing for HIV antibody. Decisions about instituting
routine or mandatory premarital testing for HIV antibody should take into
account the prevalence of HIV infection in the area and/or population
group as well as other factors and should be based upon the likely
cost-effectiveness of such testing in preventing further spread of infection.
Premarital testing in an area with a prevalence of HIV infection as low as
0.1% may be justified if reaching an infected person through testing can
prevent subsequent transmission to the spouse or prevent pregnancy in a
woman who is infected.
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Persons undergoing medical evaluation or treatment. Testing for HIV
antibody is a useful diagnostic tool for evaluating patients with selected
clinical sighs and symptoms such as generalized lymphadenopathy;
unexplained dementia; chronic, unexplained fever or diarrhea: unex-
plained weight loss; or diseases such as tuberculosis as well as sexually
transmitted diseases, generalized herpes, and chronic candidiasis.

Since persons infected with both HIV and the tubercle bacillus are at
high risk for severe clinical tuberculosis, all patients with tuberculosis
should be routinely counseled and tested for HIV antibody (6 ). Guidelines
for managing patients with both HIV and tuberculous infection have been
published (7).

The risk of HIV infection from transfusions of blood or blood compo-
nents from 1978-198b was greatest for persons receiving large numbers of
units of blood collected from areas with high incidences of AIDS. Persons
who have this increased risk should be counseled about the potential risk
of HIV infection and should be offered antibody testing (8).

. Persons admitted to hospitals. Hospitals, in conjunction with state and

local health departments, should periodically determine the prevalence of
HIV infections in the age groups at highest risk for infection. Consideration
should be given to routine testing in those age groups deemed to have a
high prevalence of HIV infection.

. Persons in correctional systems. Correctional systems should study the

best means of implementing programs for counseling inmates about HIV
infection and for testing them for such infection at admission and
discharge from the system. In particular, they should examine the useful-
ness of these programs in preventing further transmission of HIV infection
and the impact of the testing programs on both the inmates and the
correctional system (9 ). Federal prisons have been instructed to test all
prisoners when they enter and leave the prison system.

. Prostitutes. Male and female prostitutes should be counseled and tested

and made aware of the risks of HIV infection to themselves and others.
Particularly prostitutes who are HIV-antibody . positive should be in-
structed to discontinue the practice of prostitution. Local or state jurisdic-

tions should adopt procedures to assure that these instructions are
followed.

Partner Notification/Contact Tracing

Sexual partners and those who share needles with HIV-infected persons

are at risk for HIV infection and should be routinely counseled and tested for
HIV antibody. Persons who are HIV-antibody positive should be instructed in
how to notify their partners and to refer them for counseling and testing. If
they are unwilling to notify their partners or if it cannot be assured that their
partners will seek counseling, physicians or health department personnel
should use confidential procedures to assure that the partners are notified.
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Confidentiality and Antidiscrimination Considerations

The ability of health departments, hospitals, and other health-care provid-
ers and institutions to assure confidentiality of patient information and the
public’s confidence in that ability are crucial to efforts to increase the number
of persons being counseled and tested for HIV infection. Moreover, to assure
broad participation in the counseling and testing programes, it is of equal or
greater importance that the public perceive that persons found to be positive
will not be subject to inappropriate discrimination.

Every reasonable effort should be made to improve confidentiality of test
results. The confidentiality of related records can be improved by a careful
review of actual record-keeping practices and by assessing the degree to
which these records can be protected under applicable state laws. State laws
should be examined and strengthened when found necessary. Because of
the wide scope of "need-to-know" situations, because of the possibility of
inappropriate disclosures, and because of established authorization proce-
dures for releasing records, it is recognized that there is no perfect solution
to confidentiality problems in all situations. Whether disclosures of HIV-
testing information are deliberate, inadvertent, or simply unavoidable, public
health policy needs to carefully consider ways to reduce the harmful impact
of such disclosures. ’

Public health prevention policy to reduce the transmission of HIV infection
can be furthered by an expanded program of counseling and testing for HIV
antibody, but the extent to which these programs are successful depends on
the level of participation. Persons are more likely to participate in counseling
and testing programs if they believe that they will not experience negative
consequences in areas such as employment, school admission, housing, and
medical services should they test positive. There is no known medical reason
to avoid an infected person in these and ordinary social situations since the
cumulative evidence is strong that HIV infection is not spread through casual
contact. It is essential to the success of counseling and testing programs that

persons who are tested for HIV are not subjected to inappropriate discrimi-
nation.
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Guidelines for the Control of Perinatally Transmitted
Human Immunodeficiency Virus Infection and Care of
Infected Mothers, Infants and Children

GEORGE W. RUTHERFORD, MD; GERALDINE E. OLIVA, MD, MPH; MOSES GROSSMAN, MD; JAMES R. GREEN, MD;
DIANE W. WARA, MD; NANCY S. SHAW, PhD; DEAN F. ECHENBERG, MD, PhD; CONSTANCE B. WOFSY, MD;
DANIEL H. WEINSTEIN, LLB; FLORENCE STROUD, MSN, MPH; EDWIN S. SARSFIELD, MSW, and
DAVID WERDEGAR, MD, MPH, San Francisco

he transmission of the human immunodeficicncy virus

(HIV) from infected mothers to infants, cither in utero or
perinatally, has been well established.'"*® Infection in these
infunts can be asymptomatic or cause a varicty of clinical
syndromes including the acquired immunodeficiency syn-
drome (AIDS).'" It is not, however, conclusively known what
proportion of infants exposed in utero or perinatally will be-
come infected and in what proportion of infected infants clin-
icul disease will develop.'? As of December 1, 1985, there
were 217 cases of pediatric AIDS reporied to the Centers for
Disease Contrnl (CDC) (unpublished data). Of these chil-
dren, 48% were born to intravenous-drug-using mothers,
17% 1o Haitians and 10% to mothers who either had AIDS or

" were sexual pariners of men with AIDS or at risk for AIDS.

An additional 39 (18 %) children were infected through trans-
fusions of infecied blood or blood products, and 13 (6%) had
unknown sources of infection. Thus, 165 (76 %) of the cases
had been exposed to HIV in utero or perinatally.

HIV Infection in Women of Child-Bearing Age

In the United States, approximately 7% of adult cases of
AIDS are women, Nearly 53% of these women are intra-
venous drug users, 15% are sexual partners of men in risk
groups (primarily heterosexual intravenous drug users) and
9% have received infected blood or blood products. In all,
80% are between 20 and 49 years old. 22 % of these women
are white, 555 black and 23% Latino (CDC. unpublished
data). In San Fruncisco, as of January 31, 1986, there had
been ten cases of AIDS reported in adult women. Three of
Uiese wonen were intravenous drug users, one was a sexuil
partner of @ man in a high-prevalence group, four had re-
ceived transfusions and two had no identified risk. Four were
between 20 and 49 years old; two of these were white, one
bluck and one Asian.

HIV Transmission in Households

Nonc of the identified cases of HIV infection in the United
States are known to have been transmitted in school. day-care
or foster-care settings or through casual person-to-person

contacl.’* Other than sexual panners of HIV-infecied pa-
tients, infants born to infected mothers or a single case in-
volving nosocomial transmission from a child to a mother
providing nursing care.'* none of the family members of the
more than 17,000 AIDS patients reported to CDC have had
the development of AIDS. Five studies of fumily members of
patients with HIV infection have failed 10 show HIV trans-
mission to adults who are not sexual contacts of the infecied
patients or to children who are not already infecied perinatal-
ly.'*='? If, however, casual person-1o-person transmission of
HIV infection does exist, it should theoretically be greatest
among young children. This theoretic transmission would
most likely involve exposure of open skin lesions of mucous
membranes to blood and possibly other body fluids of an
infected person. We emphasize that there is no evidence of
this type of transmission occurring in any sctting at this time,

General Recommendations
Education

Risk-reducing education. All sexually active homosexual.
bisexual and heterosexual adults with multiple sexual partners
since 1979 should be aware that they are potentially at risk of
HIV infection, and sexually active women with multiple
sexua) pariners since 1979 should understand that, if they
have been infected, they are at risk of transmitting HIV peri-
natally. To this end. widespread health education campaigns
should address the risk of infection and the ways to prevent
sexual transmission among heterosexuals and, more specifi-
cally. to women of child-bearing age. Additionally. women in
recognized risk groups (Table 1) should be the target of more
intensified educationul campaigns and, if indicated, special
educationu! programs to decrease their ongoing risk of paren-
terally or sexually acquiring HIV infection, such as referral
for substance abuse or sexual risk-reducing counseling. These
campaigns should be culwirally and linguistically appropriate
for these risk groups.

Provider education. Yo provide a high standard of care for
HIV-infected women. infants and children, obstetricians, pe-
diatricians, foster parents and agencies and other providers

{(Rutherford GW. Olivi GE, Grossman M, et al: Guidelines for the control of perinatally transmitted human immunodeticiency virus infection and care of

infected mothers, infamts and children. West Med 1987 Jul; 147:104-108)
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ABBREVIATIONS USED IN TEXT

AIDS = acquired immunodeficiency syndrome
ARC = AlDS-related complex

CDC = Centers for Disease Control

ELISA = enzyme-linked immunosorbent assay
HIV = hunuin imimunodeficiency virus

nced 1o be educated about the virus, its modes of transmission,
its prevention and the special issues of confidentiality and
counseling surrounding the infection. Focus should be placed
on educating and training those providers serving patients at
highest risk of infection. We recommend that providers assess
cach patient’s history of potential exposure to HIV and not
assume that membership in a risk group implies de facto
infection and. conversely. that nonmembership implies non-
infection.

Laboratory Testing

We recommend that more than one method of anti-HIV
antibody determination be used for testing pregnant women,
women in risk groups and children of women in risk groups
for HIV infection. Such methods include enzyme-linked im-
munosorbent assay (ELISA), indirect fluorescent antibody
and Western blot. Because of a possible increased incidence of
false-positive ELISA results during pregnancy. especially
among intravenous-drug-using women, laboratory testing
should be done in a single reliable and experienced facility.
Submission of specimens identificd only by code number 10
this laboratory will greatly decrease the chances of uninten-
tional disclosure.

Preconception Recommendations

Whenever possiblc, women infected with HIV should be
confidentially identified and educated about the risks of peri-
natal transmission. Infected women should be advised to post-
pone pregnancy until more is known about the specific risks
of perinatal transmission. Detailed contraceptive counseling
hould be offered to these women. Infected women should
also be counscled to avoid unsafe sexual practices and to0
inform previous and prospective sexual ‘partnets about their
passible exposure. Regardless of other contraceptive methods
uscd. they should use barrier methods of contraception—such
as it condom or a condom plus a diaphragm with a nonoxy-
nol-9-containing spermicide—during intercourse to diminish
the chances both of transmitting HIV to their sexual partners
and of being reinfected with it.

We racommend that women who believe themselves to be
at high risk for HIV infection (Table 1) be confidentially or

TABLE 1.—Women in Whom Human Immunodeficiency Virus
Infection Has Been Reported

Moz ¢ Transmission Group

Sexeal . ... ... Sexual contacts of AIDS patients or men in risk
groups®
Artificially inseminated women (donor insemination)
between January 1, 1979, and June 1, 1885

Parenteral ... .. Intravenous drug users

Recipients of biood or blood products between
January 1, 1979, and June 1, 1985

Either ........ Mothers of perinatally infected chitdren
AIDS = azoured immunodefciency virus

e
“Vemen with muttiple sexual partners in areas with high incidences of AIDS shoid
poss'y considet themselves in this category.

anonymously tested for anti-HIV antibody if they are plan-
ning to become pregnant. Testing can be offered through pri-
ate physicians, alternate test sites or through clinics, espe-
cially those used by women in risk groups, such as family
planning clinics, drug treaument programs and sexually trans-
mitted disease clinics. Testing of these women, although
strongly recommended, must be voluntary and confidential.
We do not recommend that women who are not in risk groups
be tested at this time. Because of possible sexual contact with
men in high-incidence groups, however, it may be prudent for
women with multiple sexual partners in areas with a high
incidence of AIDS to consider themse!ves at risk and to obtain
preconception counseling and testing if indicated. Regardless
of test results. women and their children should continue to
have access 1o all health and social services for which they are
eligible.

Recommendations for Mothers
Identification of Infected Pregnant Women

Routine histories taken at clinical facilities serving women
potentially at high risk for HIV infection should include confi-
dential questions designed to elucidate their risk of infection.
Such clinics include physicians® offices, family planning
clinics, sexually transmitted disease clinics, drug treatment
clinics. women. infants and children clinics and prenatal
clinies. Writizn or audiovisual materials, or both, regarding
HIV infectior. should be available at all sites where these
women are segn.

We recommend that women in risk groups be educated
about HIV infection and that women determined to be at risk
be tested at the time they preserit for prenatal care. Such
testing must be voluntary and confidential. We do not recom-
mend routine testing of all pregnant women. High-risk
women who are seronegative in the first or second trimester
should be retested in the late third trimester to rule out inter-
current HIV infection. Because quality obstetric care requires
that the obsteirical provider know if an individual patient is
infected. we recommend that, whenever possible, the test be
obtained through the provider. Before such testing occurs,
however, cach provider should institute procedures that guar-
antee patiem confidentiality. A relcase-of-information form
authorizing th: newborn's medical provider access to the
mather’s test result should also be obtained at this time. Be-
cause of the unique potential for exposure of health care
workers to lzrge amounts of possibly infectious blood and
amaiotic fluié during the course of labor and delivery, we
recammend tiat labor and delivery personnel be notified of
the need for zppropriate infection control procedures on &
strictly comrolled basis. Idcally this information should be
wansmitted directly to labor and delivery personnel and
through a mechanism other than the permanent medical re-
cord.

Care of Infecied Pregnant Women

These recommendations apply specifically to women who
are known to be infected. Guidelines for women at high risk
of infection who have not been tested for HIV infection arc
found under **Special Considerations™ below.

Prenaial care. We recommend that any seropositive
woman be retssted using two different anti-HIV antibody de-
terminations o ensure accuracy. We recommend that women
confirmed to be seropositive be carcfully counscled regarding
the risk of perinatal HIV infection and the options open 1o
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them. Such options include continuing the pregnancy or ter-
minating it if early enough in gestation. Infected women
should also be specifically counseled to postpone subsequent
pregnancies until more is known about the perinatal transmis-
sion of the virus. They should be medically evaluated to rule
out any incipient opportunistic infection or malignancy. Spe-
cifically. the possibility of infection with Mycobacterium n-
berculosis should be evaluated by chest x-ray film and purified
protein-derivative test, and chronic infection with hepatitis B
virus, cytomegalovirus and herpes simplex virus should be
excluded. The use of teratogenic drugs, including trimetho-
prim and most antivirals, should be avoided exceptin the face
of a life-threatening maternal illness.

Intrapartim care. We recommend that hospitals review
their procedures for infection control during the intrapartum
period and that hospital personnel exercise caution when
dealing with any potentially infectious body fluid. For HIV
these fluids include blood of either maternal or fetal origin.
amniotic fluid and the placenta and membranes. Grossly con-
tuminated linens and disposables, as well as blood and amni-
otic fluid specimens, should be handled according to the hos-
pital infection control procedures. The choice of location for
delivery—delivery room versus labor room—may be dictated
by circumstance, but consideration should be giventoa labor
room delivery 10 minimize the netd for disinfection of two
locations. All personnel expected to have direct contact with
an infected mother or newborn during delivery should wear
gloves and gowns. Those exposed to the possibility of 2 splash
of infectious materials should strongly consider wearing a
mask and protective evewear during the delivery itself. Dis-
posal of all materials should follow hospital infection control
procedures. The labor room. delivery room and all instru-
ments should be disinfecied with a 1:10 sodium hypochlorite
solution. The placenta of & seropositive wonan or of a high-
risk woman of unknown status should be labeled with “*Bload
Precautions™ or the equivalent before routing for pathologic
examination or disposal.

Postparnom care. In the postpartum period, regular hos-
pital infection control procedures for HIV infection should be
followed. 1solation of asymptomatic seropositive women is
not recommended. Mothers should be given full access to
their infants unless they have untreated pulmonary tubereu-
Josis. Until more is known about the possible transmission of
virus in breast milk. mothers known to be infected should not
breasi-feed their infants. Because the potential for exposure to
Jarge amounts of infections material decreases substantially
after delivery, information regarding the woman’s antibody
stirtus should not be transmitted beyond the labor and delivery
arca. including 1o social work, law enforcement or correc-

- tomd personnel.

Special Considerations

Women ar high rist of infection who are not tesied. We
recommend that women at high risk of HIV infection who
have not been tesied during pregnancy be presumed o be
positive for purposes of intrapartum infection control proce-
dures. As the benzfits of breast-feeding may outweigh the
possible risk of postnatal transmission of the virus, however.
breast-feeding by mothers at risk of infection who have no
been wested is not absolutely contraindicated, Rather, recom-
mendations regarding the safety of breast-feeding xhould be

- 5:}'id1\:\li;/.(:d and based on a mother’s estimated risk of in-
aLtamy,

Intravenous-drug-using mothers. To prevent further par-
enteral transmission of HIV through necdle sharing and fur-
ther perinatal transmission, we recommend that women in this
group be specially targeted for substance abuse treatment and
risk-reducing education.

Recommendations for Infants and Children
Identifying Exposed Infants

We recommend that identification of HIV-exposed infunts
begin in utero. 1f women in high-incidence groups arc not
tested during pregnancy, we recommend that for medical rea-
sons their infants be tested as early as possible—such as
testing the cord blood—and definitely before 2 months of age.
Such testing should be done confidentially and with the volun-
tary consent of the child’s parent or guardian.

Identifying Infected Infants

Infants of seropositive mothers. Infants born to mothers
who are known to have been infected during pregnancy
should be retested for anti-HIV antibody at about | year of
age when passively acquired maternal antibody has disap-
peared. Infants presenting before 1 year of age with symp-
toms suggestive of HIV infection should be retested at that
time. If facilities are available, peripheral mononuclear cells
should be cultured for HIV to definitely establish a diagnosis
of HIV infection.

Infants and children of high-risk mothers with unknown
serologic status. Infants born to mothers at high risk of H v
infection whose prenatal anti-HIV antibody status is not
known should be tested before 2 months of age for exposure to
HIV and retested at | ycar of age or earlier if clinically
indicated. Older children who were born on or after Junuary
1, 1979, and whose mothers were at risk of HIV infection
should be tested only if they have not completed a primary
series of oral polio viaceine and have not received a measles-
mumps-rubella vaccination or if clinically indicated. Because
of possible complications of live virus vaccines, we recom-
mend that older high-risk children be tested for HIV exposure
or infection before receiving live virus vaccines. In the event
that the parent or guardian refuses testing, the infant or child
should not receive live virus vaccines.

Infants and children at risk for parenterally acquired in-
fection. Infants and children at risk for parenterally acquired
HIV infection should be tested only i1 they received blood or
blood products from a donor identified as HIV-infected and
will receive live virus vaccines. or if they were transfused
with non-heat-treated factor VI and will receive live virus
-aceines or if clinicatly indicated,

Infunts and children of non-high-risk mothers. Infants and
children born to mothers not at high risk ol HIV infection and
not at risk for parenterally acquired HIV infection should not
be tested.

Care of Exposed and Infected Infants and Children

Nursery and in-hospital care. Regular hospital infection
contral procedures for HIV infection and regular hospital
procedures for inpatient care of immunosuppressed paticnts
should be followed in the nursery and during subsequent inpi-
ticnt admissions. ‘o prevent possible portls of entry for in-
fection. circumeision of exposed male infunts should be
strongly discouraged and only done with informed consent.
Umbilical stumps should be meticulously cleaned daily until
they are evulsed.

O
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Routine home care. Carc-givers who are exposed to the
body fluids and excrement of exposed infants and infected
children should be aware of the potential for infection and the
mades of HIV transmission. Good handwashing after cxpo-
sure to body fluids and excrement should be observed and any
open lesions, either on care-givers' hands or on. children,
should be covered.

Medical care. Exposed infants who remain anti-HIV pos-
itive beyond 1 year of age or who have documented positive
HIV cultures at any age should be considered at risk for the
development of AIDS or AIDS-related complex (ARC) and,
therefore, potentially immunodeficient. Infants and children
cither at risk for the development of AIDS or ARC or who
huve clinical AIDS or ARC should be assumed to have a
~econdary combined immunodeficiency, be followed closely
tor problems with growth and development and be given
prompt and aggressive therapy for infections and exposure to
potentially lethal infections, such as varicella and measles.

Exposed infants and infected children should not receive
live virus vaccines or bacille Caimette Guérin until more is
known about vaccinating HIV-infecied persons. Inactivated
vaceines, including Hemophilus infiuenzac type b and per-
tussis vaccines and diphtheria and tetanus toxoids, are not
contraindicated and should be given as regularly scheduled.
Inactivated polio vaccine should be substituted for oral polio
vaccine and be given in conjunction with diphtheria and tet-
anus toxoids and pertussis vaccine 2t 2, 4, 6 and 18 months
and 4 to 6 vears of age. Mcasles, mumps and rubella vaccine
should not be administered to thesz children at the present
lime. A

Infants or children with clinical AIDS or ARC should be
evaluated and cared for as if they have combined immunodefi-

ciency disease. Because these children potentially have a sig- -

nificant cellular immunodeficiency, all blood products should
be irradiated to avoid graft-versus-host disease. Until more is
known about the natural history of disease in infanis who
remain anti-HIV positive beyond 1 vear of age. the immune
status of these children should be sequentially evaluated with
ihe consultation of a pediatrician experienced in the care of
HIV-infected children. The increased risk of Pnewmnocystis
carinii pneumonia in these children may be modified by the
prophylactic use of trimethoprim-suitamethoxazole. As these
children do not make normal specific antibodies to new anti-
gons, their increased risk of infectian with bacterial agents
nuy be altered by monthly administration of immune glob-
ulin. either intramuscularly or intravznously.

Snecial Considerations

Foster care. In each decision invalving foster-care place-
ment, a mother’s history of possible exposure to HIV infec-
tion should be individually assessed to determine if she and
her child are truly at risk of infection. In San Francisco these
decisions can be made in consultation with a designated peri-
ratal coordinator within the Depanment of Public Health or,
it nccessary, with the Perinatal and Pediatric AIDS Advisory
Committee. For the purposes of joster-care decisions, the
committee in San Francisco also includes consumer advocates
representative of ethnic and socioeconomic populations at
high risk for perinatally transmitted infection. (For a list of
the committee members, sec footnotz at end of article.)

If a child whose mother has been tested for HIV infection
comes to foster care, we recommend that the social worker
assigned 1o the casc request that the mother's obstetrical pro-

vider release the results of her test to the perinatal coordinator
with the mother’s consent. Based on the results of these tests,
the perinatal coordinator will specify if the infant will need
medical foster-carc placement or routinc foster-care place-
ment. Medical placement will be required for infants of
mothers with a positive anti-HIV antibody test and in Sun
Francisco entails review of the placement decision by the
Perinatal and Pediatric AIDS Advisory Committee. Routine
placement will require that a mother be seronegative. The
perinatal coordinator will inform the social worker assigned
to follow the child of the reasons for medical placement and
will also be responsible, in conjunction with the social
worker, for informing the foster family and the child’s pedia-
trician of the reasons for medical placement. Additional au-
thorizations to rclease information will be required for each of
these subsequent disclosures.

Children younger than 3 years currently in foster care and
children entering foster care in the future whose mothers were
not tested for HIV infection prenatally should be tested for
HIV infection only if their mothers have been determined to
be at risk of infection. Testing in these cases is indicated on
medical grounds alone and should be done with the consent of
the mother. In San Francisco, if a mother refuses to consent to
testing or refuses to release the results of her test, we recom-
mend that the case be reviewed by the Perinatal and Pediatric
AIDS Advisory Commitiee and, if indicated, confidential
testing of the child and release of the test results be done as
part of dependency proceedings. Once results of the test are
available, they will be rcleased by the child’s provider to the
perinatal coordinator in the case of voluntary testing or re-
ported directly by the laboratory to the perinatal coordinator
in the case of court-ordered testing. The perinatal coordinator
will then indicate whether the child is in need of medical
placement or routine placement. If the child is in need of
medical placement, the perinatal coordinator will follow pro-
cedures as outlined above, If, for whatever reason. the child is

‘not tested; the mother’s exposure history will be reviewed and

appropriate placement recommended by the perinatal and pe-
diatric AIDS advisory commiittee.

Children in foster care 3 vears of age and older, born after
January 1. 1979, and born to a mother determined to be at risk
of HIV infection should be tested only if they have significant
neurodevelopmental delay and lack control of their body se-
cretions or display aggressive behavior, such as biting. or
who have uncoverable, cozing lesions. Such testing should
occur only after carcful medica! review by a perinatal and
pediatric AIDS advisory commitice w determine if such con-
ditions truly increase the theoretic risk of casuad HIV trans-
mission. Again, the consent of the child’s mother should be
obtained for testing and release of information, or. if consent
is not available, testing and release of information should be
ordered by the court if indicated. We feel that all prenal
testing should be done on a voluntary basis und that the mother
should freely consent both 1o being tested and to release the
test results (required by law in California?®) to assurc betier
medical carc of her children. In the event, however, that a
mother determined to be at significant risk of infection has not
been tested prenatally, refuses to be tested prenatally or re-
fuses to consent to release the results of her prenatal test, as it
is our opinion that testing of high-risk children for HIV infec-
tion is medically indicated, we recommend that, 1}' these chil-
dren are to be placed in foster homes, such testing be done
and, if necessary, be specifically ordered by the court having
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jurisdiction over the child. Before any court-ordered testing.
however, the case must be reviewed by the Perinatal and
Pedizric AIDS Advisory Committee to determine if testing is
indeed indicated.

Adoption. We recommend that infants and children whose
mothers were at high risk of HIV infection, who were born on
or after January 1, 1979, and who have not been previously
tested be tested for HIV infection before placement. We rec-
ommend that the HIV status of all children at high risk of
infection be made available to adopting parents before final
placement so that they can consider the possible social and
psychological effects on their families.

Conclusions

The information and recommendations contained in this
report were developed and compiled by the Perinatal and
Pediatric AIDS Advisory Committee, a special task force of
the Department of Public Health, City and County of San
Francisco, which included representatives of the Departments
of Obstetrics, Gynecology and Reproductive Sciences, Medi-
cine and Pediatrics and the AIDS Activities Unit, San Fran-
cisco General Hospital: the Department of Pediatrics, Uni-
versity of California, San Francisco; the San Francisco
Medical Society: the American Academy of Pediatrics; the
San Francisco Gynecologic Society; the San Francisco AIDS
Foundation; Bay Area Addiction Research and Treatment.
Inc, and the Department of Social Services, the City At-
torney’s Office and the Superior Court of the City and County
of San Francisco.®

These recommendations apply to all infants, children and
women of child-bearing age known to be infected or at high
risk of being infected with HIV. This includes persons with
CDC-defined acquired immunodceficiency syndrome, persons
with lesser clinical manifestations of HIV infection such as
ARC and persons with asymptomatic HIV infection. They
are intended 1o supplement previously published national
guidelines for the foster care and adoption of HIV-infected
children and for the prevention of perinatal HIV infection.

We reemphasize that these are interim guidelines that will
need 1o be reviewed as more information becomes available

s\embers of the commitiee were Moses Grossman. MDD, chair: Jefiery W.
Amors . Arthor F. Bk, DIPH. Paw) E. Barnes: Matin C. Carr. MD: Wayne W,
Ciary. Pial)- Daniel E. Collins. JD: Nancy G. Corser. RN, FNP; Dean F. Echen-
berg. MD, h): Jumes R. Green. MD: Marty Jessup, RN, MS: Alan C. Johmson,
A13: Rom Kictter. PhD. Craig M. McCabe, JD: Larry Meredith, PhD: Glean Moly -
weai. M1 Geraldine L Oliva. MD, MPH: Ann O Reiliv, MSW: Nuncy H. Ruban,
MSW Ge W Retheriond, MD: Edwin §. Sarsficld, MSWs Janat Shaiwitz, M
fanes 8. S, PhD. Florence AL, Stroud, MSN, APH: jonn R, Veru. MSW: Daane
W Wars, MDD, Danie) 3. Weinstein, LLD: David Werdeyar. MD., MPH: Constanee
B Warss . MD. Donaid #. Wong, MD, and Mark M. Youngz, MA.

on perinatal transmission, the natural history of HIV infection
in pregnancy and childhood and houschold transmission and
also as vaccine and definitive antiviral therapy become avail-
able. Finally, it should be clearly stated that all evidence
suggests that there is no risk of casual transmission of HIV
and that the primary intent of these guidelines is to assure
appropriate medical care for infected pregnant women, in-
fants and children.
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INTRODUCTION

The following revised case definition for surveillance of acquired immunodefi-
ciency syndrome (AIDS) was developed by CDC in collaboration with public health
and clinical specialists. The Council of State and Territorial Epidemiologists (CSTE)
has officially recommended adoption of the revised definition for national reporting
of AIDS. The objectives of the revision are a} to track more effectively the severe
disabling morbidity associated with infection with human immunodeficiency virus
(HIV) {including HIV-1 and HIV-2); b) to simplify reporting of AIDS cases; c¢) to increase
the sensitivity and specificity of the definition through greater diagnostic application
of laboratory evidence for HIV infection; and d) to be consistent with current
diagnostic practice, which in some cases includes presumptive, i.e., without confirm-
atory laboratory evidence, diagnosis of AlDS-indicative diseases (e.g., Pneumocystis
carinii ‘pneumonia, Kaposi's sarcoma).

The definition is organized into three sections that depend on the status of
laboratory evidence of HIV infection (e.g., HIV antibody)} (Figure 1). The major
proposed changes apply to patients with laboratory evidence for HIV infection: a)
inclusion of HIV encephalopathy, HIV wasting syndrome, and a broader range of
specific AIDS-indicative diseases (Section l.A); b) inclusion of AIDS patients whose
indicator diseases are diagnosed presumptively {Section 11.B); and c} elimination of
exclusions due to other causes of immunodeficiency (Section L.A).

Application of the definition for children differs from that for adults in two ways.
First, multiple or recurrent serious bacterial infections and lymphoid interstitial
pneumonia/pulmonary lymphoid hyperplasia are accepted as indicative of AIDS
among children but not among aduits. Second, for children<15 months of age whose
mothers are thought to have had HIV infection during the child’s perinatal period, the
laboratory criteria for HIV infection are more stringent, since the presence of HIV
antibody in the child is, by itself, insufficient evidence for HIV infection because of the
persistence of passively acquired maternal antibodies < 16 months after birth.

The new definition is effective immediately. State and local health departments are
requested to apply the new definition henceforth to patients reported to them. The
initiation of the actual reporting of cases that meet the new definition is targeted for
September 1, 1987, when modified computer software and report forms should be in
place to accommodate the changes. CSTE has recommended retrospective applica-
tion .of the revised definition to patients already reported to health departments. The
new definition follows:
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1987 REVISION OF CASE DEFINITION FOR AIDS
FOR SURVEILLANCE PURPOSES

For national reporting, a case of AIDS is defined as an iliness characterized by one
or more of the following "indicator” diseases, depending on the status of laboratory
evidence of HIV infection, as shown below.

. Without Laboratory Evidence Regarding HIV Infection
If laboratory tests for HIV were not performed or gave inconclusive results (See
Appendix I) and the patient had no other cause of immunodeficiency listed in Section
I.A below, then any disease listed in Section 1.B indicates AIDS if it was diagnosed by
a definitive method (See Appendix il).
A. Causes of immunodeficiency that disqualify dissases as indicators of AIDS In
the absence of laboratory svidence for HIV infection
1. high-dose or long-term systemic corticosteroid therapy or other immuno-
suppressive/cytotoxic therapy «3 months before the onset of the indicator
disease
2. any of the following diseases diagnosed <3 months after disgnosis of the
indicator disease: Hodgkin’s disease, non-Hodgkin's lymphoma (other
than primary brain lymphoma), lymphocytic leukemia, multipie myeloma,
any other cancer of lymphoreticular or histiocytic tissue, or angioimmu-
nobilastic lymphadenopathy
3. a genetic (congenital) immunodeficiency syndrome or an scquired immu-
nodeficiency syndrome atypical of HIV infection, such as one involving
hypogammaglobulinemia
B. Indicator diseases diagnosed definitively (See Appendix N)
candidiasis of the esophagus, trachea, bronchl, or lungs
cryptococcosis, extrapulmonary
cryptosporidiosis with diarrhes persisting >1 month
cytomegalovirus disease of an organ other than liver, spleen, or lymph
nodes in a patient >1 month of age
herpes simplex virus infection causing 8 mucocutaneous uicer that por-
sists longer than 1 month; or bronchitis, pneumonitis, or esophagitis for
any duration affecting a patient >1 month of age
Kaposi’'s sarcoma affecting a patient < 60 years of age
lymphoma of the brain (primary) affecting a patient < 60 years of age
lymphoid interstitial pneumonia and/or pulmonary lymphoid hyperplasia
(LIP/PLH complex) affecting a child <13 years of age
Mycobacterium avium complex or M. kansasii disease, disseminated (at
a site other than or in addition to lungs, skin, or cervical or hilar lymph
nodes)
10. Pneumocystis carinii pneumonia
11. progressive multifocal leukoencephalopathy
12. toxoplasmosis of the brain affecting a patient >1 month of age

bl ol & B
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I. With Laboratory Evidence for HIV Infection
Regardiess of the presence of other causes of immunodeficiency (l.A), in the
yresence of laboratory evidence for HIV infection (See Appendix |), any disease listed
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case definition. For reporting purposes, the revision adds to the definition most of
those severe non-infectious, non-cancerous HIV-associated conditions that are cate-
gorized in the CDC clinical classification systems for HIV infection among adults and
children {4,5). '

Another limitation of the old definition was that AIDS-indicative diseases are

diagnosed presumptively (i.e., without confirmation by methods required by the oid
definition) in 10%-15% of patients diagnosed with such diseases; thus, an appreciable
proportion of AIDS cases were missed for reporting purposes (6,7 ). This proportion
may be increasing, which would compromise the old case definition’s usefuiness as
a tool for monitoring trends. The revised case definition permits the reporting of these
clinically diagnosed cases as long as there is laboratory evidence of HiIV infection.

The effectiveness of the revision will depend on how extensively HiV-antibody
tests are used. Approximately one third of AIDS patients in the United States have
been from New York City and San Francisco, where, since 1985, < 7% have been
reported with HIV-antibody test results, compared with > 60% in other areas. The
impact of the revision on the reported numbers of AIDS cases will also depend on the
proportion of AIDS patients in whom indicator diseases are diagnosed presumptively
rather than definitively. The use of presumptive diagnostic criteria varies geograph-
ically, being more common in certain rural areas and in urban areas with many
indigent AIDS patients. )

To avoid confusion about what should be reported to health departments, the term
"AIDS” should refer only to conditions meeting the surveillance definition. This
definition is intended only to provide consistent statistical data for public healith
purposes. Clinicians will not rely on this definition alone to diagnose serious disease
caused by HIV infection in individual patients because there may be additional
information that would lead to a more accurate diagnosis. For example, patients who
are not reportable under the definition because they have either a negative HIV-
antibody test or, in the presence of HIV antibody, an opportunistic disease not listed
in the definition as an indicator of AIDS nonetheless may be diagnosed as having
serious HIV disease on consideration of other clinical or laboratory characteristics of
HIV infection or a history of exposure to HIV.

Conversely, the AIDS surveillance definition may rarely misclassify other patients
as having serious HIV disease if they have no HiV-antibody test but have an
AIDS-indicative disease with a background incidence unrelated to HIV infection, such
as cryptococcal meningitis.

The diagnostic criteria accepted by the AIDS surveillance case definition should
not be interpreted as the standard of good medical practice. Presumptive diagnoses
are accepted in the definition because not to count them would be to ignore
substantial morbidity resulting from HIV infection. Likewise, the definition accepts a
reactive screening test for HIV antibody without confirmation by a supplemental test
because a repeatedly reactive screening test result, in combination with an indicator
disease, is highly indicative of true HIV disease. For national surveillance purposes,
the tiny proportion of possibly false-positive screening tests in persons with AIDS-
indicative diseases is of little consequence. For the individual patient, however, a
correct diagnosis is critically important. The use of supplemental tests is, therefore,
strongly endorsed. An increase in the diagnostic use of HiIV-antibody tests could
improve both the quality of medical care and the function of the new case definition,
as well as assist in providing counselling to prevent transmission of HIV.

August W, 17

FAGURE . Flow disgram for revised CDC case definition of AIDS, September 1, 19%/

C Laboratory evidencs of HIV Infection (Appendix 1) )

Unknown or
Inconclusive

Positive
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HIV sncephalopathy*

{dementia)

HIV wasting syndrome*®
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clinical findings of disabling cognitive and/or
motor dysfunction interfering with occupation or
activities of daily living, or loss of behavioral de-
velopmental milestones affecting a child,
progressing over weeks to months, in the
v absence of a concurrent iliness or condition other
than HIV infection that could explain the findings.
Methods to rule out such concurrent ilinesses and
conditions must include cerebrospinal fluid exam-
ination and either brain imaging (computed to-
mography or magnetic resonance) or autopsy.

findings of profound involuntary weight loss
>10% of baseline body weight plus either chronic
diarrhea (at least two loose stools per day for
= 30 days) or chronic weakness and documented
fever (for = 30 days, intermittent or constant) in
the absence of a concurrent iliness or condition
other than HIV infection that cauld explain the
findings (e.g., cancer, tuberculosis, cryptosporidi-
osis, or other specific enteritis).

*For HIV encephalopathy and HIV wasting tyndroma, the methods of diagnosis described here
ore not truly definitive, but are sufficiently rigorous for surveillance purposes.

1

Dissases

candidiasis of
esophagus

cytomegalovirus

retinitis

[ = A

APPENDIX Il

Suggested Guidelines for Presumptive Diagnosis
of Diseases Indicative of AIDS

Presumptive Diagnostic Criteria

a. recent onset of retrosternal pain on swallowing; AND

b. oral candidiasis diagnosed by the gross appearance of
white patches or plaques on an erythematous base or
by the microscopic appearance of fungal mycelial fila-
ments in an uncultured specomen scraped from the
oral mucosa.

a characteristic appearance on serial ophthalmoscopic
examinations (e.g., discrete patches of retinal whitening
with distinct borders, spreading in a centrifugal manner,
following blood vessels, progressing over several months,
frequently associated with retinal vasculitis, hemarrhage,
and necrosis). Resolution of active disease leaves retinal
scarring and atrophy with retinal pigment epithelial mot-
tling.

mycobacteriosis

Kaposi's
sarcoma

lymphoid
interstitial
pneumonia

Pneumocystis
carinii
pneumonia

toxoplasmosis
of the brain

microscopy of a specimen from stool or normally steril-
body fluids or tissue from a site other than lungs, skin
cervical or hilar lymph nodes, showing acid-fast bacilli « ..
a species not identified by culture.

a characteristic gross appearance of an erythematous or
violaceous plaque-like lesion on skin or mucous
membrane.

(Note: Presumptive diagnosis of Kaposi‘'s sarcoma should
not be made by clinicians who have seen few cases of it.)

bilateral reticulonodular interstitial pulmonary infiltrates
present on chest X ray for 22 months with no pathogen
identified and no response to antibiotic treatment.

a. a history of dyspnea on exertion or nonproductive
cough of recent onset (within the past 3 months); AND

b. chest X-ray evidence of diffuse bilateral interstitial infil-
trates or galilium scan evidence of diffuse bilateral pul-
monary disease; AND

c. arterial blood gas analysis showing an arterial pO, of
<70 mm Hg or a low respiratory diffusing capacity
{<80% of predicted values) or an increase in the
alveolar-arterial oxygen tension gradient; AND

d. no evidence of a bacterial pneumonia.

8. recent onset of a focal neurclogic sbnormality consis-
tent with intracranial disease or a reduced level of con-
dciousness; AND

b. brain imaging evidencs of a lesion having a mass of-
fect (on computed tomography or nuclear magnetic
resonance) or the radiographic appeasrance of which is
enhanced by injection of contrast medium; AND

¢. serum antibody to toxoplasmosis or successful
responsse to therapy for toxoplasmosis.
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WILLIAM E. WADE, D.O.
NANCY L. BELOHLAVEK, M.A.

FAMILY MEDICINE AND COUNSELING
SEXUALLY TRANSMITTED DISEASES

1116 WEST 10TH STREET, SUITE A
TOPEKA, KANSAS 66604
TELEPHONE 913/233-8268

March 24, 1988
REVISION RECOMMENDATIONS REGARDING SENATE BILIL NO. 686

Dr. William E. Wade

Kansas AIDS Network, Inc.

Senate Bill No. 686 regarding legislation concerning Ac-
quired Immunodeficiency Syndrome (AIDS) is a product of rational
compromise which addresses the preservation of public health and
the provision for confidentiality, but falls short in addressing
the rights of individuals infected with the Human Im-

munodeficiency Virus (HIV), the causative agent of AIDS.

Whereas it is common for individuals to be infected with
the Human Immunodeficiency Virus (HIV) for months to years, and
whereas individuals infected with HIV may not experience
deterioration of their immune system even after five years of
in fectioﬁ : individuals infected with HIV should be guaranteed
protection under Kansas law to protect and preserve their civil
rights including freedom from discrimination in employment,

housing, health care, and physician-patient confidentiality.

New Section 2 (a) provides for revorting to the secretary of
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health and environment the name and address of persons diagnosed
as having AIDS, but also adds a very dangerous category of per-
sons suspected of having AIDS. This week I received a call from
a physician in a rural Kansas town who is convinced a mutual
patient has AIDS. All my testing, examination, and history of
this patient does not support this suspicion, the physician might
be tempted to disclose the patient's name and address and com-
vromise the person's expected confidentialitv. There are very
clear criteria established by the Centers for Disease Control
CDPC) which outline diagnostic varameters for AIDS. Suspicion
alone is not one of them. I recommend the provision of persons
suspected of having AIDS (New Sec. 2 (a) line 0048-0049) be
amended out of the bill.

This section also fails to address the need to monitor the
incidence of HIV infection in the state. Reporting by initials
and birthdate, without specific names, to the secretary of health
any incident of HIV confirmed positive individuals would provide
such epidemiologic data and not threaten loss of patient

confidentiality.

New Section 4 (a) requires the disclosure of HIV testing
results to "other health care pversonnel who. . . are subject to
risk of exposure to HIV " (lines 0106-0116). This provision is
not recommended by the Governor's Task Force on AIDS or the Cen-
ters for Disease Control, and undermines the recommendations to
healthcare personnel to take universal precautions with all

natients. There exists a small risk of exposure throucgh injury
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from needlesticks or other percutaneous exposure, according to
the CDC. The determined occurrence of infection from these oc-
cupational exposures is less than 0.35% ( 0.0035)! If ap-
propriate established precautions are utilized by healthcare
personnel, the divulcence of a person's HIV testing status is un-
necessary and may compromise his/her constitutional rights to
orivacy and his/her reasonable expectation of physician-patient
confidentiality. Deletion of this provision would be more consis-
tent with the recommendations of the CDC and the Governor's Task
Force on AIDS. At least amending the bill from "shall disclose"
to "may disclose" (line 0111]) would leave such disclosure up to
the discretion of the wovhysician, depending upon individual

circumstances.

New Section 8 (b) addresses HIV antibody testing for con-
victed individuals of "sex crimes". Victims of such crimes
should be counseled about the risk of HIV exposure immediately,

and should not have to wait for the test results of their

~

perpetrator. Just as preqnancy may be a rlsk w1th rape, so might
Dy — - —

”HIV exposure also be a rlsk ) Mandatory testing of convicted sex

\\‘offenders does not affect the need for immediate counseling and

personal testing of the survivors of these perpetrations.

New Section 8 (f) (line 0205-0206) stipulates a class A mis-
demeanor as the crime for breach of confidentiality throughout
this section. Otherwise throughout the bill, the crime has been

listed as a class C misdemeanor. I recommend for consistency, all



individuals who breach the confidentiality provided by this bill

should be guilty of a class C misdemeanor.

New Section 9 should be deleted. Universal precautions per-
tain to funeral directors, embalmers, and others who might
legally handle the body after death. Specific provisions as out-
lined are inconsistent with the recommendations of the Centers of
Disease Control and the Governor's Task Force on AIDS. Equal

protection at all times regardless of diagnosis must be strictly

followed.

In summary, it is the responsibility of our legislators to
assure the implementation of rational legislation regarding HIV
reporting, disclosure, and testing. AIDS is very much an emo-
tional issue confronting our society. The legislation enacted
regarding AIDS and the Human Immunodeficiency Virus detection and
reporting must not be alloWed to circumvent intelligent time
honored scrutiny and careful consideration of overwhelming medi-
cal informgtion and fact. The changes in this bill which I have
recommended address 1) the protection of the people who find
themselves infected with a very frightening and socially un-
popular - virus, 2) the medically established requirements for ac-
curate diaanosis of AIDS, 3) The provision of public héalth and
welfare by allowing preservation of the physician-patient

relationship while simultaneously providing needed epidemiologic

data, 4) the need to counsel the victims and survivors of sex

crimes of the vossibility of HIV infection, 5) the ocuarantee of



confidentiality by stipulating the breach of confidentiality as
being a class C misdemeanor, and 6) deleting the provision for

labeling and tagging of deceased individuals based on diagnosis.

The bill which is before you will affect the health and well
being of thousands of families in this state. Your signature
deserves to be affixed to leaislation which preserves human
dignity, not threatens it:; which addresses the public health and
welfare of all of the citizens without malice or injury towards a
few: and which provides for the overall good for humankind. The
bill in front of you needs the revisions I have proposed if these

goals are to be achieved.




TESTIMONY BEFORE THE HOUSE
PUBLIC HEALTH AND WELFARE COMMITTEE
REGARDING SB 686

My name is Darrel Newkirk and I’m the Director of the Kansas City,
Kansas-Wyandotte County Health Department. I’m here today to testify
in support of SB 686. However, there are two important areas not
addressed in SB 686 that I feel need to be amended into the bill.

The first matter concerns the reporting of HIV positive
individuals to the State Health Department by approved laboratories
performing the HIV antibody test.

There are basically two reasons why we in public health need this

provision concerning this very serious public health disease. First,
we need to know the number of individuals who are infected with this
virus so that we can do rational public health planning. Without

accurate data of the population infected with the AIDS virus, we in
public health and you in the legislature cannot make adequate plans to
deal with this epidemic. Without this reporting information, we are
really "shooting in the dark."

The second and most important reason we need this information

reported is because reporting is essential to preventing the
transmission of this virus. If we in public health don’t know who is
infected with this virus, how can we work with these individuals and

their sex contacts to prevent the further spread of this virus?

REPORTING OF INFECTED INDIVIDUALS so that they can be counselled

and worked with in a confidential manner is a basic, fundamental
principle of communicable disease control that has worked successfully
in controlling other infectious diseases. For example, reporting of

positive syphilis tests by laboratories in our state has been extremely
important in reducing the number of people infected with syphilis.
Once we know a person is infected, we in public health, with the
cooperation of the person’s private doctor, counsel the patient
privately, confidentially about his/her infection and what precautions
should ©be taken to prevent the spread of syphilis to another person.
Part of this process involves asking the patient to notify his/her sex
partners that they may have been exposed to a sexually transmitted
disease and advising them that they should come in for testing and
counselling. With the ©patient’s permission we contact their sex
partners with this information (if the patient doesn’t want to). In
any event, being able +to work with the sex partners of patients
infected with syphilis has been extremely important in breaking the
chain of +transmission of syphilis and other sexually transmitted
diseases.

A
The HIV infection is no different. The chain of transmission can,&}

\

be broken! The spread of the AIDS virus can be prevented if we use thel)

same public health principles which have been followed in successfully
controlling other infectious diseases. One of those principles is
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knowing who has the infection. If we don’t know who has the infection,
how can public health people in this state do their job to prevent the
transmission of this virus? Without this information, we in public
health, including you in the legislature, are like the boxer going into
the ring blindfolded and with one hand tied behind his back. I ask
you then for the good of all the people of Kansas--both those who are
infected with the AIDS virus and particularly those who are not
infected--to incorporate into SB 686 an amendment which requires
confidential reporting of individuals who are infected with this virus
so that public health in this state can do its job that it knows can be
done and should be done to stop the spread of this deadly virus.

The other weakness in SB 686 ©presently 1is the lack of
anti-discrimination provisions. Individuals who are infected with the
AIDS wvirus and those who have been diagnosed as having ARC or the
disease AIDS should be protected from discrimination in employment,
education, housing, etc. The confidential reporting of individuals who
have the disease AIDS or who are infected with the AIDS virus should be
coupled hand in glove with provisions to prevent any discrimination
against them because of this infection.

In conclusion, I urge you as representatives of the people of
Kansas, to give the public health professionals in Kansas the
ammunition we need to fight the spread of this deadly virus--SB 6886
and these two important amendments.

Darrel D. Newkirk, MD, MPH
Director of Health
Kansas City, Kansas-Wyandotte Co. Health Dept.






