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REPORT QF THE GOQVERNOR'S TASK FORCE ON AIDS
(Acquired Immune Deficiency Syndrome)
January 5, 1986

SUMMARY

Acquired Immune Deficiency Syndrome (AIDS), while only
recognized as a clinical entity in 1981, has become a major
killer. Over 15,000 Americans have bheen diagnosed as having
AIDsS, while many more than that number have a related but
less lethal feorm of the disease known as AIDS related
complex or ARC. Approximately one~half of tlhiose diagnosed
as having AIDS are now dead. More than one millicn
individuals in the United States may be infected with the
virus known to spread the disease, the human t- lymphotroplc
virus type III, or HTLV-III.

Thus far, AIDS has appearad to inevitably result in
death, usually within two to five years aftar original
diagnosis. It is spread through intimate sexual contact,
the sharing of intravenous needles, and exchange of bodily
fluids, particularly in the transfusion of contaminated
blood and bleood products. The disease in the2 United States
has appeared predominately in homosexual men (73 percent)
and intravenous drug users (17 percent).

More than 1,000 Floridians have contracted AIDS in the
last five years, with another 1,000 expected to be diagnosed
in 1986 alone. Florida has the third highest number of
cases of AIDS in the country, predominately in Dade, Broward
and Palm Beach counties. Florida's unique aad highly
haterogeneocus socio-demographic characteristics may account,
in part, for the high number of AIDS cases i the state.

Because of medical uncertainties about the disease and
the lack of an immunization or effective treatment against
its fatal course, AIDS has stirred considerasle public
anxiety. The Governor convened this task force of experts
to weigh the available evidence about the disease, evaluate
current Florida programs designed to combat it, answer
difficult medical and ethical questions as tiey ralate to
appropriacte public policy, and to make recomnendations o
the Governor and the Legislature about the fiture course of
action the State of Florida should take agaiist AIDS. This




document summarizes their actions ¢nd recommandations since
the group was formed in October, 1¢85.

In general, the Task Force believes there is sufficient
epidemiologic evldence about the disease to =nd many
uncertainties about appropriate public protection in
schools, the workplace and elsewhere. Howevar, until an
immunization or treatment is developed through additional
research, the only effective method to prevent spread of
HTLV~-III is through apprcprlate education abaut the sexual
and drug use practices implicated in spreading the disease.
For those patients who now have AIDS and ARC, significant
additional resources are needed to provide f£o1rf their cars
and treatment.

POLICY RECOMMENDATIONS

The Governor's Task Force on AIDS recomnends:

a

PUBLIC HEALTH

1. That health cards have no practical use in the control
of AIDS.

2. That the CDC guidelines on handling AIDS in the
workplace become state policy. These guidelines state that
AIDS is not transmitted through the usual person-to-person
contact that generally occurs amorng workers and clients or
consumers in the workplace. Additions to these guidelines
will be made at a future date.

3. That bath houses and peep shows are public places where
there is a high probability of transmitting HTLV-III. Legal
notice should be served to these places requiring the
cessation of sexual activity because it incr:ases the risk
of HTLV~-III transmission.

4. That the FMA and CDC guidelines on children attending
school be adopted as state policy. These guidelines state
that each case should be reviewed independen:ly and in
concert with the child's physician. Theé guidelines also
outline appropriate health care procedures ia the classroom.

5. That no public interest is served by roitine screening
of low risk populations with the EIA test, aad strongly
recommends against routine EIA screening for insurance or
employment purposes. The Task Force recommeads that state
law on this issue be strengthened.




DUBLIC EDUCATION

1. That groups with a special need to know about AIDS be
identified and educational packages be presented that are
tailored to their needs. Suggested groups iaclude:
professxonal health care providers, industrial and persocnal
service workers, judicial groups, schools, dstention
centers, mental health institutions, the gensral public and
high risk groups:

2. That health care facilities appoint one spokesperson
for AIDS to work as liaison with the community. This person
should be responsible for disseminating information to th
facility and the community, and relating to local and state
experts on AIDS;

3. That a full-time staff position for education be
developed to work with HRS and the Task Forcs;

4. That the Task Force serve as a clearing house for
policy issues on AIDS;

5. That $1 million be appropriated for education and
information programs;

6. That the HRS pamphlet concerning AIDS be widely
disseminated to health care facilities and others throughout
the state because of its excellence and comprehensive
treatment of the subject.

PATIE SERVICES

1. That the $6.8 million patient care network proposed by
Jackson Memorial Hospital in Miami be funded by the state
and federal government. This program requiras a network
with other Florida hespitals, nursing and foster homes,
social services and support groups to provids total care for
AIDS patients, to decrease hospitalization and medical
costs, and to provide more community-oriented treatment.

2. That the legislature fund additional patient care
programs in other counties ($2 mllllon)' modzl research,
treatment, and education programs in three madical
universities ($1 million); and care for children with AIDS
through Children's Medical Services ($400,002).

3. That the following statement adopted by the Task Force
ke widely distributed: The risk of acquiring HTLV-III
through blood transfusion is virtually eliminated with the
present HTLV-III antibody screening test and continued use
of self-exclusion criteria for high risk donors. There is
no risk to donors, and never has been.




RESEARCH AND EDTDEMIOLOGY

1. That three P-3 level laboratories for HTLV-III
investigation, at an approximate cost of $15),000 each for
renovation, be established in Florida.

2. That $450,000 be appropriated to conduct virvoleogical
and clinical research on HTLV-III, including development and
testing of new antiviral compounds.

3. That $480,000 be appropriated for increased case
survelllance and investigation, and special 2pidemiologic
studies of HTLV-III infection




Budget Recommendations of
The Governor'sS Task Force on AIDS

I. CURRENT FEDERAL PROGRAMS

’ AIDS Surveillance $ 186,000
Information and Education 194,000

Alternate Test Site 967,000

IT. CURRENT STATE APPRCPRIATION 576,000

IIT. AIDS INFORMATION AND EDUCATION

Media and materials 600,000
Community organizations 350,000
Professional staff 50,000

IV. PATIENT TREATMENT PROGRAMS

Jackson Memorial Hospital 6,800,000
Other Counties 2,000,000
Model University Programs 1,000,000.

Pediatric Foster Care 400,000
V. AIDS Research

Virology lLaboratory Improvement 450,000
Virological and Clinical Research 430,000

VI. AIDS Surveillance and Management

Special Epidemiological Studies 200,000
Increasad Surveillance 280,000

TOTAL 314,503,000
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REPORT OF THE GOVERNOR'S TASK FORCE ON AIDS
(Acquired Immune Deficiency Syndrome)
January 6, 1985

I. INTRODUCTION

A. AIDS IN THE UNITED STATES

Acquired Immune Deficiency Syndrome (AIZS) is a newly
recognized disease in man, first noted as a clinical entity
in 1981. As of December 9, 1985, 15,581 persons in the
United States have been diagneosed as having AIDS, of whom
8,002 have died. Approximately three-quarters of these
cases occurred in homosexual or bisexual men, while 17
percent occurred in heteresexual men and woman who use
intravenous drugs. An additional 4 percent of reported AIDS
cases received transfusions with contaminated whole blood or
blood components, while the remaining 6 percant were in no
known risk groups. Of persons in no known risk group, many
were from countries with a large number of AIDS cases not
associated with known risk factors.

AIDS is caused by a retrovirus, human T-lymphotropic
virus type III (HTLV-III), that infects especially the cells
of the immune system called T-4 helper cells. These cells
are responsible for starting the immune response against a
virus or other infective agent. When HTLV=~ITI attacks the
T=-4 cell, the body's ability to produce antisody against
infections is destroyed, leaving the patient vulnerable to
infection. AIDS patients are particularly sisceptible to
certain "opportunistic" infections and cancers that are the
hallmark of AIDS. Some of these opportunistic diseases are
pneumocystis carinii pneumonia, Kaposi's sar:coma,
candidiasis, cryptococcosis and cytomegalovirus infections.
The average life expectancy of an AIDS patient once an
opportunistic disease occurs is 2-5 years.

It is estimated that at least one million people in the
United States are seropositive for the HTLV-III antibkody,
indicating prior exposure to the virus. For those persons
who are seropositive, it is believed they will probably have
a lifelong infection. While it is estimated that 10-30% of
these people may develop AIDS (based on currzant studies), iz
is believed that most persons with the antibody are also



capable of transmitting the virus. The number of cases of
AIDS projected to be diagnosed next year is L-2% of those
currently seraopositive for the HTLV-III antibedy. The total
number of cases of AIDS is expected to doubls next year and
each following year until it reaches a plateau in 1990.

B. AIDS IN FLORIDA

Florida has the third largeét number of AIDS cases in
the country, behind California and New York. AIDS was
recognized esarly as an important public health threat in
Florida.

on September 30, 1983, the State Health Officer wrote
to over 18,000 physicians requesting that they report all

' cases of AIDS to the Department of Health and Rehabilitative

Services (HRS). At that time there were 165 cases in
Florida. Since then, the total number has grown to 959
adults and 33 children as of November 23, 1935. The rate of
growth in AIDS cases in Florida is expected to parallel the
doubling of cases predicted nationwide (i.e., 1,000 in 1986,
and 2,000 in 1987).

Dade county has the largest number of AIDS cases,
totaling 442 as of November 23, 1985. Broward and Palm
Beach counties have 126 and 1l2 cases respectively. The
remaining cases are distributad throughout tie state with
the greatest concentrations in the larger cities. The -
distribution of cases in Florida counties hais remained
relatively stable since the onset of the disease.

Florida appears to have some unique problems regarding .
AIDS. It has a large transient population composed of

. vacationers and migrant workesrs, and has a disproportionate-

ly large number of visitors and lmmlgrants. In addition to
a large homosexual community llvxng in Miami, drug abuse is
widespread in many parts of Florida.
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FIGURE l. Cases of AIDS, by month of surveillance reapore, Septrember 1983 through
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IT. EXECUTIVE AND LEGISIATIVE RESPONSE

The Governor and the Legislature has rescognized the
need %o address these problems. During the 1985 session,
the Lagislature enacted and the Governor signed Laws of
Tlorida, Chapter 35=52, cresating Section 381.806 of Florida
Statutas. This statute permits the Secretar,y of the
Department of Health and Rehabilitative Services 'to declars
a public health emergency; to establish a series of

lLtarnate testing sites; to safaguard information: and o
orohibit discrimination in emplovment or insuarance through
uses of saerologic testing. In rasponse To t.als statuts, the
Secretary did declare an emergency with regard to AIDS, and
the Department has established a series of alternate tasting
sicas and ovher measures designed to combat :the AIDS
orecblem. In addition, the Legislature approariated
$576,000, which together with approximatsly 31l.4 millicn in
federal funding form the basis for current Florida pragrans.
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Figure 2: Cumulative AIDS Cases by cCounty
Confirmed by the Centers for Disease Control
1980 through 11-23-85




In response to the growing concerns of “the public and
the Legislature about AIDS, the Governor appointed a Task
Force of 1l experts to provide recommendatlons on the
changes, improvements and resources needed i1 programs in
public health, public education, patlent cars, and research
as they pertain to AIDS. This report is a s¢mmary of their
recommendations.

IIZI. CURRENT PROGRAMS IN FLORIDA CONCERNING AIDS

Florida currently has a number of programs designed to
address the AIDS problem. Most are funded by the Centers
for Disease Control (¢DC). Recent funding by the state
legislature has made it possible for HRS to =2xpand the
programs described below, including the addition of new
personnel and equipment in HRS laboratories, district
offices, county public health units, and at aeadquartaers.

A. SURVEILLANCE

AIDS surveillance in Florida was initiatzed in 1982.
State=-level surveillance activities are fundad by a
cooperative agreement with the CDC which totaled $122,277 in
Federal Fiscal Year (FFY) 1984=-85. The.FFY 35-86 agreement
is for $185,947.

The AIDS surveillance and investigation program is
designed to identify and report cases of AID3, through
county public health units, to the Health Program Office in
Tallahassee, and then to the Centers for Dissease Control in
Atlanta. AIDS surveillance staff in Tallahassee and Dade
County have: l)established essential communications with key
diagnostic clinicians and medical institutions involved in
diagnosing, treating and reporting cases of AIDS; 2) trained
county public health unit staff who are responsible for
reporting of AIDS cases; 3) provided consultation to state
mental institutions; and 4) provided information and
pericdic reports to persons involved in statawide reporting
of AIDS.

In addition, the AIDS program staff havz worked closely .
with the CDC in Atlanta to develop protocols for anonymity
and confidentiality of the state case registry. See
Appendix A for a copy of a monthly surveillance report
produced as a result of this cooperative agr:ement. These
and other surveillance activities are ongoinsy.

B.INFORMATION/EDUCATION



In February 1985,the Centers for Diseas:a Control
awarded a cooperative agreement of $141,903 to HRS for
Information and Education on Acqu*red Immune Defic1ency

Syndrome. The purpose of this project is te provide
information about AIDS for members of high risk groups and
the general population, as well as health professionals.

The objectives of this prOJect are accoaplished using
several strategies. The first is the establishment of a 24-
hour Hotline for dissemination of AIDS-relatad information.
Use of the hotline has been-: heavy since its inception in
May, 1985 and has increased to over 2,000 calls monthly. A
second strategy is the design, printing and distribution of
three informational brochures covering such topics as
disease transmission, antibedy testing, signis and symptoms
and risk reduction methods. Numerous educational workshops
and meetings are addressed in the course of ‘this project,
and a symposium for over 250 HRS personnel was conducted in
October 1985. In addition, four organizations have been
provided with special funds to target education for high
risk groups in their communities.

C. ALTERNATE TEST SITE PROGRAM FOR HTLV-III ANTIBODIES -

The Alternate Site Program offers the HTLV-III antibody
test to individuals who suspect exposure to HTLV-III. The
purpose of the program is to divert potential high risk
donors from blood banks to "alternate sites!" to screen their
bloed for HTLV-III antibody.

Through a cooperative agreement with the CDC, $967,000
of federal start-up funds were awarded for the program.
These "alternate sites' have developed County Public Health
Unit (CPHU) and HRS laboratory capability teo carry out its
functions. Testing, counseling, and referral are carried
out through 17 County Public Health Units, chosen for
equitable geographic distribution and number of AIDS cases.
Actual testing of the blood is performed by JIRS laboratories
in Jacksonville, Tampa and Miami.

The client counseling about lifestyles :hanges is
considered as important as the testing. In iddition,
clients at the alternate sites are assured of anonymity.
Recently, the program has expanded its activities to include
community education and prevention work.

D. BELLE GLADE STUDY

Belle Glade has the highest incidence of AIDS in the
country, yet in many of these cases investigators have not
been able to establish a risk factor at this time. An
epidemiological study is presently underway in Belle Glade
to determine the prevalence of HTLV-III infection and



identify risk factors for HTLV-III transmission; to documenc
the extent of heterosexual transmission of HTLV-III; <=2
document living conditions and develop recommendations <o
limit the spread of HTLV-III in this community.

This cross-sectional study will inclucde at least 3500
randomly recruited participants. In each household
selected, all adult residents and children from ages 2-10
will be educated about AIDS, interviewed using a detailed
standardized questionnaire, have a blcod sample drawn, and
will receive a physical examination.

The study is estimated to take four months and is
funded by a CDC cooperative agreement for $127,000.

E. PROSTITUTE STUDY

A CDC research grant =-- one of five awarded in a
national competition among states =- will provide funds for
a study of the prevalence of antibody to the HTLV-III virus
in prostitutes in Miami. This study, which is being
conducted in cooperation with the Dade County Public Health
Unit and Dade County Prison Medical Servicas personnel, will
involve extensive laboratory work, interviewing and
counseling for prostitutes identified in the Dade County
Women's Detention Center, as well as through clinics for
sexually transmitted diseases conducted by tie Dade CPHU.
The investigation alsoc seeks to determine what, if any,
behavioral risk factors are associated with seropositivity
for HTLV-III antibody..The study was designed and will be
managed by existing HRS AIDS staff. (Annual award:
$92,999)




II.

III.

III.

HRS Public Health Proegrams re:
Acquired Immune Deficiency Syndrome

Current State Fiscal VYear

ederal Grant 1934~85

1985-86

Annua; Award Actual
AIDS Surveillance and Investigation
9/84 - 10/85 $122,277 $75,082
AIDS Information and Education
2/85 =~ 3/86 141,903 12,631

AIDS Alternate Site Screening,
Counseling and Referral

4/85 - 4/86 967,138 17,358
AIDS Epidemiological Research

Belle Glade Study
10/85 -~ 4/86 92,322 ~0=

Miami Prostitute Study
10/85 -~ 9/86 92,999 -0=

State Appropriations

Estimated
$185,947

194,413

903,750

92,322
69,750

576,666

TOTALS 1,416,639 $103,071 $2,022,848

he




Iv. TASK FORCE DELIBERATIONS

A. PUBLIC HEALTH

The Department of Health and Human Services, Public
Health Service has declared AIDS as the number one public
health problem today. It touches on every aspect of our
society, including education, religion, economics, health
care, law and social structure. All of thesa aspects need
to be considered when dealing with the control cf AIDS.

Classically, public health authorities nave used a
number of means to control communicable diseases in the
community. Such measures include quarantine, isolation,
contact tracing and treatment, inveoluntary hospitalization
and compulsory immunization. The goal of any measure taken
by public health authorities with regard to HTLV-III is to
control the spread of the infection in the community. While
the individual concern of each patient is always important,
public health authorities are obligated to protect the.
population from disease. -

The task force has addressed certain puplic health
issues as they relate to the control of AIDS and HTLV-III
infection. These include disease reporting, health cards,
"bath houses" and "peep shows", school attendance, HTLV-III
infection in the workplace, uses of the HTLV-III antibody
test, and contact investigation.

1. DISEASE REPORTING

AIDS is officially listed as a reportable disease in
Florida and physicians have been reporting it since 1982.
Currently, results of the HTLV~III antibody test are not
reportable, although all test. results from the 17 county
alternate testing sites are recorded on an aalonymous basis.
As of November 23, 1985, Florida had 959 verifiable adult
cases of AIDS and 33 pediatric cases. By December S5,1985,
the 17 county health department alternate sites had tested
4,526 individuals for HTLV-III antibody.

Presently, there are no plans to requirza that HTLV-III
positive tests or ARC be reported. Because there is no
vaccine or treatment, the purpose for reporting HTLV-IIZ
positive tests would be to gather informatioa on the
demographics of the disease and possibly kee? track of sero-
positive people who go on to develcow AIDS.

2. HEALTH CARDS
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A health card is a certlf’cat*on that a worker has keen
examined by a physician and is free from comnunicable
disease. ' Health cards are not a practical giarantee of
public hesalth safety from HLTV-III for several reasons: 1)
HTLV-III is not known to he transmitted through feod or by
casual contact; 2) the HTLV-III antibody test is not
reliable in low risk populations; 3) the cost of antibody
testing, confirmation and medical examinations would be
immense; and 4) a health card issued at one time would not
‘guarantee that the employee will not become infectious soon
thereafter (a negative blood test has validity only for the
moment the blood sample was taken).

3. SCHOOL ATTENDANCE

The Florida Medical Associatien (FMA) and the Centers
for Disease Control have published guidelines concerning
school children and AIDS. The FMA states that students
should be allowed to attand with their physician's approval
(see Appendix B).

The CDC's guidelines also agree that children of school
age should be allowed to attend school and outlines health

_ care procedures for children with AIDS in ths classroom.

These two publications thoreughly consider the issue of
children with AIDS in the classroom and the Task Force,
which adoptad the FMA guidelines, agreses that these
documents are comprehensive and appropriate recommendations.

4. BATH HOUSES AND PEEP SHOWS

Because HTLV-III is known to be transmitted sexually,
any measure which might prevent unsafe sexual practices will
prevent the transmission of the virus. The Task Force
endorses approprlate and necessary legal action to eliminate
such practices.

5. AIDS AT THE WORKSITE

During the Task Force's deliberations, the cDC
published guidelines stating that HTLV-ITII i3 not
transmissible through usual activity in worksites i.e.,
industry, office, food, most personal servicas, and schools.
As a result, the guidellnes conclude that workers with AIDS
should not be prohibited from employment in :chese places.
However, because there is a risk of HTLV-III transmission in
health care facilities, specific precautions should be
observed in these institutions to prevent the transmission
of HTLV-III and protect those people with AIDS. The Task
Force specifically endorses these recommendazions made by
the CDC(attached as Appendix C).

6. SCREENING FOR HTLV~III ANTIBODY
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The present test used for detecting HTLV-III antibody
is the EIA (enzyme—linked immunosorbent assay). This test
is only sensitive to the presence of antibody to the HTLV-
III, and does not indicate if a person currently has the
virus or is infectious. While a good screenxng test, the
EIA test has a high false-positivity rate in low rlsk
populatlons and costs $4-6/test. The confirmatory tast used
on positive EIA tests i1s the Western blot, costing $40-
80/test. Because of these cost and reliability factors, it
is not financially or medically reasonable to screen the
general population for HTLV~III antibody. In addition, the
virus is not transmitted through casual contact or food.

Screening selected "high risk" groups may be useful for
the purposes of education and disease detection. Such
screening must be conducted in the most carefully controlled
conditions, to avoid abuse and misinterpretation of results
and to insure that sensitive, informative counseling is
provided.

7. CONTACT INVESTIGATION ’

Contact investigation (i.e., locating and evaluating
contacts: of infected people), is used routinaly for the
control of such communicable diseases as sypailis and
tuberculosis. Presently, there is a divergeace of opinion
among experts regarding the usefulness of this technique
with AIDS. Obstacles include limited knowladge of the
natural history of HTLV~III infection, as well as the high
expense and effort required in contact investigations. The
Task Force believes that routine contact investigation would
not be helpful at this time. However, limitad contact
investigation for certain groups, such as womnen of
childbearing age who are at increased risk for the disease,
could be effective. Currently, health education is the only
method to control the spread of the dlsease in the absence
of specific treatments.

-

B. PUBLIC EDUCATION

The task force recognizes that information and
education are the primary preventive measures available
today to control AIDS. Because there is no :reatment or
immunization for AIDS, the public must be made aware of the
known modes of transmission, signs and symptoms, and risk
factors involved with AIDS. An informed public will also
have a more rational approach to AIDS, reducing unwarranted
discrimination and unfounded fears. The tas< force
recommends a comprehensive educational progrim to inform
public and health profession groups, high risk populations,
legal groups, schools, detention centers, and prisen



personnel about AIDS, its methods of transmission, and ways
to control the spread of this deadly disease. To achieve
these goals, the Task Force recommends a total allocation of
$1 millioen.

1. HIGH RISK GROUPS

A recent study in San Francisco demonstrated that
increasing public awareness of the transmission and risk
factors assoclated with AIDS helped to decrease the
incidence of some sexually transmitted diseaises by 74
percent, and altered the sexual habits of homosexual men in
that city. A nation-wide decrease in the incidence of anal
gonorrhea also may be attributed to the public awareness and
concern about AIDS. Despite this encouraging news, a
successful public education program must overcome several
difficult barriers. Because AIDS is primarily a sexually
transmitted disease, sexual habits and lifestyles must be
changed in order to reduce transmission. Thase changes
relate not only to homosexuals, but also to orostitutes and
promiscuous heterosexuals. Many people view their sexual
habits as very private and personal choices, and are not
easily swayed by public education, health advisories, and
religious teachings. In addition, many individuals in high
risk groups may have a fatalistic attitude asout AIDS and
refuse to take necessary precautions.

Another risk group more difficult to reach.is
intravenous (I.V.) drug users. In Florida tiere has been a
steady increase in the number of intravenous drug users who
have AIDS, ARC (AIDS Related Complex), or .ar2 positive for
HTLV-III antibody. HTILV-III is transmitted when an
infectious person uses a needle and shares this blood-
contaminated needle with others. To further complicate the
proklem, many I.V. drug users are also prostitutes, further
increasing their chances of contracting HTLV-III.

Educational programs in Flowrida need to address these
groups through mass media and individual counseling. In
addition, specific programs that reach these high risk
groups should be increased.

2. HEALTH CARE PROFESSIONALS

Medical and other health care professionals, and other
workers in hospitals, nursing homes, other ha2alth care
facilities, schools, detention centers and prisons should be
provided with continuous and updated education about AIDS
and how to care for AIDS patients. Most health care
facilities provide routine in-service training programs for
their staff to educate them concerning sanitary precautions
and treatment procedures. This training shouild include
appropriate management of patients with HTLV-III infection.
To ensure consistent and safe care, each health care
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facility in Florida should have a copy of HRS pamphlet 150-
3, which provides complete instructions on handling AIDS
patients.

Each fac111ty should also appoint a spoceaperson to
serve as liaison between the community and tihe facility to
communicate information about AIDS. In addition, an HRS
staff position should be created to act as a coordinator to
work with the Task Force, health care facllities, schools,
detention centers and prisons. This will ensure that
updated information is delivered promptly in a complete and
accurate form.

3. LEGAL PROFESSICN

The legal professman will have an lncreaSLng role in
determlnlng how people with AIDS are managed in Florida.
There is an important need for judges and attorneys to
understand how HTLV-III is transmitted. Information should
be available to all judges and prosecuting and defending
attorneys that explains the virology of HTLV-III, how the
virus is transmitted, the latency period of the infection,
and what diagnostic tests are available and ow to interpret
these tests. These groups should be provided new
information on developments in AIDS technology and the
Florida Statutes dealing with AIDS.

C. RESEARCH

AIDS is caused by a virus that has only recently been
found in man. The virus 1ls one of three human retroviruses
that have been discovered to date. In the sihiort time since
its discovery, investigators have made remarxable strides in
understanding how the virus works. A blood test has been
developed to detect the antibody. Millions of dollars are
invested in research designed to produce a vaccine and to
discover an effective treatment for AIDS, but many more
questions remain. Florida has unique problems concerning
AIDS. 1If answers to some of these problems can be found
here, they may provide valuable solutions worldwide .

Florida would benefit greatly from enhanced
ep;demlolcglcal studies and increased surveillance of HTLV-
III. Florida's hetereogenous demographic characteristics
require specific inquiries to determine if unique factors
may be attributed to the high number of cases in this state.
In addition, with as many cases expected nex: year as in the
previous five years cumulatively, additional assistance will
Pbe needed at the county public health unit lavel for
investigation and followup, especially of individuals who
are in no known risk group. It is recommendad that $480,000
be appropriated for these activities,



To accomplish research into the virology of HTLV-IZIZ,
including investigation of new anti-viral compounds to
inhibit HTLV-III in vitro, several P-3 (protaction level 3)
laboratories must be established. A P=3 leval laboratory is
constructed to provide the highest level of protection
against viral or bacterial contamination, accidents, or
leakage outside of the laboratory. An existing laboratory
may be converted into a P-3 laboratory for a cost of $50,000
to $150,000 or more, depending on the current design of the
facility. At this time, Florida does not have a single P-3
level laboratory, but such laboratories are recommended by
the National Institutes of Health to perform research with ~
high concentrations of retroviruses, such as HTLV-III. At
least three P-3 laboratories are recommended.by the Task
Force in order for Florida to effectively compete for
Federal funds for AIDS virolegical research.

D. PATIENT CARE

Patient care resources are the most pressing need with
AIDS. This disease 1s expected to affect as many people
during 1986 as the total number affected in the 5 years
since discovery of the disease. As we increase our
knowledge of the disease, we also need to increase our
ability to treat the disease most cost-effectively and
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prolong the lives of the patients. Although AIDS is a fatal

disease, more.people will be living longer and will need a
greater scope of care than ever before.

San Francisco has developed a comprehensive patient
care network that is worth emulating, and tha Task Force
believes Florida should develop a similar model. This plan
calls for a network between hospitals, foster homes, nursing
homes, home health care and hospice organizations, sccial
services and support groups. Because this plan utilizes
resources other than hospitals for much of tiie patient care,
health care is better directed and costs are decreased.

Jackson Memorial Hospital in Miami has roposed a
networking plan for Florida. This hospital treats a
majority of Florida AIDS patients =-- both because it is a
public hospital and because of its excellent treatment and
research programs in AIDS. The hospital has been
overburdened financially and physically by this
responsibility. Jackson Memorial presented the Task Force
with a networking patient care proposal for 6.8 million.
Of this amount, is is hoped that the federal government
would subsidize a share, with the remainder :coming from the
Florida legislature. These funds would pay €or indigent
care in hospitals, nursing and foster homes, home health
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care services, hospice services, outpatient living quarters,
support groups and referral services.

The task force believes that most of the medical and
other health care needs of AIDS patients would be answered
with this program and endorses it as a cest =2£ffective and
humanitarian approach to patient care.

In addition, the Task Force endorses providing such
care in additional communities in Florida, although lesser
funding would be required because of the smaller number of
cases in other counties. The Task Force believes that $2
million should be appropriated to these other communities,
to be distributed through HRS.

The Task Force alsc endorses an appropriation of S1
million, to be divided equally to the three medical schools
affiliated with universities in the state, to develop model
protocols for treatment, research, and education concerning
AIDS. Also, the Task Force supports a special provision for
care of children with AIDS in medically supervised foster
homes through Children's Medical Services (CuS).
Approximately $400,000 would be necessary next year to
remove these children from their present hospital,
environment.

E. ILEGAL, LEGISILATIVE, AND REGULATORY ISSUES3

The Governor's Task Force on AIDS spent a good deal of
its efforts considering the interaction of tae law and
public health policy related to AIDS. It has been concerned
about several legal issues confronting physicians and
patients, and expressed its reservations about the passage
of restrictive legislation without more definitive
scientific and medical research. More speczflcally, the
committee expressed its concern over the following issues:

o Confidentiality of patient informatioa
o Confidentiality of research information

o Inappropriate uses of the EIA blood screening test
for employment and insurarice purposes

o The need to transmit better information to the
judicial system about AIDS, ARC, and ITLV-III
positive antibody status

© Inappropriate uses of the ELISA blood screening test
in schools for employees and students

o The sufficiency and appropriateness of public health

25



laws to deal with AIDS and other sexually transmitted
dissases.

The AIDS Task Force discussed legal issues at three of
its meetings. It also met with Judge Wetherington, Chief
Judge of the llth Circuit, to discuss better ways of
educating the judiciary about AIDS and all its various
aspects. The Task Force resolved to request HRS to work
with the judiciary, prosecutors, and public defenders on a
contlnulng basis to inform them about the disease, necessary
precautions, and advisable actions based on informed medlcal
judgment.

The Task Force also requested that HRS work with these
groups at their regularly scheduled statewid:s meetings, to
include information in statawide newsletters, and to work
with judges individually, partlcularly the Caief Justice of
the Supreme Court and the chief judges of th:a circuit and
county courts on a localized basis. In addicion, HRS agreed
to desmgnate a chief spokesman to deal with the judiciary
concerning the AIDS probklem.

A major discussion of the Task Force caencerned
revisions to current statutes concerning sexually
transmitted diseases (STDs). The Task Force reviewed the
current statute and found it considerably out of date,
covering only three diseases =-- syphilis, gonorrhea and
chancroid. As a result, the Task Force recommended a
revisioh and modernization of this statute (Chapter 384,
F.S.), to include all generally recognized sexually
transmitted diseases, including AIDS.

A modernized statute concerning sexually transmitted
diseases was submitted by HRS for consideration by the Task
Force. This statute would give public healtil authorities
(the Department of Health and Rehabilitative Services and
respective county public health units) breoad authority to
control sexually transmitted diseases througii a number of
powers, including

o The authority to order a person to submit to an
" examination

o The requirement that all physicians aad other health
care providers report all cases of an STD to the
Department

o The authority to isolate and quarantiie persons with
an STD by initiation of the Health Officer

o The authority to write rules and regulations to carry
out the provisions of the STD law

o The authority to establish by rule, subject to




certaln criteria, those dlseases that are sexually
transmitted

o The authority to invoke administrative penalties for
failure to follow the rules or statutias related to
STDs

o The imposition of criminal penalties for a person
knowingly infected with an STD to hawve sexual contact
with another person without that person being
informed of the infected person's status

o Authority for minors to consent to treatment for a
sexually transmitted disease without parental consent

o Statutory protection of the confidentiality of
information gatheresd in investigating, reporting or
treating a STD.- (It should be noted that many of
these powers are contained in current law, but apply
to only three diseases).

The Task Force took no position on the issue of
quarantine, believing there was insufficient time and
information to make a definitive récommendation.
Nonetheless, the Task Force believed that the2 Department
should have full statutory authority to deal with whatever
public health emergency should arise, and that the
Department should consult with other experts on the disease
prior to taking such drastic action.

The Task Force also recommended that action be taken to
clarify Laws of Florida, Chapter 85-52 (Section 381.606(5)
F.S.), which outlaws use of serologic blood screening tests
for purposes of employment or insurance, and prohibits
discrimination based on test results. Task Force members
were unanimous that the EIA test by itself should not be
used for employment, school or insurance scrzening, and that
state law should be clarified on this point.

The Task Force took notice of the provisions of Chapter
381.231(4) establishing ceonfidentiality of information
provided to the Department for diseases designated as
"reportable." The Task Force recommended that these
provisions, and other provisions relating to confidential
medical information be strengthened to require such
information be sealed by the courts in any litigation %o
which such information is relevant and has been produced by
subpoena, unless the party to which the information applies
has made it an issue in any judicial or admiaistrative
proceeding.

A number of legislative proposals concerning AIDS have
been advanced by local jurisdictions, and in the state
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legislature, which the Task Force has taken notice of and
made rocommendations. Specifically, the TasX Force has
recommended that statutory requirements f£or screening
restaurant workers and other persons who handle food not be
implemented. HTLV-III is not transmitted by food, and these
proposals are costly and misleading to the publiec.

Similarly, the Task Force also notes that screening of
school children and scheool employees is not necessary to
protect the public health. Persons with AIDS, ARC and HTLV-
III may come .in social contact with other persons without
risk of spreading the disease. Rather, the 'Task Force, like
the Florida Medical Association and the CDC, recommends that
each child (and employee) be evaluatad individually, without
a blanket prohibition on admission to school or employment.

The Task Force urged that careful consideration be
given to any statutory changes the Legislature might
consider, noting the need to balance individaal privacy with
broader needs to protact the publiec's health. The Task
Force noted that the rapidly changing state of the science
related to this disease may quickly outdate slanket policy
statements. Because it is inevitably fatal, AIDS poses a
unicque public challenge in terms of both education and
control. While legislation may assist in these efforts, it
is on better education, treatment and resear:ch that our
current efforts must focus. -




APPENDIX A

Dace:

ACQUIRED IMMONE DEFICIENCY SYNDROME (AIDS) SURVEILLANCE REPORT

DEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES
EPIDEMIOLOGY PROGRAM, PREVENTIVE HEALTH SERVICES, HEALTH PROGRAM OFFICE
1317 Winewooa Boulevara, Tallahassee, Floriaa 32301

(904) 488-2905, SC 278-290S5; Compilea by Deboranh Holtzman, Ph.D.
Table 1. Cases of AIDS by place of resicence at dlagnosis, 09/24/85 - 11/23/85 anc

cumulative, Floriaa.

Numper: 1S
11/25/85

CDC-verifiea?
DISTRICT/ State=- This Perioca (3) Cumulative Non=
County Confirmeal {09/24~11/23/85) (1980 thru 11/23/85) Case3
I Escambia 3 - 3 (0.3) 1
Okaloocsa 1 - - -
II Bay ‘ —~— -— 2 (0.2) 1
' Gadsaen 1 = - -
Jackson — — - 1
Leon 1 —— 8 (0.8) -
Maaison —t —— 1l (0.1) -
Taylor - - - 1
IIX Alachua - - 7 (0.7) -
Columbia -— - L (0.1) -
Hernanao 1 - 3 (0.3) -
Lake -~ - L (0.1 -
Marion — —— 5 (0.5) -
Putnam - —~— 2 (0.2) -
Suwannee - - 1l (0.1) L
Iv Clay - - 1 (0.1) -
Duval ' 1 2 22 (2.3) 2
Volusia —— - 5 (0.9) -
v Pinellas 3 4 25 (2.6} 1
Pasco 1 - - -
vi Hillsborough 4 1 23 (2.4) 4
Manatee - 1 6§ (0.6) 2
Polk - - 4 (0.4) -
VII Brevara 1 - 7 (0.7) -
Orange 1 2 27 (2.8) 3
Seminole — —— § (0.6) -
VIII Charlotte - — 2 (0.2) -
Colliecr - 1 7 (0.7) L
Henary - - 2 (0.2) -
Lee 1 2 17 (1.8) 2
Sarasota -— 1 13 (1l.4) L
IX Inaian River - - 4 (0.4) 1
Palm Beach 5 21 112 (11.7) 5
St. Lucie - - 5 (0.5) -
X Broward 3 1 126 (13.1) 4
XTI Daqe 39 12 442 (46.1) 22
Monroe 1 - 39 (4.1) 1
DEPARTMENT OF
CORRRCTIONS — 4 24 (2.9) 1l
UNKNOWN - - S (0.5) 2
TOTAL a7 52 959(100.0) &7

lDiagnosis confirmea by the Healtnh Program Qffice, penaing verification by the
Centers for Disease Contrzol (CDC).

Diagnosis verifiea by CDC.

3Diagnosxs ceportea as AIDS via State or by other

criteria.

NOTB: Pealatric cases not incluaea in Tables 1 ana 2.

reportar,

but aoces

not meet CDC
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Table 2. Cases of AIDS*, by sex ana patient characteristic, through 11/23/85,

Florida.
Characteristic Male Female Total
Na. (% of males) No. (% of females) No. (% of total)

Homosexual (HQ) 448 (52.0) 0 (0.0) 448 (46.7)
IV Drug User (IV) 102 (11.8) 31 (31.8) 133 (13.9)
Bisexual (BI) 69 (8.0) 0 (Q.0) 69 (7.2)
HO & IV 30 (3.5) 0 (0.0} 30 (3.1)
BI & IV 15 (1.7) 0 (0.0) 15 (1l.6)
Blooa Transfusion 6 (0.7) 6 (6.1) 12 (1.3)
Hemophiliac 5 (0.8) 0 (0.0) 5 (0.9)
Sex Contact** 3 (0.3) 14 (l4.3) 17 (1.8)
None Apparent/Unknown

U.8. Born 46 (5.3) 12 {12.2) 58 (6.0)

Non=U.S. Born#*** 137 (15.9) 35 (35.7) 172 (17.9)
Total 361(100.0) . 93(100.0) 959 (100.0Q)

*Diagnosis verifieg by CIDC.

**With a person with AIDS or a member. of a group at high risk for AIDS,

***Includes persons born in countries in which most AIDS cases have not
been associatea with known risk factors.

PEDIATRIC AIDS IN FLORIDA: As of November 23, 1985 there were 33 CDC-
confirmea pediatric cases of AIDS in Ploriada. Of chese cases 20 (61.0%)
have aied. A breakdown of peaiatric cases by race, sex ana patient
characteristic, ana age at aiagnosis is shown in Tables 3 -~ 5.

Table 3. Cases of Pediatric AIDS, by race,
through 11/23/85, Floriaa.

Race No. (% of total)
White, non-hispanic 2 (6.1)
Black, non-hispanic 28 (84.8)
fdispanic 3 (9.1

Total 33(100.0)
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Table 4. Cases of peaiatric AIDS, ay sex and patient characteristic, througn
11/23/85, Floriaa.

Characteristic Male Female Total (%)

w

Mother with AIDS 2 ) 1 . (9.1)
Mocher uses IV Drugs 3 2 ' 5 (15.2)
Blooa Transfusion 3 ) 2 (15.2)
None Apparent/Unknown

wn

U.S. Born . 1 3 4 (12.1)
*Non-U.S. Born 7 9 16 (48.9)
Total 16 17 33 (100.0)

*Incluces persons whosge parent(s) are from countries in which most AIDS
cases have not been associatea with known cisk factors.

Table 5. Cases of peaiatric AIDS, by sex ana age at diagnosis, through 11./23/85,

Floriaa.
Age Male Female Total (%)
(years) ‘ '

Less than l year 10 9 13 (57.86)
1l year 2 1 3 {9.1)
2 years 2 2 4 (l2.1)
3 years —-— 3 3 (9.1)
4 years 1 1 2 (6.1)
S years 1 1 2 (6.1)
Total - 16 17 33 (100.0)

HILV-III INFECTION AMONG HBALTH CARE WORRERS: Weiss, et. al. (JAMA

1985:254:2089~2093) recently reportea on the occurrence of HTLV~-III
infection among health care workers who had sustainead on-the-jcb
needlestick injuries {or other percutaneous exposurces) while caring Efor,
AIDS patients. Health care ana clinical laboratory personnel from seven
metropolitan acreas in the Unitea States were studiea. Participants were
interviewea for potential risk for AIDS ana testea for antiboay to

HTLV~III. Of the 361 participants testea, ten were seropositive for
HTLV-ILII antiboay. Qf these 10 seropositive indiviauals, six were members
of recognized high risk groups, three were not, ana one remains to be fully
investigated. Possible heterosexual HTLV-III c¢ransmission coula not be
rulea out for two of the three inaiviauals with no apparent risk Efactor.
In sum, it appears that HTLV-III 1infection was related to percutaneous
exposure for at least one Of the stuaiea health care workers; however, the

£1sk in general remains Llow for health care workers.
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HETEROSEXUAL TRANSMISSION OF AIDS: A major issue in AIDS research is the
role of neterosexual transmission. Related to this issue is whether
female~to-male transmission is a significant factor in the epiademiology of
AIDS in the Unitea States. One stuay by Reafiela, et. al. (JAMA 1985;254:
2094-2096) aaarasses both issues. Forty-one patients with AIDS or ARC
(AIDS relatea complex) were evaluatea at Walter Reed Army Meaical Center in
Washington, D.C. HTLV~III infection was aqocumentea either 'by virus
isolation qr by detection of antibody. -All participants were interviewea
to determine possible risk factors for AIDS. Results of the interview
showea that 15 (ten males, five females) of the 41 patients appeared to
have acquirea HTLV-III infection through heterosexual contact. Three of .
the 15 patients reportea recurrent heterosexual contact with a person AIDS
or ARC; three reportea heterosexual contact with a sexual partner, who was
a member of a high-risk group for AIDS; ana nine reportea multiple
heterosexual contacts with prostitutes. These results support heterosexual
trangmission of the aisease ana also support both male~to-female ana
female~-to-male transmission of AIDS.

However, as the authors.point out, the population under stuay which is
comprisea of military personnel, who may be less likely to report
homogexuality or IV arug use, may not be representative of the general
heterosexual community. Further, while this study supports heterosexual
transmission of AIDS, the data for the United States continue to show that
the inciaence in the heterosexual community is small.

Outsiae the Unitea States, particularly in some aeveloping countries
in Africa, heterosexual transmission of AIDS appears to play a more
important role in the spreaa of the aisease (MMWR, September 20,1985,Vol.
34.,No. 37). A case=-control stuay by Clumeck, et. al. (JAMA 1985;254:
2599-2602) examinea the prevalence of HTLV-III antiboay in African patients
with AIDS or ARC, in African female prostitutes, in a group of healthy
African controls, ana in a group of African blooa acnors. The majority of
the patients ana controls were from Zaire or Rwanda. None of the stuay
participants reported IV arug use ana all reportea’ that they were
heterosexual. Democgraphically, these study groups showed a low male-to=-
female ratio and a mean age from 26 to 32. The rate of seropositivity in
each group was as follows: 87% (46 of 53) in the patients with ARC, 80%
(67 of 84) in the female prostitutes, 12.5% (5 of 40) in the healthy
controls ana 15.5% (8 of 51) in the blood donors. Seropositivity for HILV-
ITII antiboay was significantly higher in the patients with AIDS or ARC than
in the controls. HTLV-III seropositivity was also significantly higher in
female prostitutes (80%) than in female (9%) controls. These results
support the role of HTLV-III in the etiology of African AIDS. Futher, the
aemographic aata of the patients with AIDS ana ARC, and the lack of
recognizea risk factors suggest that the qisease was probably transmitted
through heterosexual contact. Suppor ting this methoa of transmission are
the results of infection in the group of female prostitutes, who in all
probability contractea the aisease sexually. While this study does not
show that female prostitutes are transmitting the aisease to men in Africa,
the lack of other risk factors in relation to the AIDS 1in the male patients
unaer study aces point to neterosexual transmissieon via females.




Page 3

One important factor affecting the impact of AIDS on the heterosexual
community is che behavior of inaiviauals who are infectious. Any behavior
which reduces the transmission of this bloocuborne, sexually transmittea
aisease will affect the spreaa of AIDS. Some inaication that changes in
sexual practices of gay ana bisexual men was shown in a recent survey in
San Francisco. In a phone survey in August 1984, 500 men, who iaentifiea
themselves as gay or bisexual, were asked about their sexual practices. In
particular, they were askea 1) whether  they haa engagea in monogamous,
celibate, or no unsafe (unsafe = anal sex without conaom ana oral sex with
exchange of semen) sexual activity outsiace a primary relationship ana, 2)
whether they had more than one sexual partner during the last 30 aays. In
April of 19585, 301 of the original 500 men surveyea in 1984 agreea to be
re-interviewea by phone, Sixty=-nine percent of those first surveyea in
1984 saia that they had engagea in monogamous, celibate, or no unsafe
sexual activity outside a primary relationship. This percentage increasea
to 8l% on re-interview. And while 49% of those first surveyea in 1384 saia
that they haa more than one sexual partner auring the last 30 cays, 36%
responded positively to this question in 1985. These results inaicate that
moaification of sexual practices has occurrea by some gay ana bisexual men
in an effort to reauce the transmission of AIDS.

AIDS SYMPOSTUM: On October 28 ana 29, 1985, a symposium on AIDS was hela
for state health care workers in Orlango, Floriaa. The symposium was
presented by the Office of the Assistant Secretary for Program Planning ana
-the Health Program ‘0ffice, and inclugea presentations from meaical experts
in Florida ana arouna the. nation. Up=-to-adate information on AIDS was
provicgea ana a number of issues concerning the care ana treatment of AIDS
patients were aqiscusseda. Results of the symposium, incluaing policy.
recommendations, will be forthcoming.

GOVERNOR'S TASK FORCR: The Governor's Task Force on AIDS hela their first
meeting on October 27, 1985, in Tampa, Floriaa. Dr. Robert Goca was
selecteq as chairman ana two aaaitional members were aadea to the group.
Subcommittes were establishea to aaaress AIDS-specific issues. A secona
meeting was hela on November 10, 1985, in Tampa. At the nmeeting, four
issues were votea upon and passea as policy recommencations to be presentea
Lo Governor Graham. They are as follows:
L Health Caras are not recommendea for restaurant workers, foster
homes, or school employees because the blcca test for antiboay to
AIDS is not 100% reliable and no evigence is available that AIDS
is passed through casual contact. ,
2) The Task Force aaopted the Floriaa Meaical Association's policy
on immuncdeficient children ana the Centers for Disease Control's
guiaelines on chilaren in school as their recommenaation. (These
statements basically say that each chila who is positive for AIDS
antiboay shoula be reviewea 1indiviqually to aqetermine if he
shoula go to school ana that mass screening for AIDS antibody in
schools is not recommenaea).

3) The Task Force agreea to set up an aa hoc committee to examine
issues that aeal with Florica's laws as they pertain to AIDS.
4) The new pamphlet on dRS Guidelines for AIDS will be sent to all

primary health care facilities in Floriaa.
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On November 24, 1985, a thira meeting was hela in Miami. Eight aaaitional
issues were voted upon ana passed as policy recommenagations. Four of these
issues are relatea to oublic health ana are as follows:

1) Bath houses were not thought to pose a major public health
problem in Floriaa. (This was amenged to reaa that legal notice
be given to places where anonoymous sSex occurs to reauce the
transmission of AIDS.)

2) The Centers for Disease Control guiaelines for hanqling AIDS in
the workplace were adoptea - by the task force (penaing
moaifications to be aiscussea at a future meeting).

3) Screening by ELISA test for HTLV-III antiboay for insurance
purposes or to aqetermine suitability for,- or discharge from,
employment was not recommenaed.

4) The task force aeterminea that an immeaiate neea was present to
meet with state legal associations to develop guiaelines for
local juaicial systems to be consistent when dealing with AIDS
cases through the juaicial process.

Four recommenaations relating to public eaducation were also adoptea as

follows:
1) The task force will serve as a clearing house for information on
AIDS.
2) A full-time staff position will be establishea for. public
education to work with HRS ana the task force.
3) Target groups Cfor education will be selectea, incluaing

professional health care proviaers; inaustry, juaicial, school,
and prison personnel; the general public; ana high risk groups
for AIDS.

4) Health care facilities will be encouragea to appoint one
spokespersen for AIDS anda this person will be regularly upaatea
on task force activities.

For further information, please contact Janice Rousseau at SUNCOM 278-2905
or (904) 488-2905. .
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Current Trends 1985 Aug 30:34:517-521

Education and Foster Care of Children Infected
with Human T-Lymphotropic Virus Type {1}/
Lymphadenopathy-Assaciated Virus

The infarmatuon and re¢ommendations cuntained in this document were developed and
sompilad by COC in consultation with individuals appointed By thesr organizatians tQ reprasant
the Contarenca of State and Territarial Epidemiologists, the Association of State and Territo-
rial Health Otficars, the National Association of County Health Qfficars, the Division of Mater.
nal and Child Heaith (Health Resources and Services Administration), the National Association
for Elementary Schoo! Principals, the National Association of State Schoo! Nurse Consultants,
the National Congress of Parents and Teachers, and the Children’s Aid Society. The ¢onsult-
ants also includad the mother of a chilg with scauired immunnaeficiency syndrome {AIDS), a
legal advisor tO 3 state aaucauon deparmenst, and several pediatrisians who are expens in tn
fisig of pediatne AIDS. This gocumens s mage avadable to assist stale ang local health and
education departments in devaloping guidelines for their particular sitwations and locations.

Thase reacommendations apply to all children kriown to be infected with human T.iympho-
tropic virus type lll/lymphadanopathy-associated virus (HTLV-IILAV] This includes children
with AIQS as dafined for réparting purpasas (Table 11: children whe are diagnosad by thair
physicians as having an illness dua to infection with HTLV-{Il LAV but wno do not meet thi
case definition; and children who are asymptomatic but have vicologic or sarologic eviaencs
ot irtecticn with HTLV-ill LAV, Thass recorimendat ons do not aoply o siblings of infected
child.an unless they are a.50 inficreq.

BACKGROUND ' .

The Scope of the Probiam. As of August 20, 1985, 183 of the 12,599 reportead cases of
AIDS in the United States were among children undar 18 years of age This number g expact-
ed 10 double in the next year. Childran with AlOS have been reported from 23 states, the Dis-
trict of Columbia, and Puerto Rico, with 75-. resiqaing in Naw York, Califorma, Florida, and
New Jersom> -

. The 183 AIDS pauents reportad ta COC represent oniy the mast savers tarm aof HTLY-
HLAV intection, 1.8, those chidran who davelop opportunistuc infections or malignancies
{Table 1). As in adults with HTLV-IIL LAV infection, mapy infected chiigren may have milder ili-
ness ¢r may be asymptomatic, .

Lagal Issuss. Among the lagal issues ta be considared in farming guidelinas far the educa-
tion and foster care of HTLV-llL.LAV.infected chilaren are the Givii rignts aspects of puhic

- oni— LYY

TABLE . Provisional case dinition for acquired immunodeficisncy syndrome (A0S}
survaillance of childrsn

For the himitad purnoses of emiderniciogic surveillancs, COC defines a case of peaiatne ac-
quirad immunaoaehiciency syndrome (AIDS! as 2 cniid who nas had:
1 A reliably diagnosad aisease at least modarateiy indicative of unaerlying cellular immuno.
deficiency, and
2. Ne known cause of undurlying cellulae immunaoaeficiency ar any ather requced resistanse
reparted to Le associatad with (nat cisaase
The ciseases accepted as sulficiently inGicauve 0f ungenying ce.u.at immunoaehciars, 2re
tne same as thase usad in Aubiring AICS e 320,25 In the aosence of tNesa 0CPOMWNISHC C.S8a52S,
& rustologicallv confirmed cdiagnesis ¢f crrome .ymonagic intarstiia, oneumanitis will be consias
ered ngicauve of AIDS uniess testisi for KTWY-ILLAV are negauve. Congenta :ntestans, e.g.
toxoplasmosis or herpes simplex virus infection in the first month after Sitn o ¢ytomegalovirus
nfection in tne hrst § mantns after Qi Mmust ne exjuged
Spezific sonditrons that must be exclugdea n 3 ¢hig are
1 Primary immunodeliciency Giseasas—savers comdined ynmunocaf:iciency hGearge syn.
dgrome, Wiskott-Aldnen svnarome, 3taxad«telangiecias.a, gratt varsus nost Cisease Neu-
tropem3, neutropril tuncl.on zonormaity, agammaglobulinemha. 3F AYPUCIMMAGODunne.
mia with f3isad Ighvd
2. Sacondary immunecehiciency 35s0ciatad wili immundsupgaressive ‘heragy. lymanorét.cu-
lar mahgnancy, or starvation

school attengance, the protections for handicapped children under 2C U.S C. 1401 et seq
and 29 U.SC 784, the confidentiahty of a student’s schoal recerd uncer siate laws and

under 20 U.S.C. 12224, and employee ngnt-to-know statutes tor pubhz employeas in some
statas.
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Confidentiality 1ssuss The diagnosis of AIDS or associated illnesses evores muen fear
trom others i cantact with the patient and may eveoke suspician of life styies tnat may nat de
acceptable to some persons Parerits of HTLV-il LAV-infected cmildren snould be aware of
tne potential for social 1sclation should the child s Sondiion become known to others n the
care or educational setung. Scnogl, day-care, and soc.al service personnei and others invalved
" sgucating and canng for these cAndren SNowid de sensitive to the nesc for confidentianty
and the right to privacy 10 thesea cases.

ASSESSMENT OF RISKS

Risk Factors {or Acquiring HTLV-III/LAV infection and Transmission In adults and 2do-
lascants, HLTV-IILAV is transmitted primarnily through sexusi contact (homosexual or hetero
sexuall and through parenteral exposure to infected blood or bioad proaucts. HTLV L LAV
nas been isolated from blood, semen, saliva, and tears but ransrmissian has not deen gocu-
mentad from saliva and tears. Adults at increased risk for acquinng HTLV-il:LAV incluge
nomosexual -bisexual men, intravenous drug abusars, persons transfyseg with contaminatec
biaod or blood products, and sexual contacts of persons with HTLV-L LAV infection of
groups atincreased risk for infection,

The majaciy of infected chidren acquire tne virus from thew infested mothers in tne
pennatal period (7-4) In utero or intrapartuen transmission are likely, ang one chilg reportea
trom Australia apparently acquired the virus posinatally, passibly from ingestion ¢f zreast
milk (51, Chilaren may alsc become infectad theaugh transtusion of Biood ¢r dloog products
that contain the virus. Seventy percent of the ps&xamc cases repcriea to CDC oecurres
among children whosa parent had AIDS or was a member of a group at increased nsk of ac-
quiring HTLV-ill. LAV infechon, U . of tha cazes occurred among children wihc had racaived
oiood of biood products; and tar 1Q ., investigations are incomplate

Risk of Transmission in the School, Day-Care or Foster-Care Satting None of the
igen.fied cuses of [ TLV.I! LAV infaction in the United States arg known 0 Nave n.en rans-
mittzd i1 the scnool, wa'-care, or foster-ca~e sarting or througn oth.er casual persan.
1o-person contact, Other than tha sexual partners of HTLV-ILLAV-infected patients and in-
fants born 10 infected motners, none of the famnly membars of the over 12,000 AIDS patients
recorted to COC have been reposted to have AIDS. Six.studies of ‘armlv meambers of patients
with HTLV-IIl LAV intection nave failed to gemonstrate HTLWV-IL LAY transmussion to aqulis
who wers not saxual contacts of the infected patents or 1o older chilaren who warg not likely
atnse remematal transmussion (G770 - .

Basad on current svigence, casual person-to-person contac! as would oceur smong
schoalghildren appears to posa no nsk. However, stugias of the risk of transmissian thrQugn
contact between yaunger chidran and neurologically handicapped chiiaren wnao lack control
of their body secrations are very limited. Based on experience with other communicable dig-
eases, a theoretical potential for transmission would be graatest among tnese chilaren 13

" should ba emphasized that any theorstical transrmission would mast likely involve #xposure

of oper skin lesans or Mucous membranas tu b.ood anc pussibly olher boay flues of an K-
fected person,

Risks to the Child with HTLV-II/LAV infection. HTLV-IIl'LAV infection may result in im-
munodaficiency. Such childran may have 3 greatar risk of encounienng infectious agents in a
school or day-care setung than at home. Foster nomes with multiple ¢hildren may also in.
crease the risk. In addition, younger children and neurologically handicappea chilcren wne
may display behaviors such as mouthing of 1oys would pe expacted to be at greatar nsx tor
acauiring infections. Immunadapressed ¢hiaren 2re also at greater ask af suliferag severe
complicaticns from such infechaons as chickenpsr cytomegalovirus, 1usercyiosts, herpas ¢'or-
prax. and measles, Assaessment of the risk 10 the .mmunogeoresses S=is . 285t Mace 3y "

.

cnila’s physician wha 1§ aware of the child's immunea status Tha risk 2 2¢GwnAL 528 :ATade.

UONS, such as thickenpox, May be reguced by prompt use of specilic immune glapuiin ‘otlow-

ng a kKnawn expasure.

RECOMMENDATIONS

1 Decisions regdrding the typa of educational and care s2tung ‘or 7LV M LAV infecize

chiigren should be Lased on the behavias, neurclegic davelapment, angd pnys:cal son-
divon of the child and the expected type of interaction witt others in that setung
These gecisions are Dest made using tne ta2m approach ingluding the CnKG's PRy S
Stan, pubhc health personnel, the cruld 5 Parent of QUArdIan. anG Cersanne: 35sstiated
with the prapased care or equcational setting In each case. risxs ang benefits 10 noty
thenrected child and to others in the setting snould be we:ghec

LR R L R 2 e ara 2! ]
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Far most infected school-aged cnildren, the benefits of an unrestricted setting would
outweigh the risks of thew scquiting ooientiaily harmiul infections in the setting and
the apparant nonsxistent nisk of transmission of HTLV.ll LAV These crilaren shoula
be allowed to attand school and after-sghool day-care and ta be olacen n a fastar
homa in an untestrnicted setung

_ For the infectad preschool-aged shild and for some neurologically handicappea chils

dran whao lack control of their body secretions or who display benavior, such as titing,
and those children who have uncoverabia, cozing lesions, a mare restricted environ.
mant is advisable until more 1s known about transrmussion in thse sattings, Chilgren in-
factad with HTLV.IL'LAV should be cared for and educated in settings that minirmize
exposurs af ather children to blood or body fluids. )

Care involving axposure to the infectad child’s bady fluids and excrement, such as
feeding and diaper changing, shouid be parformed oy parsons who are aware of the
child’'s HTLV.Ill LAV infection ang the moadas of possible transmission In any setting
involving an HTLV-ll LAV-infeciea person, goad nandwashing after e«poswre (o
biood and body fluids and belore caring for anatner child should be observed, ang
gloves should be worn if open lesions are present on the carataker's hanas Any ¢pen
lesions on the infected person should also be covered.

. Because other infections in addition to HTLV-IIFLAV can be presant in blooa ar body

fluids, all schools and day-care facilitias, regardiess of whether chilaren with ATLV il
LAV infection are attending, shoula adopt routine procedures for handling binod ar
body fluids. Soiled surfaces should be promptly cleaned witn disintectants such as
housahold bleach ldiluted 1 part bleach to 10 parts water) Disposable towels or
tissues should e used whenuver possible, and mops should be Insed 1n the cisinfect-
ant. Those who are c.aunmig snould avuil ex,osuie . open skin lesions or mucous
memiranes 0 the biood or body Huids.

The hygienic practices of chidren with HTLV-Ill LAV wffection may improve &s tha
child matures. Alternatively, the hygieric practices may detariorate f the chila's con-
dition worsans, Evaiuation to assess the need for a restnctad environrment 4nould be
performed regularly,

RAhswcians caring for children born to motners wuth AIDS or at increasad rnisk of acs
quiring HTLV-ill LAV infection snould consider testing the chidren for evidence of
HTLV-Il LAV infection for meaical reasons. For examole, vaccination of infestad
children witn live virus vaceines, such as the measles-mumps-rubella vacome UWMA),
may be hazardous. These children also need to ba followed clasely for problems with
growtn and development and given prompt ana aggressive therapy for infections and
exposure to potentially lethal infestions. such as varicella, in the event that an antivieal *
agant or sther therapy ror ATVl LAV jafecion beco.nay 2vallable, tresy & w.dren
should be considered for such tnerapy. Knowledga that a chiia s infec.ed will allow
parents and cther caretakers to take precautions when exposed to ihe pblood and
bady fluids of the child.

Adoption and foster-care agencias should consider édding HTLV-UI/LAV scresning t6”
thair routine madical avaluations of children atincreasad risk of infection befare piace-
ment in the foster or adoptive homae, since thase parents must maka decisions regard.
ing the medical care of the chila 3nd must consiaar tne pessible social ang psyenolog-
ical efiects on their families.

Mandatory screening as a congiuen ‘or school entry 1s not warrantec 5asag an avails-
ble data.

Persons involved in the care anc edgucation of HTLV-II! LAV-infected chilaren snoula
respect the child’s nght to privacy, including maintaiming canfigential regsrgs The
number of personnel who are zware of the child’'s condition shauld be xept at & Mine-
mum needed ta assure proper sare of the child and to detect situations Wwnere the
potential far transmission may increase (e.g., bieeding injury}

All educauonat and public heslth agepartments, regardless of whether H™L/-Il
LAV-infected chiidren are involved, are strongly encouraged 1o nfarm parents, ¢hi-
dren, and educators regarding HTLV-lll LAV and its transmission. Such egucation
would greatly assist etforts 10 proviae the bes: care and equcation forinfected snucren
while miimizing the nisk of transmission to others
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Recommpenrndations ‘or Preventing Possibie Transmission
of Human T-Lymghotropic Virus Type
Lymphadenopathy-Associated Virus from Tears

Human T-lymphotropic virus type lil-lymphadenopathy-associateg virus IHTLV-IlI LAV,
the eticlogic agent of acquired immunoaefiziency syndroma iAI0SH, ties been found in vaniaus
pody fluids, including blood, sermen, and saliva. Recantly, scientists 2t the Nauonal Institutes
of Heal, ...<T="the virus fram the taars of an AIDS pauent (7. T=¢ patient. 3 33-yser-aid
woman with a history of Pneumocystis carinn pneumanta and aisseminated Mycobacrarium
avium-intracellulare ntection, had no acular complaints, ang her eye examinson was
narmal, Of the tear samples obtained from six ather patients with AiDS or related conaitions,
threa showed equivacal culture resuits, and three were cuiture-negative,

The tollowing pracautions are judged switanie to prevent spread of HTLV-IL. LAV and other
microbial pathogens that m:ght be present in tears, They do not apnly to the proceduras usag
oy ndividuals in caring tor their own lansas, since the cuncerm i 1 s passible virys 1'ansin.s-
sion between inaividuals.

1 Health-care professionals performing eye examinations ar other pracedures ihvaiving
contact with tears should wash their hands immediately after 2 procedure and batween
patients. MHandwashing alone should be sutficient, but wnen sractical and convenient,
disposable gioves may ba warn. The use of gloves 1s advisable v:hen there are cuts,
scratcnes, or dermatologic lesions on the hanas, Use of oiar protective measures,
such as masks, goqgles, ar gowns, is not INGicates.

2. Instruments tnat come 1nto direct cOntact wiih extarnai surizzey ¢f tnz eye shous ve
wiped clean ang then disinfected &5, .2} 2 5. to 10-minute axzasure to 3 ‘resh seatan
of 3. hydrogen peroxide; or {o) & frash sciuton containg $.0C0 gparts per munon
{mg .} free available chlonne-=a 1 10 cuution of commer ~ausenala oleach socum
hypochloritel; or (¢} 70-. ethanal, or 'c¢ 70 . 1s0propanc:. ~~e Jevice SNouiC 08 (~2r-
aughly nnsad in tap water and aried belcre reuse

3 Contact lenses used in tnal fitings snouic se aisinfacted oetw 22n each fitting by ¢ra of
the tollowing reqimens.

a. Owsinfection of trnial hard lenses with a commercially 3vauabie hydrogen peroxide
coniact lens disinfecting system currently approved for 50!t gontacy lenses «Cirer
hydrogen paroxide preparations may ¢ontain preservalin 25 tnat could discoior tne
ienses.) Alternatively. most trai hare tenses can be ireatec with the standard heat
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APPENDIX B

AIDS POLICY

-

- The following substitute recommendation was approved by the FMA Board of

Governors at its meeting on October 17-18, 1985,

The wvarious school sysctems should address the overall needs of
immuno~compromised children, including those with AIDS or ARC, cthose with
congenital anomalies of the immune system, those on immuno-suppressive
drugs for che therapy of various, clinical enticies such as
collagen-vascular diseases _and malignancies, and those children on
immuno-suppressive drugs after an organ transplancation.

The complexicy of the clinical status of these chiluren, incluaing an
agssessment of the emotional impact of the disease ot the child, requires an
individual decision for each child regarding his/her involvement in the
educational system.

Thus, with each child who falls into one or more of these categories, the._
c¢hild"s physician and a physician representing each school system, should
jointly review all the aspects of a child's healch probléms and “develop a
protocol that emphasizes the particular needs of each child.

In the event that such physiéians are not available, the school system will
be represented by the county health officer or his designee; and the child
will be represaated by a physician appointed by the loc1l :ovnty medica.
sociecty. ‘

In the event of a disagreement between the involved physiciéns, the
protocol to be followad should emphasize the totality of the health needs
of all the children in that particular school, inecluding the child under

‘review,

The guidelines and recommendations of the Tanter for Disease Comctrol (CDC)
in regard to all types of actual or potentially infectious diseases,
including AIDS or ARC, should be wutilized as one component in the
decision~making process regarding each individual child. '

All educational and public healch departments, regardless of whether AIDS-
infected children are involved, are scrongly encouraged to inform parents,
children and educators regarding AIDS and its transmission. Such education
would greatly assist cfforts to provide the best care and education for
infected children while minimizing the risk of cransmission to others.

o o eretny
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Following..is an electronic reprint of Morbidity and Mortality
Weekly Report dated November 15, 1985. The printed version .has
tables, figures, and certain scientific symbols that are not
included here.-—CDC ‘ -

Only one article this week:
MORBIDITY AND MORTALITY WEERLY REPORT=--November 15, 18835

Cirrent Trends
Summary:
Recommendations for Preventing Transmission of Infection
with Buman T-Lymphotropic Virus Type III/
Lymphadenopathy~Associated Virus in the Workplace
. The information and recommendations contained in this document have
been developed with particular emphasis on health-care workers and
others in related occupations in which exposure might occur to blood
from persons infected with BTLV-III/LAV, the 'AIDS virus.' Because of
public concern about the purported risk of transmission of HTLV-III/LAV
by persons providing personal services and those preparing and serving
-food and beverages, this document also addresses personal-service and
food-service workers. Finally, it addresses 'other workers'~--persons
in gettings, such as offices, schools, factories, and construction
"sltes, where there is no known risk of AIDS virus transmission.
== Because AIDS is a bloodborne, sexually transmitted disease that is
mot spread by casual contact, this document does not recommend routine
PTLV-III/LAV antibody screening for the groups addressed. Because AIDS
4 not transmitted through preparation or serving of food and
beverages, these recommendations state that food-service workers known
to be infected with AIDS should not be restricted from work unless they



" have another infection or illness for which such restriction would bpe
“warranted, : :
This document contains detailed recommendations for precautions
- appropriate to prevent transmission of all bloodborne infectious
- *{seases to people exposed--in the course of their duties--to blood
com persons who may be infected with HTLV-III/LAV. They emphasize
that health~care workers should take all possible precautions to
prevent needlestick injury. The recommendations are based on the
well~-documented modes of BETLV~II1/LAV transmission and incorporate a
. 'worst case' scenario, the hepatitis B model of transmission. Because
the hepatitis B virus is also bloodborne and iz both hardier and more
infectious than HTLV-III1/LAV, recommendations that would prevent :
- transmission of hepatitis B will also prevent transmission of AIDS.
Formulation of specific recommendations for health-care workers who
perform invasive procedures is in progress.

Recommendations for Preventing Transmission of Infection
with Buman T-Lymphotropic Virus Type IIl/
Lymphadenopathy-associated Virus in the Workplace

Persons at increased risk of acquiring infection with human
T-lymphotropic virus type III/lymphadenopathy-associated virus
(HTLV-I1I/LAV), the virus that causes acquired immuncdeficiency

" gyndrome (AIDS), include homosexual and bisexual men, intravenous (IV)
drug abusers, persons transfused with contaminated blood or blood
products, heterosexual contacts of persons with HTLV-III/LAV infection,
and children born to infected mothers. HTLV-III/LAV ig transmitted
through sexual contact, parenteral exposure to infected blood or blood
components, and perinatal transmission from mother to neonate.
~TLV-III/LAV has been isoclated from blood, semen, saliva, tears, breast
~ilk, and urine and is likely to be isolated from some other body
fluids, secrétions, and excretions, but epidemiologic evidence has
implicated only blood and semen in transmission. Studies of nonsexual
household contacts of AIDS patients indicate that casual contact with
saliva and tears does not result in transmission of infection. Spread
of infection to household contacts of infected persons has not been
detected when the household contacts have not been sex partners or have

" not been infauts of infected mothucs. Tae kind of nonsexu:l
person~to-person contact thal generally occurs among workers and
clients or consumers in the workplace does not pose a risk for
transmission of RTLV-III/LAV.

As in the development of. any such recommendations, the paramount
consideration is the protection of the public's health. The follewing
recommendations have been developed for all workers,; particularly
workers in occupations in which exposure might occur to blood from
individuals infected with HTLV-III/LAV. These recommendations
reinforce and supplement the specific recommendations that were
published earlier for clinical and laboratory staffs (1) and for
dental-care personnel and persons performing necropsies and morticians'
services (2). Because of public concern about the purported risk of
transmission of HTLV-III/LAV by persons providing personal services and’
by food and beverages, these recommendations contain information and
recommendations for personal-service and food-service workers.

Finally, these recommendations address workplaces in general where

"here is no known risk of transmission of HTLV-III/LAV (e.g., offices, 2SR
-chools, factories, construction sites). Formulation of specific
recommendations for health-care workers (HCWs) who perform invasive
procedures (e.g., surgeons, dentists) is in progress. Separate
recommendations are also being developed to prevent BTLV-III/LAV
transmission in prisons, other correctional facilities, and




" {nstitutions housing individuals who way exhibit uncontroillabie

‘behavior (e.g., custodial institutions) and in the perinatal setting.

| In addition, separate recommendations have already been developed for
~children in schools and day—-care centers (3).
\ BTLV-I11/LAV-infected individuals include those with AIDS (4);

.0se diagnosed by their physician(s) as having other illnesses due to
infection with BTLV-III/LAV; and those who have virologic or serslogic
evidence of infection with BTLV~-III/LAV but who are not ill.

These recommendations are based on the well-documented modes of

_BTLV-II1/LAV transmission identified in epidemiologic studies and on
comparison with the hepatitis B experience. Other recommendations are
based on the hepatitis B model of transmission.

. COMPARISON WITH THE EEPATITIS B VIRUS EXPERIENCE

The epidemiology of HTLV-III/LAV infection is similar to that cof
hepatitis B virus (HBV) infection, and much that has been learned over
the last 15 years related to the risk of acquiring hepatitis B in the
workplace can be applied to understanding the risk of BTLV-IIl/LAV
transmission in the health-care and other occupational settings. Both
viruses are transmitted through sexual contact, parenteral exposure to
contaminated blood or blood products, and perinatal transmission from
infected mothers to their offspring. Thus, some of the same major
groups at high risk for HBV infection (e.g., homosexual men, IV drug
abusers, persons with hemophilia, infants born to infected mothers) are
also the groups at highest risk for HTLV-III/LAV infection. Neither
HBV nor HTLV=-III/LAV has been shown to be transmitted by casual contact
in the YOrkplace, contaminated food or water, or airborne or fecal-oral
routes (5). -

HBV infection is an occupational risk for BCWs, but this risk is
related to degree of contact with blood or contaminated needles. HCWs
ho do not have contact with blood or needles contaminated with blood

e not at risk for acquiring HBV infection in the vorkplace (6-8).

In the health-care setting, HBV transmission has not been

- documented between hospitalized patients, ‘except in hemodialysis units,
where blood contamination of the environment has been extensive or
where HBV-positive blood from one patient has been transferred to
another patient through contamination of instruments. Evidence of HBV
transmission from HCWs to patients has been rare and limited to
situatione in which the B(¥s exhibites high concentrations of virus in
their blood (at least 1£8,880,¢88 infactious virus particles per ml of
serunm), and the HCWs sustained a puncture wound while performing
traumatic procedures on patients or had exudative or weeping lesions
that allowed virus to contaminate instruments or open wounds of
patients (9-11). - ‘

Current evidence indicates that, despite epidemiologic similarities
of HBV and HTLV~III/LAV infection, the risk for HBV transmission in
health—~care settings far exceeds that for HTLV-III/LAV transmission.
The risk of acquiring HBV infection following a needlestick from an BBV
carrier ranges from 6% to 38% (12,13), far in excess of the risk of
BTLV-III/LAV infection following a needlestick involving a source -
patient infected with HTLV-III/LAV, which is less than 1%. 1In
addition, all HCWs who have been shown to transmit HBV jinfection in

health—-care settings have belonged to the subset of chronic HBV N

carriers who, when tested, have exhibited evidence of exceptionally
high concentrations of virus (at least 108,000,068 infectious virus
—~articles per ml) in their blood. Chronic carriers who have
ubstantially lower concentrations of virus in their blood have not
been implicated in transmission in the health-care setting (9-11,14).
The HBV model thus represents a ‘worst case' condition in regard to
transmission in health-care and other related settings. Therefore,
recommendations for the control of HBV infection should, if followed,



2ls0 effectively prevent gpread of ETLV-III/LAV. Whether additional
measures are indicated for those HCWs who.perform invasive procedures
will be addressed in the recommendations currently being developed.

Routine screening of 21l patients or HCWs for evidence of BBV
‘nfection has never been recommended. Control of BBV transmission in

ne health~-care setting has emphasized the implewentation of
recommendations £6r the appropriate handling of blood, other body
fluids, and items soiled with blood or other body fluids.
TRANSMISSION FROM PATIENTS TO HEALTE-CARE WORKERS

HCWs include, but are not limited to, nurses, physicians, dentists
and other dental workers, optometrists, podiatrists, chiropractors,
laboratory and blood bank technologists and technicians, phlebotomists,
dialysis personnel, paramedics, emergency medical technicians, medical
examiners, morticians, housekeepers, laundry workers, and others whose
work involves contact with patients, their blood or other body fluids,
or corpses.

Recommendations for HCWs emphasize 'precautions appropriate for
preventing transmission of bloodborne infectious diseases, including
HTLV-III/LAV and HBV infections. Thus, these precautions should be
enforced routinely, as should other standard infection-control
precautions, regardless of whether HCWs or patients are known to be
infected with BTLV-III/LAV or HBV. 1In addition to being informed of
these precautions, all BCWs, including students and housestaff, should
be educated- regarding the epldemiology, modes of transmission, and
prevention of BTLV-III/LAV infection.

Risk of BCWs acquiring HTLV=-III/LAV in the workplace. Using the
HBV model, the highest risk for transmission of HTLV-III/LAV in the
workplace would involve parenteral exposure to a needle or other sharp
instrument contaminated with blood of an infected patient. The risk to
ICWs of acquiring HTLV-III/LAV infection in the workplace has been
<valuated in several studies. In five separate studies, a total of
1,498 HCWs have been tested for antibody to BTLV-III/LAV. In these
studies, 666 (44.5%) of the HCWs had direct parenteral (needlestick or
cut) or mucous membrane exposure to patients with AIDS or HTLV-III/LAV
infection. Most of these exposures were to blood rather than to other
body fluids. 'None of the HCWs whose initial serologic tests were
negative developed subsequent evidence of HTLV-III/LAV infection
following tneir exposires. Twenty-tir HCWs in these five nstudies were
servpositive when first tested; all but three of thece persons belcnged
to groups recognized to be at increased risk for AIDS (15). Since one
was tested anonymously, epidemiologic information was available on only
tvo of these three seropositive HCWs. Although these two HCWs were
reported as probable occupationally related HTLV-III/LAV infection
(15,16) , neither had a preexposure nor an early postexposure serum
sample available to help determine the onset of infection. One case
reported from England describes a nurse who seroconverted following an
accidental parenteral exposure to a needle contaminated with blood from
an AIDS patient (17). '

In spite of the extremely low risk of transmission of HTLV-III/LAV
infection, even when needlestick injuries occur, more emphasis must be
given to precautions targeted to prevent needlestick injuries in HCWs
caring for any patient, since such injuries continue to occur even N
during the care of patients who are known to be infected with
BTLV-III/LAV.

Precautions to prevent acgquisition of HTLV-III/LAV infection by
dCWs in the workplace. These precautions represent prudent practices
that apply to preventing transmission of HTLV-III/LAV and other
bloodborne infections and should be used routinely (18).

1. Sharp items (needles, scalpel blades, and other sharp

instruments) should be considered as potentially infective and




be handled with extraordinary care to prevent accidencad
injuries. _

2. Disposable syringes and needles, scalpel blades, and other
sharp items should be placed into puncture-resistant
containers located as close as practical to the area in which
they were used. To prevent needlestick injuries, needles
should not be recapped, purposefully bent, broken, removed
from disposable syringes, or otherwise manipulated by hand.

3. When the possibility of exposure to blood or other body fluids
exists, routinely recommended precautions should be followed.
The anticipated exposure may require gloves alone, as in
handling items soiled with blood or equipment contaminated
with blood or other body fluids, or may also require gowns,
masks, and eye-coverings when performing procedures involving
more extensive contact with blood or potentially infective
body fluids, as in some dental or ‘endoscopic procedures or
postmortem examinations. Hands should be washed thoroughly
and immediately if they accidentally become contaminated with
blood.

4. To minimize the need for emergency mouth-to-mouth
resuscitation, mouth pieces, resuscitation bags, or other
ventilation devices should he strategically located and
available for use in areas where the need for resuscitation is
predictable. ‘

5. Pregnant HCWs are not known to be at greater risk of .
contracting HTLV-III/LAV infections than HCWs who are not
pregnant; however, if a HCW develops HTLV-III/LAV infection
during pregnancy, the infant is at increased risk of infection
resulting from perinatal transmission. Because of this risk,
pregnant HCWs should be especially familiar with precautions
for the preventing HTLV-III/LAV transmission (19).

Precautions for HCWs during home care of persons infected with
HTLV-III/LAV. Persons infected with BTLV-III/LAV can be safely cared
for in home environments. Studies of family members of patients
infected with HTLV-III/LAV have found no evidence of HTLV-III/LAV
transmission to adults who were not sexual contacts of the infected
vatients or to children who were not at risk for perinatal transmission
v3) . ICAc providinc howe care face the same rish of transnission of
infection as HCWs in hospitals and other health-care settings,
especially if there are needlesticks or other parenteral or mucous
membrane exposures to blood or other body fluids.

When providing health-care service in the home to persons infected
with HTLV-III/LAV, measures similar to those used in hospitals are
appropriate. As in the hospital, needles should not be recapped,
purposefully bent, broker, removed from disposable syringes, or
otherwise manipulated by hand. Needles and other sharp items should be
placed into puncture-resistant containers and disposed of in accordance
with local regulations for solid waste. Blood and other body £fluids
can be flushed down the toilet. Other items for disposal that are
contaminated with blood or other body fluids that cannot be f£lushed
down the toilet should be wrapped securely in a plastic bag that is
impervious and sturdy (not easily penetrated). It should be placed in.
a second bag before being discarded in a manner consistent with local
regulations for solid waste disposal. Spills of blood or other body
fluids should be cleaned with soap and water or a household detergent.
As in the hospital, individuals cleaning up such spills should wear
disposable gloves. A disinfectant solution or a freshly prepared
solution of sodium hypochlorite (household bleach, see below) should be
used to wipe the area after cleaning.

Precautions for providers of prehospital emergency health care.



Providers of prehospital emergency health care include the following:

' paramedics, emergency medical techniclans, law enforcement personnel,
firefighters, lifeguards, and others whose job might require them to

- provide first-response medical care. The risk of transmission of

* ‘=~fection, including ETLV-III/LAV infection, from infected persons to
-+coviders of prehospital emergency health care should be no higher than
that for HCWs providing emergency care in the hospital if appropriate
precautions are taken to prevent exposure to blood or other body
£luids.

. Providers of prehospital emergency health care should follow the
precautions outlined above for other HCWs. No transmission of HBV
infection during mouth-to-mouth resuscitation has been documented.

- However, because of the theoretical risk of salivary transmission of
HTLV-III/LAV during mouth-to-mouth resuscitation, special attention
should be given to the use of disposable airway equipment or
resuscitation bags and the wearing of gloves when in contact with blood
or other body fluids. Resuscitation equipment and devices known or
suspected to be contaminated with blood or other body £luids should be
used once and disposed of or be thoroughly cleaned and disinfected
after each use.

Management of parenteral and mucous membrane exposures of BCWs. If
a HCW 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
£luids, the- source patient should be assessed clinically and
epidemiologically to determine the likelihood of HTLV-III/LAV
infection. If the assessment suggests that infection may exist, the
patient should be informed of the incident and requested to consent to
serologic testing for evidence of HTLV-III/LAV infection. 1If the
source patient has AIDS or other evidence of HTLV-III/LAV infection,
“eclines testing, or has a positive test, the HCW should be evaluated
<linically and serologically for evidence of BTLV-III/LAV infection as
soon as possible after the exposure, and, if seronegative, retested
after 6 weeks and on.a periodic basis thereafter (e.g., 3, 6, and 12
months following exposure) to determine if transmission has occurred.
During this follow-up period, especially the first 6-~12 weeks, when
most infected persons are expected to seroconvert, exposed HCWs should
receive counseling about the risk of infection and follow U.S. Public
NMealth Serviie (PHS) recommendations for prevanting transmisrsion of
AIDS (28,21). If the source patient is seronegative and har no otber
evidence of HTLV~III/LAV infection, no further follow-up of the HCW is
necessary. If the source patient cannot be identified, decisions
regarding appropriate follow-up should be individualized based on the
type of exposure and the likelihood that the source patient was
infected, )

Serologic testing of patients. Routine serologic testing of all .
patients' for antibody to HTLV-II1/LAV is not recommended to prevent
transmission of HTLV-III/LAV infection in the workplace. Results of
such testing are unlikely to further reduce the risk of transmission,
which, even with documented needlesticks, is already extremely low.
Furthermore, the risk of needlestick and other parenteral exposures
could be reduced by emphasizing and more consistently implementing
routinely recommended infection-control precautions (e.g., not N
recapping needles). Moreover, results of routine serologic testing
would not be available for emergency cases and patients with short
‘engths of stay, and additional tests to determine whether a positive
cest was a true or false positive would be required in populations with
a low prevalence of infection. However, this recommendation is based
only on considerations of occupational risks and should not be
construed as a recommendation against other uses of the serologic test,
such as for diagnosis or to facilitate medical management of patients.



Bince the experience with infected patlients varies siostanctiaiiy Gmwuy

bospitals (75% of all AIDS cases have been reported by only 288 of the

more than 6,988 acute~care hospitals in the United States), some

hospitals in certaia geographic areas may deem it appropriate to

‘nitiate serologic testing of patients. :
JANSMISSION PROM HEALTB-CARE WORKERS TO PATIENTS

Risk of transmission of HTLV-III/LAV infection from ECWs to
patients. Although there is no evidence that HCWs infected with
FTLV~-III/LAV have transmitted infection to patients, a risk of
transmission of HTLV-III/LAV infection from HCWs to patients would
exist in situations where there is both (1) 2 high degree of trauma to
the patient that would provide a portal of entry for the virus (e.g.,
during invasive procedures) and (2) access of blood or serous fluid
from the infected HCW to the open tissue of a patient, as could occur
if the HCW sustains a needlestick or scalpel injury during an invasive
procedure. HCWs known to be infected with -BTLV-III1/LAV who do not
perform invasive procedures need not be restricted from work unless
they have evidence of other infection or illness for which any HBCW
should be restricted. Whether additional restrictions are indicated
for BCWs who perform invasive procedures is currently being considered.

Precautions to prevent transmission of BTLV-III/LAV infection from
HCWs to patients. These precautions apply to all BCWs, regardless of
whether they perform invasive procedures: (1) All HCWs should wear
gloves for direct contact with mucous membranes or nonintact skin of
all patients and (2) HCWs who have exudative lesions or weeping
dermatitis should refrain from all direct patient care and from
handling patient-care equipment until the condition resolves.

Management of parenteral and mucous membrane exposures of
patients. If a patient has a parenteral or mucous membrane exposure to
~lood or other body fluids of a HCW, the patient should be informed of

he incident and the same procedure outlined above for exposures of
HCWs to patients should be followed for both the source HCW and the
potentially exposed patient. Management of this type of exposure will
be addressed in more detail in the recommendations for HCWs who perform
invasive procedures.

Serologic testing of BCWs. Routine serologic testing of HCWs who
do not perform invasive procedures (including providers of home and
prehcspital ensrgency carve) is not recormended to prevent transzmission
of HTLV-III/LAV infectioan. The risk of transmission is extremely low
and can be further minimized when routinely recommended
infection-control precautions are followed. However, serologic testing
should be available to HCWs who may wish to know their ETLV-III/LAV
infection status. Whether indications exist for seroclogic testing of
HCWs who perform invasive procedures is currently being considered.

Risk of occupational acquisition of other infectious diseases by
HCWs infected with BTLV-III/LAV., HCWs who are known to be infected
with HTLV-III/LAV and who have defective immune systems are at
increased risk of acquiring or experiencing serious complications of
other infectious diseases. 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., -
tuberculosis). HCWs infected with HTLV-III/LAV should be counseled
about the potential risk associated with taking care of patients with
transmissible infections and should continue to follow existing
vrecommendations for infection control to minimize their risk of
2xposure to other infectious agents (18,19). The HBCWs' personal
physician(s), in conjunction with their institutions' personnel health
services or medical directors, should determine on an individual basis
whether the infected BCWs can adequately and safely perform
patient-care duties and suggest changes in work assignments, if




indicated. 1In making this determination; recommendations oI tne

Immunization Practices Advisory Committee and institutional policies

concerning requirements for vaccinating BCWs with live~virus vaccines

should also be considered. _
STERILIZATION, DISINFECTION, HOUSEKEEPING, AND WASTE DISPOSAL TO
AEVENT TRANSMISSION OF HTLV=-III/LAV

Sterilization and disinfection procedures currently recommended for
use (22,23) in health-care and dental facilities are adequate to
sterilize or disinfect instruments, devices, or other items
contaminated with the blocod or other body fluids from individuals
infected with HTLV-III/LAV. Instruments or other nondisposable items
that enter normally sterile tissue or the vascular system or through
which blood flows should be sterilized before reuse. 8Surgical
instruments used on all patients should be decontaminated after use
rather than just rinsed with water. Decontamination can be
accomplished by machine or by hand cleaning by trained personnel
wearing appropriate protective attire (24) and using appropriate
chemical germicides. Instruments or other nondisposable items that
touch intact mucous membranes should receive high-~level disinfection.

Several liquid chemical germicides commonly used in laboratories
and health-care facilities have been shown to kill HTLV-III/LAV at
concentrations much lower than are used in practice (25). When
decontaminating instruments or medical devices, chemical germicides
that are registered with and approved by the U.S. Environmental
Protection Agency (EPA) as 'sterilants' can be used either for
sterilization or for high-level disinfection depending on contact time;
germicides that are approved for use as 'hospital disinfectants' and
are mycobactericidal when used at appropriate dilutions can also be
used for high-level disinfection of devices and instruments.
~ermicides that are mycobactericidal are preferred because mycobacteria
-epresent one of the most resistant groups of microorganisms;
therefore, germicides that are effective against mycobacteria are also
effective against other bacterial and viral pathogens. When chemical
germicides are used, instruments or devices to be sterilized or
disinfected should be thoroughly cleaned before exposure to the
* germicide, and the manufacturer's instructions for use of the germicide
should be followed.

Laun<ry and dishvashing cycles commonly nsed in hospitals are
adequate to decontaminate linens, dishes, glagsware, ard utensils.
When cleaning environmental surfaces, housekeeping procedures commonly
used in hogpitals are adequate; surfaces exposed to blood and bedy
fluids should be cleaned with a detergent followed by decontamination
using an EPA-approved hospital disinfectant that is mycobactericidal.
Individuals cleaning up such spills should wear disposable gloves.
Information on specific label claims of commercial germicides can be
obtained by writing to the Disinfectants Branch, Office of Pesticides,
ggvééonmental Protection Agency, 461 M Street, S.W., Washington, D.C.,
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In addition to hospital disinfectants, a freshly prepared solution
of sodium hypochlorite (household bleach) is an inexpensive and very
effective germicide (25). Concentrations ranging from 5,%88 ppm (a
l1:19 dilution of household bleach) to 588 ppm (a 1:18@ dilution) sodium
hypochlorite are effective, depending on the amount of organic material
(e.g., blood, mucus, etc.) present on the surface to be cleaned and
iisinfected.

Sharp items should be considered as potentially infective and
should be handled and disposed of with extraordinary care to prevent
accidental injuries. Other potentially infective waste should be
contained and transported in clearly identified impervious plastic
bags. If the outside of the bag is contaminated with blood or other




body fluids, a second outer bag should be used. Recommended practices
for disposal of infective waste (23) are adequate for disposal of waste
contaminated by BTLV-III/LAV. Blood and other body fluids may be
carefully poured down a drain connected to & sanitary sewer.,
~ONSIDERATIONS RELEVANT TO OTHBER WORKERS _

Personal-service workers (PSWs). PSWs are defined as individuals
‘whose occupations involve close personal contact with clients (e.g.,
hairdressers, barbers, estheticians, cosmetologists, manicurists,
pedicurists, massage therapists). PSWs whose services (tattooing, ear
piercing, acupuncture, etc.) require needles or other instruments that
penetrate the skin should follow precautions indicated for HCWs.
Although there is no evidence of transmission of HTLV-III/LAV from
clients to PSWs, from PSWs to clients, or between clients of PSWs, a
risk of transmission would exist from PSWs to clients and vice versa in
situations where there is both (l) trauma to one of the individuals
that would provide a portal of entry for the virus and (2) access of
blood or serous fluid from one infected person to the open tissue of
the other, as could occur if either sustained a cut. A risk of
transmission from client to client exists when instruments contaminated
with blood are not sterilized or disinfected between clients. However,
HBV transmission has been documented only rarely in acupuncture, ear
piercing, and tattoo establishments and never in other personal-service
settings, indicating that any risk for HTLV-III/LAV transmission in
personal-service settings must be extremely low. ‘

All PSWs should be educated about transmission of bloodborne
infections, including HTLV-III/LAV and HBV. Such education should
emphasize principles of good hygiene, antisepsis, and disinfection.
This education can be accomplished by national or state professional
organizations, with assistance from state and local health departments,
*sing lectures at meetings or self-instructional materials. Licensure
.equirements should include evidence of such education. Instruments
that are intended to penetrate the skin (e.g., tattooing and .
acupuncture needles, ear piercing devices) should be used once and
disposed of or be thoroughly cleaned and sterilized after each ‘use
using procedures recommended for use in health-care institutions.
Instruments not intended to penetrate the skin but which may become
~contaminated with blood (e.g., razors), should be used for only one
client and be disposel of or thoroughly cleaned end disinfented after
use using procedures recommended for use in health—-care institutions.
Any PSW with exudative lesions or weeping dermatitis, regardless of
HTLV~-III/LAV infection status, should refrain from direct contact with
clients until the condition resolves. PSWs known to be infected with
BETLV-III/LAV need not be restricted from work unless they have evidence
of other infections or illnesses for which any PSW should also be
restricted.

Routine serologic testing of PSWs for antibody to BTLV-III/LAV is
not recommended to prevent transmission from PSWs to clients.

Food-service workers (FSWs). FSWs are defined as individuals whose
occupations involve the preparation or serving of food or beverages
(e.g., cooks, caterers, servers, waiters, bartenders, airline
attendants). All epidemiologic and laboratory evidence indicates that
bloodborne and sexually transmitted infections are not transmitted .
during the preparation or serving of food or beverages, and no
instances of HBV or HTLV-III/LAV transmission have been documented in
“his setting.

All FSWs should follow recommended standards and practices of good
personal hygiene and food sanitation (26). All FSWs should exercise
care to avoid injury to hands when preparing food. Should such an
injury occur, both aesthetic and sanitary considerations would dictate
that food contaminated with blood be discarded. FSWs known to be



infected with BTLV-III/LAV need not be restricted from work unless they
have evidence of other infection or illness for which any PSW should
also be restricted. ’

Routine serologic testing of FSWs for antibody to BTLV-III/LAV is
‘st recommended to prevent disease transmission from FSWs to consumers.

Other workers sharing the same work environment. No known risk of
tzaﬁEET§éTEH"EE'EB=WUTEE?§T‘Elients, or consumers exists from
ATLV-III/LAV-infected workers in other settings (e.g., offices,

gschools, factories, construction sites). This infection is spread by
sexual contact with infected persons, injection of contaminated blood

‘or blood products, and by perinatal transmission. Workers known to bhe

infected with BTLV-III/LAV should not be restricted from work solely
based on this finding. Moreover, they should not be restricted from
using telephones, office equipment, toilets, showers, eating
facilities, and water fountains. Equipment contaminated with blood or
other body fluids of any worker, regardless of HTLV-III/LAV infection
status, should be cleaned with soap and water or a detergent. A
disinfectant solution or a fresh solution of sodium hypochlorite
(household bleach, see above) should be used to wipe the area after
cleaning.
OTBER 1SSUES IN THE WORKPLACE

The information and recommendations contained in this document do
not address all the potential issues that may have to be considered
when making- specific employment decisions for persons with ETLV=-III/LAV
infection. The diagnosis of HTLV~IIX/LAV infection may evoke
unwarranted fear and suspicion in some co-workers. Other issues that
may be considered include the need for confidentiality, applicable
federal, state, or local laws governing occupational safety and health,
civil rights of employees, workers' compensation laws, provisions of
‘ollective bargaining agreements, confidentiality of medical records,
.nformed congent, employee and patient privacy rights, and employee
right=-to~know statutes. : .
DEVELOPMENT OF TBESE RECOMMENDATIONS

The information and recommendations contained in these
recommendations vere developed and compiled by CDC and other PHS
agencies in consnltation with individuals representing various
organizations. The following organizations were represented: '
ussociativa of State and Territor.ial Healil Cf£ficieals, Canierence of
State and Territorial Epidemiologists, Association of State and
Territorial Public Health Laboratory Directors, National Association of
County Health Officials, American Bospital Association, United States
Conference of Local Health Officers, Association for Practitioners in
Infection Control, Society of Hospital Epidemiologists of America,
American Dental Association, American Medical Association, American
Nurses' Association, American Association of Medical Colleges, American
Association of Dbental Schools, National Institutes of Fealth, Food and
Drug Administration, Food Research Institute, National Restaurant
Association, National Hairdressers and Cosmetologists Association,
National Gay Task Force, National Funeral Directors and Morticians
Association, American Association of Physicians for Buman Rights, and
National Association of Emergency Medical Technicians. The consultants
also included a labor union representative, an attorney, a corporate ™
medical director, and a pathologist. BHowever, these recommendations
may not reflect the views of individual consultants or the
crganizations they represented.
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