STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY

GEORGE DEUKMEJIAN, Governor

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET
P.O. BOX 942732
SACRAMENTO, CA 94234-7320

Dear CAIC Subcommittee Co~Chairs:

The HIV prevention and treatment plan will be presented to the CAIC on March 15

in ILos Angeles.

As co-chairs from each of the subcommittees you are invited to

attend to help in the review process of the plan. Please let me know as soon as

possible if you will be coming. As noted in Thelma Fraziear's enclosed letter,
it is requested that you do not reproduce, distribute, or share the enclosed
document with others until after the March 15, 1989 meeting.

If you need travel arrangements please contact Linda McCord at (916) 323-7410.

Enclosure

s

Iura Franzella
Executive Officer
California AIDS Leadership Committee
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STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEJIAN, Governor

DEPARTMENT OF HEALTH SERVICES

714/744 P STREET
P.O. BOX 942732
SACRAMENTO, CA 94234-7320

Office of AIDS i
(916) 323-7415 March 8, 1989

Dear California AIDS Ieadership Committee (CAIC) Members and Subcommittee
Co—-Chairs:

Enclosed is a preliminary draft copy of California's camprehensive HIV
prevention and treatment plan. It represents a consolidation by the Executive
Cammittee of the approximately 250 recommendations received from subcommittees
and others.

This draft will be discussed at the California AIDS Ieadership meeting on
March 15, 1989 in Los Angeles. As you review it please be alert for pertinent
issues and recommendations that may have been 1left out; unnecessary
recommendations; and those recommendations which you feel are not adequate to
address the problem. We probably will not have sufficient time at the meeting
to address specific wording or grammar changes. If you have comments of this
nature, please provide your recammended changes in writing prior to or at the
meeting. To mail comments, send them to:

Department of Health Services
Office of AIDS

P.O. Box 942732

Sacramento, CA 94234-7320

Attention: April Roeseler
It is requested that you do not reproduce, distribute, or share the enclosed
document with others until after the March 15, 1989 meeting.

Sincerely,

by Fguan

Thelma Frazi Chief
Office of AT

Enclosure
cc: Kenneth W. Kizer, M.D., M.P.H.
> Director
8/1253
April Roeseler/OA
Norm Hartman, Chief

Information and Public Affairs
8/1376
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EXECUTIVE SUMMARY

This report has been developed pursuant to FY 1988-89 budget control language which
required the California Department of Health Services (CDHS) to develop a
comprehensive HIV disease prevention and treatment plan. To assist the Department in
this endeavor, the California AIDS Leadership Committee (CALC), other state agencies,
community groups, and professional organizations were invited to take a critical look at
California’s HIV disease program and to make recommendations to the direction the
public and private sectors should embark upon during the course of the next three
years.

Over 100 recommendations are presented in the plan for areas of new or expanded
activity. While it is clearly desirable for these recommendations to bc 1mp1emented as
soon as possible, it will take time for the public and private sectors’ to -act upon all of
the recommendations made. To provide guidance to those in lcadershxp and policy making
positions, the following issue areas are offered in order of pnonty \
’\ "_,-
1. Implement coordinated state-local HIV disease plannmg throughout Callforma
,’ ,-- * %

RECOMMENDATION 1A: The Office of AIDS. (OA) should ‘continue fo se_rvc as the

center of expertise and the main resource, for local ~and state “authorities

implementing HIV disease prevention and trcatment programs

-~ ‘,

2, Develop a comprehensive statewide system ~of ambulatory, community-based health
care for persons with HIV infection, evpandmg exlstmg models and programs where
needed and focusing on elevating the role of pnmary ‘care physicians within
managed care systems. e T WA >
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RECOMMENDATION 54A:;- Adcquate counsclmg services for persons with HIV
disease, families, and 51gmf1cant others should be available in hospital and
outpatient settings. Servxces prov1dcd should ensure that the unique needs of
minority persons are met, ~7 .

P

RECOMMENDATION 54B: " California Department of Mental Health (CDMH) should
conduct ‘a statewide needs assessment and make recommendations regarding the need
for additional emotional support services, the threshold level at which it is feasible
to institute emotional support services, recommend standards for the provision of
emotional ‘support services and methods to improve coordination and linkages
between emotional support and other support services.

RECOMMENDATION 58B: The state should continue to take advantage of Medicaid
waivers; assess and support cost-effective methods of outpatient care such as case
management, and RAS; develop and support foster care for HIV infected children;
subsidize day care for infected children and adults; and promote innovative programs
such as the Health Insurance Premium Payment Program.

3. Assure the financing of health care for HIV infected persons through a
combination of public and private means that distributes the burden equitably

among payers and that encourages cost-effective and compassionate delivery of
services.




RECOMMENDATION 58A: The Directors of the California Department of Insurance

and CDHS should convene a working group with the insurance industry to develop
and implement a solution that will provide adequate health insurance coverage for
persons with HIV infection. Until this issue is resolved, HIV testing for the
purpose of determine eligibility for health insurance should be prohibited.

RECOMMENDATION 60: California should adopt its own "mini-COBRA" to require
employers with fewer than 20 employees to provide continuation coverage on the
same terms as COBRA.

Continue to emphasize prevention of HIV infection through education, taking
particular advantage of the worksite. Specific activities in this regard should
include continuing a general public education program about HIV disease and
expanding programs directed at current and projected high-risk persons, including
teenagers, intravenous drug users, closed and "fast lane" gay»”;nd bisexual men,
minorities, homeless youth, high risk heterosexuals, personsfhaVIng other sexually
transmitted diseases, correctional facility inmates, and publffsafet?‘\and emergency
response personnel. Every incarcerated person shou]d receiye SHIV  disease
prevention education and have the opportunity to,bef;tested fors HIV_ infection.
Similarly, all schools should have an age- appropnate HIV disease preventlon program
beginning no later than the fifth grade. ey A N\

L 1 £
X LY 4 e A

& ~
RECOMMENDATION 3: CDHS should adopt, a\;“%pr;‘cthc;"thc CALC statement on,
"Explicitness of AIDS Prevention Matcrial‘;!' July 1987.‘4 L
e N\
RECOMMENDATION 4: CDHS shou]d glvc fundmg priority to education and
prevention projects that target homosexual/blsexual Xmen especially closeted
populations; IVDUs espccxallyﬁthose not m treé?tment sexual partners of IV drug
users and bisexual men; persons workmg “in scx mdusmes incarcerated populations;
adolescents especially homcless adolcsccnts the adult homeless population; at risk

women of chlldbearmg age mmorlty populatmns and hemophiliacs, and transfusion
recipients. ™ N v
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RECOMMENDATION 5A The State of Cahforma should mandate all public schools
to provide-age appropriate HIV disease education beginning no later than the fifth
grade unlcss the parent or- guardlan requests that the pupil not attend this

mstructxq_n It should encouragc private and parochial schools to adopt a similar
policy. . j

RECOMMENDA:I'ION;&; Age appropriate HIV prevention education should be
provided to detained youth in detention centers, juvenile halls, youth shelters,

residential care settings, and group homes in languages which youth use in daily
parlance.

RECOMMENDATION 9: The state should continue to support education, for persons
at no or minimal risk of HIV infection, through the California AIDS Education
Campaign, secular and religious institutions, educational institutions, and worksites
to reduce misconceptions and fears about HIV transmission.

- ii -



RECOMMENDATION 48A: HIV disease prevention education should be mandatory for

all levels of public safety workers including law enforcement, fire service,
ambulance, custodial staff (jail, prison, juvenile hall, and probation) and other
appropriate public safety workers.

Anti-discrimination legislation should be enacted so as to remove fears, real or
perceived, that prevent persons from seeking HIV testing and education or
treatment.

RECOMMENDATION 15: Legislation designed to prevent discrimination on the basis
of HIV infection or AIDS in both the public and private sectors should be enacted.

Insofar as the long term prognosis of HIV disease in California depends on the
course of intravenous drug use-related transmission of the virus, comprehensnve and
aggressive steps should be taken to stop transmission of HIV re}gted 16 drug use.

;’ &
RECOMMENDATION 27B: Voluntary partner notification- of;scx and needle sharing
partners should be implemented and evaluated among IVDUs. A

%,

Ve /,,3 A Y \
RECOMMENDATION 28A: Methadone treatment should be avaxlable -to anyone who
needs its. Increase availability of treatment by:” 1) lowermg the thrcshold of entry
into programs to increase the absolute number of drug abusers receiving“methadone
treatment and 2) consider nontraditional mod:flcatlons of ‘treatment to expand the
treatment system’s capacity, e.g., bncf\mamtenance “r extended detoxification,
prescription methadone for selected patxcnts .and outrcach to encourage drug users
to get into treatment. VoSN T \,i

%
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RECOMMENDATION 29B: AIDS cducators should emphasxze sexual transmission and
prevention of HIV as well as the dlsmhxbmng effects of substance use and its
relationship to unsafc sex whcn workmg w1th substancc using target populations.

RECOMMENDATION 30 Alcohol trcatment programs should be targeted and

encouraged to 1mplemcnt HIV dxscase prcvcntxon activities into their treatment
protocols. ~

Continue and eVpahd where needed, HIV testing programs, both anonymous and
confidential, coupled w1th appropriate education and having state oversight for
quality assurance purposes.

RECOMMENDATION 13: All patients who present to sexually transmitted disease
(STD) clinics, drug treatment facilities, hemophilia treatment centers, prenatal and
family planning clinics, primary care clinics, emergency rooms, mental health
facilities, physician offices, and jail or prison facilities should routinely be
provided information about HIV transmission and prevention, assessed for risk of
HIV infection, and offered counseling and testing if they are at risk.

RECOMMENDATION 16A: Establish testing standards including consistent
interpretive and reporting guidelines for use with confirmatory tests.

- 1ii -




RECOMMENDATION 20: Blood bank and plasma center procedures related to HIV

disease should be updated by: 1) eliminating the 60 day waiting period before
notifying blood donors of HIV antibody positive test results; 2) referring specimens
with indeterminate test results to public health departments or their private
physician for further laboratory evaluation; and 3) notification and referral of
screened positives by plasma centers for confirmation and counseling after a single
donation.

RECOMMENDATION 21: Availability of HIV testing should be made more readily
available to minority populations in conjunction with culturally appropriate
counselling, education, and culturally appropriate language.

RECOMMENDATION 50: Incarcerated individuals should be encouraged to partake of
voluntary informed HIV antibody testing which include pre- sand post-test
counseling. o S

Develop a comprehensive network of community-based and” culturally sensitive HIV
disease prevention programs among ethnic minority commumtres

RECOMMENDATION 42: The public and private. sectors should a551st racial/ethnic
minorities to take the lead in planning the - development 1mp1ementat10n and
evaluation of preventive education, HIV testmg, delivery. of care, and research
activities which are necessary to the formation-of “a comprehensive network of
community based and culturally sensmve HIV drsease programs in racial/ethnic
minority communities. Do, ., \

T

E

RECOMMENDATION 44: Cross- cultural trammg should be mtegrated into programs
for health care workers, HIV test counselors and others providing AIDS related
services. , A

RECOMMENDATION 47 Civil Surgeons and others performing HIV antibody testing
as part of the INS amnesty application should follow California standards for

confirming screened positives and handling of indeterminate test results and inform
applicants of their appeal rights.

Implement a comprehensive program to prevent further neonatal HIV infection and
to address the needs of HIV infected infants and children.

RECOMMENDATION 32C: Reproductive counseling should be provided to all HIV
infected pregnant women as part of their prenatal care.

RECOMMENDATION 33A: HIV antibody positive women should not breast feed their
infants and women in high risk groups who wish to breast feed their infants
should be educated about the possible risk of HIV transmission through breast
feeding and tested in the postnatal period.

RECOMMENDATION 39A: California Department of Social Services (CDSS) should
ensure that a coordinated effort is pursued between county, state, federal, and

private agencies to educate and train foster and adoptive families willing to take
care of HIV infected children.

- v -
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RECOMMENDATION 39B: CDSS should provide foster and adoptive parents of
children with HIV infection special incentives such as access to day care and
respite care. Additionally, the foster care stipend should be increased for parents
caring for HIV infected children.

RECOMMENDATION 39C: The development of living arrangements other than foster
or adoptive care for children with HIV disease should be pursued.

10. Continue and expand the state’s capacity for endeavors in HIV related research,
‘including epidemiologic investigation, vaccine development, basic and applied
clinical work, and health care services delivery and financing.

RECOMMENDATION 12: A sample of OA Education and Prevention programs should
be rigorously evaluated over the next two years and results should be disseminated
to all OA contractors and the California AIDS Clearinghouse.

e -

RECOMMENDATION 24: The state should assess the current epidemiologic
knowledge of HIV among IVDUs in California and identify areas where data are
incomplete. Once an assessment has been completed, -the state ~should allocate
adequate resources to determine incidence and prevalence of HIV infection among
drug abusing populations in representative areas-of the state.. Qualified researchers
from indigenous racial/ethnic minority communitips "should be involved in the design

and implementation of these studies.

RECOMMENDATION 31A: Examine cXistﬁ_iiﬁg-Paraphérx}a‘lviav Exchange (PE) programs
in the United States and Europe closely for effectiveness, acceptance, etc.

RECOMMENDATION 31B: The OA shoﬁld establish }:;ilot PE programs in California,
funded as research projects, _which will “be ranswerable to an oversight committee
composed of knowledgeable experts.

RECOMMENDATION 49B: A longitudinal follow-up study in selected sites to
determine the risk of HIV transmission in various confinement settings should be
conducted. N '

RECOMMENDATION 56B: California Department of Mental Health should conduct
non-linked HIV testing in state hospitals to determine the extent of HIV disease.

RECOMMENDATION 62A: Study older adult services modes such as day care for

their applicability to persons with HIV disease and make recommendations for
implementation of services using this model as warranted.

RECOMMENDATION 62A: Study older adult services modes such as day care for

their applicability to persons with HIV disease and make recommendations for
implementation of services using this model as warranted.

RECOMMENDATION 62B: Examine the need to license hospice programs, hospice

facilities, and residential facilities in order to promote optimal care and flexible
reimbursement policies.

-V =
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RECOMMENDATION 64: The Office of Statewide Health Planning and Development
and CDHS should study whether the HIV epidemic will require more acute and non-
acute care hospital beds during the next ten years.

To ensure that the recommendations in this document are acted upon and the dynamic
nature of this epidemic taken into consideration, the CHDS with they assistance of the
CALC will review the progress made upon implementation of the recommendation and the
need to modify them on an annual basis.

- vi -
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INTRODUCTION

HIV DISEASE EPIDEMIOLOGY IN CALIFORNIA

In March 1983, California became one of the first states in the nation to make AIDS a
reportable condition. Since then, California has consistently accounted for about one-
fifth of all cases of AIDS reported in the United States. As of December 31, 1988, a
cumulative total of 17,164 AIDS cases and 10,068 (59%) AIDS deaths have been reported
to the California Department of Health Services (CDHS). It is expected that AIDS will
become the seventh leading cause of death in California by 1990. :

Seventy percent of AIDS cases in California have becn reported from Los Angeles (39%)
and San Francisco (31%) counties, with San Diego (7%), Alameda (500) and Orange (4%)
counties also reporting a high incidence of cases. As in many otherg{;atcs AIDS cases
are now being reported from previously unaffected areas. As, of Decémber 31, 1988, 53
of California’s 58 counties have reported one or more¢ AIDS\faS'Es mcrg:iismg from 40

3

counties reporting cases at the end of 1986. P NN
f’ f NN
The distribution of reported AIDS cases in Caleorma has remamcd essentlally .stable for
the past 6 years, with approximately 90% of cases’, occurrmg ‘m “homosexual. .6r bisexual
men, 4% of cases in intravenous drug users, 2% in rcmplcnts of” ‘blood or blood products,
1% among hemophiliacs, and 1% in heterosexual contacts of :\mdxvxduals at increased risk.
No risk factor has been identified in abouf 2%x~of cases,~however many of these persons
died before definitive risk information could bc obtamcd \\.\ ‘x\
1 o S N2
While 4% of AIDS cases in Cahforma havc becn attrlbut::\d to intravenous drug use
(IVDU), this risk group accounts “for® 19% of . cases’ natlonw1de Although the number of
AIDS cases among mtravenous drug- users (IVDUs) in California is low in comparison to
the nation, since 1987, AIDS among IVDUs has becn increasing at a higher rate than for

any other risk group. , N S
k E # A,,-"' ;"". 7;3 ‘v‘,:"

Heterosexual transmission is anothcr area ‘in- Wthh California differs from the nation.
Approximately <1% .of . AIDS cases’ in California arec due to heterosexual transmission,
whereas thlS modc accounts for about 4% of cases nationally.

Ninety-seven - percent of AIDS cases in California have been among men, with the
majority (90%) being among homosexual or bisexual men. The mode of transmission of
human immunodeficiency virus (HIV) among women is fairly equally divided; about one-
third acquired HIV infection through IVDU, one-third through heterosexual contact, and
about one-third through transfusion with blood or blood products. Nationally, 91% of
AIDS cases have been among men.

Among pediatric AIDS cases transfusion with blood or blood products accounts for 42%
AIDS cases in California, while 47% of cases are attributed to perinatal transmission. In
comparison, nationally, over threc quarters of pediatric AIDS cases are due to perinatal
transmission. It is expected that California’s statistics will become more like national
statistics in this area over the next several years as AIDS cases increase among women
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of child bearing age and since screening of blood and other related measures were
implemented in 1985 and has essentially decreased this mode of transmission.

In California, AIDS is a disease which has predominately affected young and middle-aged
adults. Persons aged 20 to 49 account for 87% of AIDS cases, with 45% of cases being
reported among those age 30 to 39. In contrast, only 1 percent of AIDS cases have been
reported in children under 13 years of age. Nationally, 2 percent of cases have been in
children under age 13, and 88% among those 20 to 49 years of age.

Whites account for approximately 59% of California’s population, yet 76% of all AIDS
cases in California, to date, have beecn among this group. However, there is evidence
that HIV disease is a rapidly growing problem among California’s ethnic/racial minorities.
In the past year, the incidence of AIDS rose 77% among blacks, 53% among Hispanics,
and 18% among Asian/Pacific Islanders. ///

.Y

HIV Seroprevalence in California /\\

AIDS case data is obviously a historical reflection of viral- ransmissionandsinfection two
to five vyears earlier, thus the CDHS conducts sex;op‘reﬁyé'lcncc studiés. and monitors

seroprevalence data collected by others in order tof’tr’,ac!k the,~changing\cpu}‘§e of this
disease. < S N
\\ \//

In mid-1987, blood specimens and behavioral,risk informatioh were collected from 4,683
volunteers attending primary care clinics;’fdru‘g- treatment B‘rqgrams, and jails to assess
HIV seroprevalence in populations other tﬁz}n’“’;;ho;\Z\nglcs and San Francisco. Of the 2.3%
(108) persons found to be seropositive, all jl:zu‘i‘ 12‘!=wer‘“é'~lg_om‘(\)scxv‘ﬁal or bisexual males, or
IVDUs. Eleven of the remaining 12 _seropositives gc;t“)ogtcd*'sngwith a high risk person or

had a history of multiple sexual par‘tners.\x O,n'f)i,iéinké‘%sc’fopositive person denied any

known risk for HIV infection? -7 ™ 1} Vo
{> ,) ig——“""ﬂ \ ‘*L
This study found HIV seropositivity -among_gay and bisexual males to be 20.4%. Male

= S

IVDUs had a seroprevalence off2./5i%”5*nd§ fén}a'ﬁ: IVDUs had a seroprevalence of 1.6%.
Among non-1V Qrug’”ﬁ‘singAhetc‘roscicual males/ the seropositivity rate was 0.6% and among
non-1V drug using, females the rate was 0.3%.

Py pr L 3 N '

) | X,
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fiI}i}’\’A;ntibody S"e:rof)ﬂl'evaienéfe in California Blood and Plasma Donors

Except for specifically exempted donations such as autologous donations, California blood
banks and plasma cbr}tcr§ are required to test all blood and blood products for HIV
antibodies and to “discard “those units which are repeatedly reactive on enzyme-linked
immunosorbent assay (EIA) testing. Additional confirmatory testing with immunoblot or
immunofluorescence assay (IFA) is not required by law but is recommended by CDHS.

During the third quarter of 1988, 507,259 units of blood or blood products were tested
for the HIV antibody. Of these, 0.09% were reactive in initial and repeat testing. This
rate reflects a decline from 1 year ago when the repeat HIV seropositivity rate was
0.15%. Of those facilities performing confirmatory testing on repeat EIA reactive tests,
the positivity rate was 0.013%. This reflects a decline from 0.021% in 1987.
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Comparison of HIV seropositivity by region indicates that the highest risk for confirmed
positive blood or blood products has shifted from San Francisco County to Los Angeles,
Orange, and San Diego counties. Data from the third quarter continue to indicate that
blood and blood products donated by men arc more likely to be confirmed HIV antibody
positive than blood donated by women.

Alternative Test Site Seroprevalence Data

Anonymous HIV antibody testing through Alternative Test Sites (ATS) began in May 1985.
Although the anonymity of those tested for antibody status is protected by law, non-
identifying data are collected on a voluntary basis. Individuals attending ATS are a self-
selected group and represent those who consider themselves to be atd’_risfk.i and choose to
be tested on an anonymous basis. / f,f

4

AT d
Of the 286,351 individuals tested between June 1985 through Dtgc’é;;nbgr ‘1»288, 24,151 tested
HIV antibody positive for an overall seropositivity “rate 9(\{8;4”80/02‘3 The approximate
seropositivity rates for risk groups wcrc as follows: homosfcg;‘ixgl men JQJO/o:"-—a.\piscxual men
13%, male IVDUs 5%, female IVDUs 2.5%, homosexual )L\/D[,U'29%, hcterosgsexxual‘ male with
multiple partners 1.4%, female heterosexual with rpuit,'gpfe partners 0.42%3. hemophiliacs
22%, recipients of blood or blood products 1.5%, male sex palj,tﬁlegsi“of the above high risk
groups 2.6%, and female sexual partners of the above ﬁ'i_gh\rjslz groups 1%.

o, »

e . R . .
While this data cannot be gencralized to._;"zhac ‘entirce population it provides a means to

track changing demographics and to determine-~areas. of th?:,\st:i't; which are most heavily
being impacted by HIV disease. L e T W

5 Yo, . W

-, % i‘;v ,.f’; P b"'«:_,
AIDFS:“Case Pgojectiqns‘jor__},Califorﬁia
ST 1988419927

Predicting the future course of thg,,HIVwérBidcnfi\c,iis critical to planning health care needs

in California. Presented here a"re""égtir‘n'zi"'tcs of-annual AIDS case incidence and prevalence

for Los Angeles, Saﬁ“Fraqciséo_, the areas surrounded by Los Angeles, San Francisco, and
the entire state through 1992.% Projection curves were developed for the least severe
scenario and the most severe scenario. Best estimates reflect those values lying midway
between the least severe and worst scenarios.

Figure 1 depicts “the best estimate of the projected annual incidence of AIDS in
California through 1992 by region. It is estimated that both Los Angeles and San
Francisco counties will reach their highest levels of annual incidence during calendar
year 1990. Annual ‘incidence in the Bay Area, outside of San Francisco, continues to
increase throughout the projection period, reaching a probable maximum by the end of
1992. The projections of annual incidence for the remaining 2 regions show very little
evidence of deceleration through 1992.

TABLE 1
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Tables I and II present projected incidence and cumulative AIDS cases through 1992 for
the 5 regions and the state as a whole. AIDS incidence is projected to increase in
California each year through 1992. Projected cumulative cases for California are
displayed in Figure 2. It is estimated that there will be a total of nearly 57,000 cases
diagnosed in California by that time.

TABLES I & 11

The projections of incidence described above provide the number of new cases expected
to be diagnosed during a given time interval. The number of cases alive during a given
time interval (prevalence) is another aspect of the epidemic that needs to be estimated
since these are the cases still requiring health care, education, and counseling.

. . . . , s .
Survival curves were estimated for 12 groups with cases assigne dccording to their
diagnostic category and region of residence at time of diagnosis\\(S?iQ Francisco, Los
Angeles, or the rest of the state). The 4 diagnosed 'dise:};sc‘f\ga egorieshwere: Kaposis
sarcoma (KS) Group, Just Pneumocystis carinii pncumqn‘ia;(PCP), P€f+19pportunistic
infections (OI), and Just OI. Estimates of the cumulgtﬁcﬂ year survival rates for the
12 groups are presented in Table IIL The KS group.fhad!the most favorable rate within

each region and those diagnosed with Just Ol had thé—“lca’ég fa\,/’oﬁp\'le survival.®”

NV
hY i
s \E (
TABLETH, AN
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13‘ \!‘ \“"\, = \ i‘}
P 1 T, e, N

3 A TNy s % « .
The variation in survival curves byﬁdiagnos‘tjc "gatcgory is“illustrated in Figure 3 for Los
. . £ T e ge? el . . .
Angeles. These curves show the cumulative ’probatg{;hty"‘of"surv1vmg past a given month

as a function of month since"Qia’QﬁOsﬁis.\t Los ~"/?ésng;:les cases diagnosed with an OI did not

survive as long, with the”OI“& PCP group having the least favorable survival from 2
years on. Figure 4 displarys‘d_tiffcrreniqs in_suryival among the three regions for the KS
group. KS group cases reported ,in~ San Francisco had the most favorable survival

Ay,
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through 4 years. . N 4 N

“FIGURES 3 and 4
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Annual prevalence and mortality projections by region are presented in Table IV.
Statewide, it is projected that 14,267 AIDS cases will be alive at some time during 1989.
It is also projected that there will be 4,482 AIDS deaths during 1989. Annual prevalence
is projected to increase in each of the 5 regions of the state, with the largest increases
occurring outside of San Francisco and Los Angeles (Figure 5). By 1992 annual
prevalence in the rural, San Francisco Bay Area (excluding San Francisco), and southern
urban regions combined is projected to exceed that of San Francisco and Los Angeles.
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TABLE 1V

An analyses of the data reported here suggest that the future burden of AIDS in

California may shift away from the initial epicenters of Los Angeles and San Francisco

toward other portions of the state. The estimates developed are broadly consistent with

other short-term projections, both statewide and for San Francisco and Los Angeles

counties. Whether and to what degree incidence in these two counties actually begins to

decline over the next few years rcmains to be secen. As for the remaining areas of the |
state where accelerating incidence is predicted, it should be recognized that the epidemic |
is "younger" in these areas, providing a weaker basis for projections.

The estimates presented in this report are influenced by a number of assumptions that
are more fully discussed in the January/February 1989 issue of The-California AIDS

Update.? / /-*"“
&
Knowledge, Attitudes, and Beliefs Related to HQIIY"_D}sg\a}ea
- /&‘KVEJ \ s,

Another area of assessment which is critical to planning-ind evaluation ‘bf California’s
HIV Disease prevention strategy is assessment of kr}p\i'}lgd"gc, attitudesy, and behaviors
(KAB) among Californians. CDHS conducted a houschold”telephone surveyﬁ‘ig‘o Zisscss KAB
related to AIDS among approximately 2,000 adult Ca‘]i{of'nﬁi&ansde}ihg the fall ‘of 1987.
RN \\;'; &

Survey results were analyzed according to three group\s‘«\of rj‘sfk behaviors: multiple/high-
risk partner heterosexuals, recrcational-{dgu\g‘a.,&gsers, ‘and “multiple/high-risk partner
heterosexuals who are also recreational dr'pg?usgrsl‘*:\ln-debt?h analysis of data regarding
homosexual or bisexual behavior was not i possible_ because “the” number of respondents
admitting to this type of bechavior_was tooy small. ~“Whilc¢-surveyors were better able to
capture data regarding drug u,scfﬂdatﬁ"’xrcgard‘i,‘ng“;JVDUs“’cou;ld not be analyzed separately
because the small sample sizé yva?‘inaacquaté: The inability to capture data regarding
homosexual/bisexual behavior“and 1VDU_is indicative of the highly sensitive nature of

survey questions. :
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Multiple/high-risk-partner hétcrosexuals w"cr}e’?dcl’incd as men or women reporting 2 or

more sexual partners-of the opposite gender in the 12 months prior to the interview or
one or more partners falling into high-risk groups since 1977. High risk groups were
men who have had sex with other men, IVDUs, or somcone with AIDS or who is antibody
positive. Recreational drug users were defined as persons engaging in the non-medical
use of prescription drugs,” or non-indicated usc of over-the-counter drugs, or use of
drugs which are illegal.

Overall, the survey found that younger adults, males, students, and employed individuals
were more likely to fall into one or morc¢ of the three risk groups analyzed. This survey
did not find that racial/ethnic minorities were more likely to fall into any of the three
risk groups analyzed.

Regarding levels of AIDS knowledge, this survey found that Californians are fairly
knowledgeable about those methods which transmit HIV and risk reduction measures;
however, misinformation about non-routes of transmission such as blood donation, food
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handling, and sharing of toothbrushes and razors exists. Respondents indicated that they
were most likely to obtain information about AIDS from television, newspapers, and
magazines respectively.

In response to inquiries about behaviors, this survey indicated that 16% of men and 7% of
women qualified as multiple high risk partner heterosexuals. Of all women responders,
1.2% reported having a gay or bisexual partner since 1977 and 2% reported IV drug using
male partner since 1977. Among women who qualified as high risk, 19% had an IV drug
using partner since 1977. Of all male responders, 2.5% identified themselves as gay or
bisexual or reported having had sex with another man. Eleven percent of survey
responders reported use of recreational drugs and 1.7% stated they had used IV drugs at
some point in their lives. Five percent of recreational drug users were also multiple
high risk heterosexuals. AN,
ey
Data from this survey indicate that the majority of Califo;n’iansf did not believe
themselves to be at high risk of getting AIDS and few had,,a'ltcr.id ‘t]‘ueir lifestyles or
behavior in response to the HIV epidemic. Of those who had, alfered_their lifestyle, the
least restrictive measures and thus the lcast helpflul mcasu’x"e}*\'\:verc rr?’oglfia.implemented;

-

37% stated they had reduced the number of scxual},pa;m‘é’rs; 26% wé’rg using greater
caution in partner selection; and 19% reported using” condoms or other \Jsafer sex

techniques. At risk respondents were morc likely™to ‘have ;u§églf*condoms with primary
partners at least some of the time. Of coupled rc“spon"d_crft;,f’%o/o reported being in a
monogamous relationship. i

Py N
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A more thorough analysis of the data ‘?gnqxg‘ce‘omgcndatjoﬁs for future research is

presented in Planning for the AIDS Epidemic*in _Californiai A Population Based

Assessment of Knowledge, Attitudes, qnd Bch’aviors.if L
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SECTION I

FEDERAL/STATE/LOCAL LEVELS
ROLES, RESPONSIBILITIES, AND COORDINATION

Introduction

At the federal level, AIDS information and research is coordinated by the United States
Public Health Service. Specific activitics are conducted by the Centers for Disease
Control (CDC), the National Institutes for Health (NIH), and the Food and Drug
Administration (FDA).

CDC has primary responsibility for the public health aspects of HIV rdi'sqase. They are
involved in tracking the spread of AIDS and HIV discase as well asfp'fog.iding laboratory
research, and developing guidelines and strategics to prevent Qu'r'thef spread of HIV.
CDC provides funding both to the CDHS and directly to San ,Er‘agc{scbiimd Los Angeles
counties. . ,,_'i,&;;’ NN

N R Y

Basic research regarding the naturc of HIV and its effeCt.on the body istcgr(icd out by
the NIH. Additionally, this agency has becn involvgd"ir;:Jaccinp.glcvelopméqt.*}Ihe FDA
regulates the safety of blood and blood products, approves” tests used to-~detect the
presence of infection with HIV, and medications used to combat.infection with HIV.

. N 2
In California, HIV disease control activitics"’z’u?cogrdinatéd‘ b?-QDHS. The Office of AIDS
(OA) is the primary unit involved in ‘Edi’fcc}giﬁg»%_prcvé‘ngio'h,; HIV antibody testing,

surveillance, research, and case management ‘progrars. ‘\ N 7

The primary responsibility of i(ZDjHS,n”'in‘ consultation with-.the California AIDS Leadership
Committee (CALC) and others,~is"to help establish general state policy, overall state
goals, and program guidelines for the prevention and treatment of HIV disease. Further,
the role of CDHS is to “guide, consult with, "and support local health jurisdictions to
ensure that the most advanced ?'imd'”éffgct'ivle“‘HIV disease prevention and treatment

programs are functiohingthrdugho@t California.

OA has responsibility for implcmeming, operating, and monitoring various statewide
programs and activities. Such activities include the California AIDS Reporting System
(ARS), the Alternative Test Site (ATS) program, Confidential Testing program, HIV
counselor training ‘program, Azidothymidine (AZT) program, blood bank surveillance,
conducting HIV disease related studies, education and training programs, case management
projects, Residential AIDS Shelters (RAS), Mcdi-Cal AIDS Waiver, AIDS Prevention
Follow-up Centers (APFC), and allocation of state and federal funding. Funding is
allocated through a variety of means including a competitive contracting system, block
grants to local health jurisdictions for epidemiologic surveillance and planning purposes,
and categorical subvention funding to the local level This latter mechanism encourages
collaboration between agencies at the local level by disbursing funding to the local public
health department which in turns disburses funding to community agencies to perform
specific activities related to prevention education, HIV testing, and epidemiologic
surveillance.
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The role and responsibilities of local public health agencies include collecting and
interpreting local AIDS and HIV disease prevalence data; working with the community to
plan and implement programs to prevent the spread of HIV as well as care for those who
are infected; provide for the availability of treatment services for those who cannot pay
or lack access to the health care system; and evaluate the effectiveness of their efforts.

Recommendations

1. PROBLEM STATEMENT: Coordination between private foundations and federal,
state, and local governments is inadequate.

ANALYSIS:Funding and implementation of HIV disease related activities is occurring
through a number of public and private agencies. Many o;ffhe_se’ areas overlap.
For example, both the federal and statc government di;c‘étlyffund prevention
education, health care worker training, and testing programs at thg local level. In
many communities, local governments have directed cogx{ty,dr city resources toward
HIV related activities while private foundations areja‘lsg‘:*i'airectin'g\*fd‘nding towards
assessment, education, and carc related activitics;f"'@etwcen state ‘?agcr?ci‘cs there is
some overlap too, especially in the arcas of 1léDL‘;..ffelatejgv,gactivitics""and}education

directed at incarcerated populations. A Ve > N

A

\ 3,\;;! f’f
RECOMMENDATION 1A: The OA should continue/to serve as the center of
expertise and the main resource forf’loﬂca”lwand stat’c%\aﬁ"thoritics implementing HIV
. . g T‘:mv‘ \ i
disease prevention and treatment progr_?mg. - N\ \>

N

§ L S .

RECOMMENDATION 1B: The OA sh\é‘ulgcl‘ bc;ﬁvg;gré&’oﬂ all federal, state, local, and

private sector funding sources and, distribute-that’information to those who need it.
!/’ ;;fw““\.t ‘, \;‘i {-’!

2. PROBLEM STATEMENT: Ma!hyi}ggcal health jurisdictions have not planned for
community needs related to: epidemiologic surveillance, preventive education,
provision of medical*treatment” and ‘support services, research, coordination of
programs, evaluation, and continuous planning.

A .

ANALYSIS: Local health juvrisdirctions face many challenges in addressing the needs
of their community as they relate to HIV disease. Although there are no current
statutory. requirements for state review and approval of local HIV disease response
plans, it is believed that the best allocation of and the most effective use of state
AIDS funds.can be made by ensuring that each local jurisdiction has a locally
appropriate HIV disease prevention and treatment plan. These plans should address
regional problems- when necessary. To encourage local planning efforts, CDHS
allows local health jurisdictions to direct block grant funding toward community
health planning and support of AIDS advisory boards. Additionally, a framework for
local planning was distributed by CDHS in June 1988. ¥ This document provides
/ guidelines for the development of HIV diseasc prevention and treatment plans.

RECOMMENDATION 2: CDHS should make disbursement of county block grant
funds dependent upon submission of HIV disease prevention and treatment plans to
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the OA. When it is appropriate to do so, these plans should reflect regional issues.
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SECTION 11
EDUCATION AND PREVENTION
Introduction

California’s strategy to prevent the spread of HIV disease includes prevention and
education programs targeted at knowledge, attitudes, and behavior change; skill
development; HIV antibody testing and counscling programs; partner notification; and
APFC. CDHS funds approximatcly 138 contractors statewide to implement community
prevention education programs. These programs arc supported by English and Spanish
speaking hotlines, an educational matcrials clearinghouse, a media campaign, and a

multicultural resource center. A
VA

HIV antibody testing and counscling scrvices are available t}/xr’éugﬁ’. anonymous and
confidential testing sites. Currently 34 local health jurisdigt‘iops operate ATS while

confidential testing is available through public health dgcp%rgtme;fts{ efqmily planning
clinics, and rural and community health clinics. Pl NN

e NN

The CDHS advocates voluntary partncr notificatio'p‘“’agxgcx ale nccdle/z‘y,;i;fge sharing
partners of persons infected with HIV. In 1988, gui‘d‘eliﬁqs were published and-distributed

to public health authorities at the local level to assist them”with their efforts related to
partner notification.® - LV

CONL D

The APFC program is a rclatively new compgnent, in California’s prevention stratcgy.

%\

The goals of the program are to prevent HIV "t‘rrﬁns_r_ni‘é“siqn by:.,i_p\dividuals who know they
are seropositive, to detect earlyfsj;ggns of clinical discase,.and to prevent the onset of

e

% . . . . - 6.3 : # . Ed .
opportunistic infections or immunosuppression foras-long.as possible. Program goals are
implemented through eight centersTin,the statel

s'! :;'7 3 i 1
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Recommendations N oW L™, 2

e

e The Educational Message

3. PROBLEM Si’ATiEMENT: AIDS educators nced to be allowed to develop educational
materials which are appropriatc_for their communitics.

ANALYSIS: “In order to be effective in communicating their message, AIDS
educators need the flexibility to develop educational materials which are
understandable and -relevant to the target populations with which they work.
However, those who develop educational materials should be sensitive to the
opinions of others and, while trying to improve their products, they should also try
to minimize any unnecessarily explicit depictions of sexual or drug using practices,
which will not put into jeopardy the essential messages to be transmitted.

RECOMMENDATION 3: CDHS should adopt, as practice, the CALC statement on,
"Explicitness of AIDS Prevention Material," July 1987. That statement advised the
following:

< 1D «
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Candor, frankness, and explicit rcprescntations are essential if communication
of AIDS prevention messages arc to be effcctive.

It must be assumed, because of the nature of AIDS virus transmission, that

some AIDS education/prevention materials will offend some people.

It is the opinion of CALC that the social and economic benefits of the
prevention of HIV transmission clearly outweigh the offensiveness to some
people of explicit AIDS prevention materials. Local education and prevention
contractors should be responsible for wcighing the benefits against the
drawbacks of using explicit materials.

Priority Target Populations

4. PROBLEM STATEMENT: HIV prevention and cducanon necds to target those
individuals whose behavior places them or their_unborn® offsprmg at risk of HIV
infection and those at incrcased risk duc to carher mcdxcal treatmcnts such as
blood transfusions. ;"' N &

"=

ANALYSIS: To prevent the continuation of,{thc_HIVf.:-ép»chmic, intensive efforts
must be made to identify and target thosc individuals.at highest risk. Priority
populations targeted in thc past have Dbeen homoscwal/bxscxu’ll men, IVDUs, high
risk heterosexuals, hemophiliacs, tmnsfusmn recipients, Cwand mcml/cthmc minority
populations. In addition to these groups, additional.attention should be focused
upon: closeted homosexual and bisexual mcn cspccm]ly those in rural areas; out-of-
treatment IV drug uscrs; sexual partners of IVDUS and_bisexual men; at risk women
of childbecaring age; persons workmg in “sex xndusmcs mcarccratcd populations;
adolescents; homelcss adélcscé'nts and adults. - Thcsc groups are frequently difficult
to identify and reach. AIDS educators nced to engage in careful analysis of their
communities to locatc thosc to -bec cducated, identify their educational needs, and
examine the norms and valucs of the commumtv which may sanction unsafe sex and
drug usmg bchav1or :

RECOMMENDATION 4: CDHS should give funding priority to education and
prevention projects - that targct homoscxual/bisexual men especially closeted
populations; IVDUs especially those not in treatment; sexual partners of IV drug
users and bisexual men; persons working in sex industries; incarcerated populations;
adolescents especially homclcss adolescents; the adult homeless population; at risk
women of childbearing age; minority populations; and hemophiliacs, and transfusion
recipients.

S PROBLEM STATEMENT: Many California schools have not adopted HIV discase
educational curricula.

ANALYSIS:Schools, as the prime cducational institutions, have an opportunity and
an obligation to provide education about HIV infcction and its prevention to
students, principals, teachers, school personncl, and parents. Education about HIV
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disease in schools is most appropriate when carried out within a more
comprehensive health education program that establishes the relationship between
personal decision making, self-esteem, behavior, and health. These types of skill
learning opportunities must be combined with basic health information. While health
instruction is mandated in California, speccific time for instruction, standardized
testing, and specific health courses are not required.

RECOMMENDATION 5A: The State of California should mandate all public schools
to provide age appropriate HIV disease education beginning no later than the fifth
grade unless the parent or guardian requests that the pupil not attend this

instruction. It should encourage private and parochial schools to adopt a similar
policy.

N
RECOMMENDATION 5B: The California Department of Education’(CDOE) should add
age-appropriate HIV-related items to standardized te § m' the California
Assessment Program. Additionally, HIV-related health criteria should be added to
: s A - 7 s
the Quality Review Process. - ~ >
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6. PROBLEM STATEMENT: There continucs to be” unjustified fear. and confusion
regarding the safety of allowing HIV infected !chilgdr’én to pgrticipatc“’ig educational

programs. NN i v

NS S
ANALYSIS: All medical evidence continucs to support ;hlc notion that HIV infection
is not spread by casual contact; thcr;c’ ViAs""now cvidence fh:}t it can be spread by the
type of contact that occurs in the \schoolrdom. ~ Furthérmore, it is clear that a
significant number of infected children ”‘ar“é*a;té'hding ‘regular school; asymptomatic
children who do not know that they"'a‘ar‘q infécted "and “hemophiliacs are but two
examples. The CDC has madc Tecommendationsthat.children do best in the regular
educational setting. Fof thcSe-reasons, the \méjority of infected children of school
age should attend the regular classroom. *Therc may be a few exceptions by reasons
of the children’s own immunc status or aberrant bchavior which may pose a threat

to themselves or others. " - .

% p-4
e \ 7 .

RECOMMENDAT ON 6. CDOE should: recommend statewide model pupil placement
guidelines to assist ‘local districts in their deliberations regarding placement of HIV
infected students. : P

7. PROBLEM STATEMENT: Out-of-school youth and homeless teens are at increased
risk for HIV infection becausc of greatcr opportunity for secxual and drug using
activity. '

ANALYSIS: An important group of adolescents to be reached are out-of-school
youth and homeless teens. Conventional school based HIV education and behavioral
change programs will not rcach thcse groups. To educate and achieve behavioral
change in this target group, community based centers must be established and
effectively utilized. Peer educators taught and coordinated by neighborhood
community centers or public health resourccs may be the best way to reach out of
school teens.

- 12 -
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RECOMMENDATION 7: A modcl peer cducation program should be developed,
piloted, and evaluated, using counties with a Known high incidence of HIV infection
and homeless teens.

PROBLEM STATEMENT: Detained youth are frequently at high risk of HIV
infection due to sexual activity and/or substance abuse.

ANALYSIS: There are a significant number of adolescents who are present in
detention centers, juvenile halls, youth shelters, residential care settings, and group
homes, who by their very residence offer the opportunity to receive vital education
and at least some attempt at bchavioral change.

RECOMMENDATION 8: Agc appropriate HIV prevention _,cducafion should be
provided to detained youth in detention centers, juvenilg,-f"hallé’, youth shelters,
residential care settings, and group homes in languages which youth use in daily
parlance. B LS N

PROBLEM STATEMENT: Misconceptions rcgardipgfﬂlv’ transmissi-‘(m \;iaﬂ mosquitos,
food handling, blood donation, and casual contact pgréist.

ANALYSIS: Most Californians arc at no or minimal-Tisk of HIV infection. The
major thrust of the educational message for these people must convey ways that
HIV is NOT transmitted. Tclcphonc;’éu.r\;'icy}data gathcred by both the OA and the
National Center for Health Statistics .revealcd-that although people know that HIV
is transmitted sexually and through “sharing ncedles, ~misconceptions still persist
regarding blood donation, mosquitos, food. hapdling,"‘aqd “casual contact. Education
to reduce these misconceptions is neccessary,so that-undue fears of infection do not
lead to public hysteria or “calls for "pn\\{ar'rantcd and ineffectual containment
programs. Media affo'!rds""thc advantage thaf“it reaches both at risk and not at risk
people who are unlikely to attend presentations.

RECOMMENDATION 9. The state should continuc to support education, for persons
at no or minimal risk of HIV infection, through the California AIDS Education

Campaign, secular and religious institutions, cducational institutions, and worksites
to reduce misconceptions and fcars about HIV transmission.

HIV Disease Prevention Education Program Design

PROBLEM STATEMENT: Individuals who are knowledgeable about HIV transmission
and prevention continue to engage in high risk bchaviors.

ANALYSIS: Simply providing information about HIV transmission and prevention

methods is not enough to achicve sustained bechavior change among persons who
engage in high risk activities. Many pcople who can correctly answer questions
about the sexual transmission of HIV and sharing nccdles, are not modifying their
behavior accordingly. AIDS programs need to be multidimensional. They need to
address: denial, perceived susceptibility, sclf-estcem, motivation, self-efficacy,

A f I A—s
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social support, reinforcement for risk reduction, skill dcvelopment, and the physical,
economical, and psychological barriers that affect the practice of risk reduction
measures.

RECOMMENDATION 10: Information programs need to be complimented by
interventions which target attitudes, belicfs, and teach skills. They must also seck
to change community social norms which sanction unsafe sexual behavior and drug
use.

11. PROBLEM STATEMENT: Individuals and agencies providing HIV education need
access to education materials and information.

ANALYSIS: CDHS currently funds the California AIDS Clearmghouse (CAC) to
maintain a computerized database of AIDS educational matcnals and AIDS
organizations for OA contractors and other hecalth care provxdcrs in California. A
need for expanded clearinghouse capabilities has been 1dent1fxed by a variety of
sources including health care workers, mental health provxdersw public safety
personnel, and employers. The expanded nced is for cdum’tlon'll matcnals curricula,
infection control guidelines, personnel policics, ﬂmd information. rcgardmg the
availability of training. Only onc AIDS education nmtcrmls clearmghouse should be
maintained in the state. First, the 1dmmxstrat1vc fcosts of establishing and
maintaining scveral specialized clcqrmOhouscs would not be cost-effective.
Secondly, more than one clearinghouse.opcrating “in thc state would greatly dilute
the clout of each when ncgotiating” dxscounts for™ bulk purchase, and thirdly, it
would cause confusion to clicnts as to Wthh clcarmghousc to contact if there were
more than one available. : .

RECOMMENDATION 11: rC‘ig:;;'inghousc cipagilitiés shi)uld be expanded in the state,
however, only one AIDS clcarmghousc should be funded and maintained by the state.

Evaluatlon of Educatlonal Programs

12. PROBLEM STATEMENT HIV cducqtlon and intervention strategies are not being
1dcquatcly ‘evaluated. :

ANALYSIS: Quallty assurance -and evaluation arc critical elements of HIV disease
prevention programs. While providing a framework for program improvement and
justifying continuing funding support, the primary purpose is to develop effective
educational models which can be used by othcrs. To be effective, HIV discase
prevention projects must have a mecans to: determine whether they reached their
target audience; assess the quantity and quality of achievement; and determine if
the program is resulting in changes in knowlcdge, attitudes, and behaviors. Those
directing HIV disease projects nced to review their program and educational
strategies on a regular basis to identily thc nced for change and how to proceed.
When possible, projects should attcmpt to follow a cohort of participants in their
program over time to determine the program’s effectivencss at achieving sustained
changes in knowledge, attitudes, and behavior. Similar evaluation designs have been
utilized in smoking cessation and wecight loss programs and should be used to

- 14 -
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evaluate HIV disease prevention programs.

Additionally, rigorous evaluation research regarding the effectiveness of educational
strategies and their generalization to other populations is necessary. The 1983
Urban and Rural Systems Associates (URSA) Institute evaluation noted that
educational strategies which appeared effcctive in urban areas, such as IVDU
outreach and the STOP AIDS modecls, often failed to work in rural communities.

RECOMMENDATION 12: A sample of OA Education and Prevention programs should
be rigorously evaluated over the next two ycars and results should be disseminated
to all OA contractors and the CAC.

Other Prevention Methodologies PN

v
PROBLEM STATEMENT: Those at highest risk of becoming_ﬁi’nfecr:'t’;d with HIV and
subsequently developing the discasc should be targeted for;HI’Y»“;arftii_body testing and

. = ~ -
counseling. Ay N A

= 'Tv!i

ANALYSIS: Counseling and testing arc important "'c?b’m;’)’oncnts to Ca,lif-‘ornia’s AIDS
prevention strategy. Individuals who are at risk’ of "HIV infection should. have the

opportunity to learn if they are infected so thatthey .can’receive assistance with
behavior modification; be referred to early intcrvention HIV treatment programs if
they are infected; and in the case of women, bercounseled so that they can make
an informed decision regarding futurc pregnancics. 5"‘fOffcring counseling and testing
should become the standard of practice iﬁ"—hpa’lth,‘carc facilities.

RECOMMENDATION 13: All patients who present to séxually transmitted disease
(STD) clinics, drug treatment facilitics,- hemophilia~treatment centers, prenatal and
family planning clinics, primary carctﬂ_clinics, emergency rooms, mental health
facilitics, physician offices, and jail or prison facilitics should routinely be provided
information about HIV - transmission and prevention, assessed for risk of HIV
infection, and offered counseling and testing if thcy are at risk.

e

PROBLEM STATEMENT: - Asymptomatic HIV infected persons need education and
support regarding ways to dclay or minimize onsct of symptomatic HIV disease and
to achieve sustained behavior change.

ANALYSIS: As many as 300,000 Californians may already be infected with HIV.
Since there is no curative trcatment for HIV infection at this time, control can
only be achieved through prcvention of infection. For those individuals already
infected, prevention programs to dctect carly signs of clinical disease and to
minimize the onset of opportunistic infection or immunosuppression should be
established. These programs should incorporatc cducation and support for sustained
behavior change.

RECOMMENDATION 14: CDHS together with the medical community should ensure
that all HIV seropositive persons have access to programs which provide evaluation
and intervention for medical, behavioral, and psychosocial conditions together with
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case management.
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SECTION III
HIV TESTING AND REPORTING ISSUES
Introduction

HIV testing has expanded considerably since 1985 when the FDA licensed the first HIV |
antibody screening test kit. With the increcased availability of testing, a number of |
concerns have risen including: the quality of test kits, laboratory certification to |
perform HIV testing, legitimate uscs of test results, and involuntary testing. Many of |
these issues cut across federal, statc, and local jurisdictions. Developing a consensus is

essential to maintaining quality test results and high ethical standards. An example of

successful consensus-building between the public and private sectors is® m the area of

home HIV test kits. Representatives and experts from consumer~ groups the testing

industry, health professionals, and others met in July 1988 to dxscuss the appropriateness

of consumers testing themselves for the presence of HILY and other health conditions. (A

summary of their findings is prescnted in Appendix H.) : %

Recommendations o~ 7

15, PROBLEM STATEMENT: HIV-rclated dlschmm'mon is 1mp'urmg Cahforma s ability
to limit the spread of the HIV epidcmic. N, W

ANALYSIS: Crucial to the control of thc "HIV cpldemxc are epidemiological studies
to track the epidemic as well as early identilication of mfcctcd individuals so that
they can receive assistance with bCh'lVlOr modnﬁcanon and prompt care to prevent
the early onset of immunosuppression. Publxc hmlth mcasures which are necessary
to prevent the spread of -HIV depend on volunt'lry .cooperation; for that to occur
people must believe that thcy will be protcctcd from discrimination. Public health
officials arc not able to gain this coopcr'mon as infected individuals and those at
high risk fear they will be discriminated. '1g'nnst in employment, housing, and in
terms of obtaining necessary health carc,and support services. In general it is not
appropriate to maintain in law a list of thosc disabilities or diseases which arc to
be protected .against discrimination. To do so risks declaring certain conditions
unacceptable by their mere omission. However, HIV disease is different from other
discases because it is highly fatal and it is communicable. Controlling this disease
requires extraordinary measures.

RECOMMENDATION ]5: Legislation designed to prevent discrimination on the basis
of HIV infection or AIDS in both thc public and private sectors should be enacted.

16, PROBLEM STATEMENT: Accuratc HIV testing and rcporting of positive results is
critical to California’s HIV testing programs.

ANALYSIS: Screening enzymc immunoassay (EIA) test methods for HIV antibody are
intrinsically very reliable. The falsc-positive ratc for the EIA screening test, i.e.,
the number of reactive tests scen in a completely uninfected population, remains at
about 2/1,000. Confirmatory testing is required to distinguish false positive from
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true positive results. Confirmatory procedures, their interpretation, and reporting
are in a state of disorder. Even in good laboratories using licensed methods, as
many as 3 or 4 specimens which arc truly ncgative will be called indeterminate.

RECOMMENDATION 16A: Establish testing standards including consistent
interpretive and reporting guidelines for use with confirmatory tests.

RECOMMENDATION 16B: Require that all "reactive", "positive", and "indeterminate”
sera be sent the CDHS laboratory (or their designee) for confirmation.

PROBLEM STATEMENT: Soon to be implemented HIV testing for life insurance
applicants may not conform to the standard of practice for confirmation in

.

California. AN

/‘, rd
ANALYSIS: Tests performed for California insurance appli}:a‘htsgfnay be performed
in out-of-state laboratories which do not have to n}cctf,.(;alifgrnia’s approval
requirements applied to all in-statc laboratories. Unlgss-gprope"rlly confirmed, truly

negative individuals will be considered indcterminate »and be “denied insurance.
These individuals will outnumber truc positives by ,a’factor of three or more.
4 & i A .

¥
o

b3 A, 3

e

RECOMMENDATION 17: Testing for the pur;j’;)ksc of dct{cr;m_ihing insurability should
be limited to licensed mecthods and follow ncw ‘confirmatory standards of CDHS as
recommended above including referral_ of presumed Zpositive and indeterminate
specimens to a State of California approved_laboratory™for final confirmation and
resolution. ‘s‘_i DR LY

P e *
1 oy, =, %
H

PROBLEM STATEMENT: Surrogatc %t%csz"tjng;.{i“s ,,,ys:‘cd;!,fg'r: the purpose of denying

health insurance. v LY
.j/ ’ /;""‘a: t;_ A;_:’:r

ANALYSIS: HIV antibody testing for hcalth insurance is prohibited in California;
however,  health insurance carriers frc_quéntJAy require a surrogate test (T Cell or
Beta 2 m}croglobulin)"'for"det_crmir‘iing health insurance eligibility. The sensitivity,
specificity, and “predictive valuc of non-HIV antibody tests have not been established
and approved by the FDA. Those who test positive on these surrogate tests are
frequently denied health insurancc coverage.

# F 4

RECOMME‘NDATION' 18: Tests or markers to HIV other than antibody should be
restricted to the evaluation of known infected individuals in research studies until
licensed for diagnostic use by the FDA.

PROBLEM STATEMENT: Screening tests for infectious diseases are not required for
the evaluation of tissues (organs, semen, or bone) from living donors .

ANALYSIS: HIV and other discasc agents can be rcadily transmitted by any organ
or tissue such as kidneys, bone, and scmen. Current law only requires testing of
cadaver donors, blood, and plasma.

RECOMMENDATION 19: Lecgislative action is nceded to require screening of all
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tissue donors (living or dead) for transmissible diseases. Such legislation should
establish and provide for a fee-supported program for the licensure of tissue banks.

PROBLEM STATEMENT: Blood bank procedures and regulations for HIV testing are
out dated.

ANALYSIS: Current law rcquircs a 60 day waiting period for blood donors and 3
donations from plasma donors prior to notification of a positive HIV antibody test
result. In some cases individuals with indeterminate HIV results are not informed
and the true nature of thcir status is not defined in a timely manner. ATS
programs arc fully implemented and the rcason for thesc rules no longer exists.

RECOMMENDATION 20: Blood bank and plasma center procedures, related to HIV
disease should be updated by: 1) ecliminating the 60 day vy_,ai’ting" period before
notifying blood donors of HIV antibody positive test results;-2) réferring specimens
with indeterminate test results to public health departmcnts sor their private
physician for further laboratory evaluation; and 3) notlflcanon *and referral of
screened positives by plasma centers for conﬁrm"mon and counselmg after a single

donation. ~ ‘\

PROBLEM STATEMENT: The impact of HIV dxscqse m rqclal/cthmc minority
communities is growing without an associated mcreﬁsc m .availability of testing and
education resources. . {

,»"' ‘l‘“\. !;‘*\ Y
ANALYSIS: The current distribution’ of tcstmg and educatlon resources matches the
demographics of the epidemic in its carlxest phascs N As the epidemic spreads,
minority groups are more hcavxlv rcprcscntcd m\ncw infections and testing

resources should be dlstrxbutcd to rcf]cct [hlS changc in’ cpxdemlology

/ =

RECOMMENDATION’ 71 . AV'II]"lbllIty of’ HIV testing should be made more readily

available to minority “populations “in coﬂnjunctxon with culturally appropriate
counselling, education, and cﬁltur’a’llyiap"prop"riatc language.

o

PROBLEM éTATEM;ENT}‘ : On rare occéxsions, public health officials are confronted
with individuals who "knowingly and willlfully continue to engage in high risk
activities which are likely to exposc others to HIV.

ANALYSIS: The primary focus for controlling the HIV epidemic should rely on
voluntary public health measurcs; however, voluntary measures are unsuccessful in
persuading a small number of individuals to alter their behavior. In these instances,
public health officials should utilize a rangc of compulsory measurers in order to
restrict the activities of individuals who knowingly and willfully continue to engage
in activities which are likely to infect others with HIV. Such measurers should
first seek to deal with the individual in terms of his/her illness, i.e. provide drug
rehabilitation treatment and/or psychiatric treatment. If this fails, the full extent
of laws available to public health officers should be pursued. Policy guidelines have
been developed by the California Conference of Local Health Officers (CCLHO) for
the management of recalcitrant patients with AIDS or ARC. 6 Additionally the
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Presidential Commission’s report on the HIV epidemic and the Institute of Medicine,
National Academy of Science have made rccommendations in this area.”®

RECOMMENDATION 22: Public hecalth officials should modify CCLHO’s policy
guidelines for the management of recalcitrant patients with AIDS or ARC to
additionally address the asymptomatic HIV infected individuals who knowingly and
willfully continues to engage in high risk behaviors. Such guidelines should provide
for a full range of control measures that first deal with the individual as an ill
person and incerporate recommendations made by the Presidential Commission of the
HIV Epidemic and the Institute of Mecdicine, National Academy of Sciences.

PROBLEM STATEMENT: A shortage of certified public health microbiologists exists
in California. &

b
-

: s

ANALYSIS: Laboratory staffing throughout California is not!adc’quate to meet the

rapidly growing HIV testing volume and the current IC\Lg:I‘ support for training of
£ 5N

candidates will not fill this widening gap. B /3‘\,,,:’/ N\
3 }y t,\ Y

Py

Fi b %\
RECOMMENDATION 23: Increased state training funds should be made-available to
expand the pool of certified microbiologists arLd'"'tl’),,er’cby help fill th"czla’r'gc number
of vacant positions which can only be filled by“trained irzdi'vj,duals. N

N

2 ~ p
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SECTION 1V
INTRAVENOUS DRUG AND SUBSTANCE USE
Introduction

Intravenous drug users (IVDUs) are the second largest risk group for AIDS in California
and are expected to be the main source of infection for heterosexual partners and future
pediatric AIDS cases. The California Department of Alcohol and Drug Programs (CDADP),
conservatively estimates that there are 440,000 IVDUs in the state. Heroin, cocaine, and
methamphetamine are the most frequently injected drugs.

Although data are sketchy, HIV infectious among IVDUs in California appear to be
approximately doubling in the number of infected drug uscrs cvc_ff ,1-2} to 36 months
depending upon locality. Representative rates of infection inclugc’Sac’?amento at 3% to
5%, Los Angeles at 2% to 10%, and San Francisco at. 15% tg,.e-’?.O%; \'L{nless prevention
efforts are successful, between 50% to 70% of TVDUs in Cali;o\f.gfja m:i‘y_“e\?egtually acquire
the virus thus increasing the spread scxually to non-1V ggdg!_iléing par'tgier"‘s, and to their
children perinatally. P , ;/ Xx. \\%

s

7
7

pr N N
IVDUs have an addiction and a subculture that{rpaf{q ris.k)/r_e;}juction diff-'i?éult. For
example, sharing needles involves personal rclationsﬁ'igs.\,:_JV}Il)Us carrying clean "works"
(needle, syringe, spoon, "cooker", etc.) risk arrest. Furt‘h\crmgre, the IVDU population in
California is not homogencous. It includc{all"tygcs of people_including: young and old,
gay and straight, minorities and whites, men 5nq women, éid_ucsﬁ'tgd and uneducated. This
diversity requires California to develop a ‘multifacetéd. approach if it is to control the
rising incidence of AIDS in this_group. fbc‘agon;ﬁr“ol,, ol‘”"-sgré’ad of HIV among IVDUs,

"

A . o . Y 1Y N . %
their sexual partners, and their” offspring rcqux;c"éf;ﬁtcnav’c, coordinated efforts at the

f; Ty
local and state levels. LA N Y #
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24 PROBLEM STATEMENT: The distribution and determinants of HIV infection among
intravenous drug and substance abusing populations in California are poorly
understood. »The of lack complete data is impeding the development of successful,
cost-effective HIV prevention stratcgics in California.

ANALYSIS: There is an incomplete picture of the scope of HIV infection among
IVDUs in California. The limited studies which have been completed, and
preliminary results from ongoing studics, have all underscored the need for more
comprehensive data on the spread of the epidemic. Three broadly defined categories
where additional investigation are: basic demographic descriptions of IVDUs;
epidemiologic data quantifying the levels and trends of HIV infection in California;
and quantitative and qualitative assessment of education and prevention strategies
(including the behavioral and cultural factors which limit or enhance their
effectiveness).

- 21 -
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RECOMMENDATION 24 The state should assess the current epidemiologic
knowledge of HIV among IVDUs in California and identify areas where data are
incomplete. Once an assessment has been completed, the state should allocate
adequate resources to determinc incidence and prevalence of HIV infection among
drug abusing populations in representative arcas of the state. Qualified researchers
from indigenous racial/ethnic minority communitics should be involved in the design
and implementation of these studics.

Behavior Change

PROBLEM STATEMENT: There is a need for education programs that encourage
behavior change/modification among IVDUs which are not detrimental to the
development of trust between IVDUs and the educator. i

e
&

Fl
ANALYSIS: Multiple strategies arc nccessary 10 cffecﬂtf"ggh_aviio;r change among
IVDUs. Skill development, attitudes, and social suppo\;t;f‘ofr/be}*ia‘viér,:changc should
be addressed by educational interventions directed jat JVDUs. “Skill _development
includes targeting needle cleaning, condom usc, ECOmm'unication skills,~and coping
with peer pressure. Training in ncedle clecaning“should focus on methods “which are
quick and require a minimum of effort. Providing risk.reduction equipment at the
time of the educational intervention should be 'dpné,,:m; increase the likelihood that
needle use behavior change will .occur. 'DcniaAl',' perceived susceptibility,
responsibility for ones health, risk tatk'ing"”bqhavior “'v,grs'i)s‘ delayed gratification, and

self-esteem decvelopment arc attitudes: tlﬁt’_,ﬁlﬁsh"ould be ‘addressed by behavior change

programs targeted at IVDUSs. T N

RECOMMENDATION 25A:"5;ESADP sh(;glc:i,mﬁlndgfc;HIV disecase education standards
for clients and staff oﬁffdrrug“trc:atmcnt programs which address knowledge, attitudes,
behavior change, and Soqiiil suppoyt)_g‘cvclopm‘clnt.

RECOMMENDATION 25B: ~Effcdtive treatment for substance abuse should involve
significant_othcrs,' i.e., sexual partncrs and cnablers.

PROBLEM‘STATEMENT: of ﬁpproximatcly 200,000 chronic IVDUs, only 11.4% of
IVDUs are in treatment at any given time.

ANALYSIS: - The IVDU population not in treatment represents a significant
proportion of the IVDU population in California. Because of the illegality of their
activities, the reluctance of IVDUs to cntcr trcatment programs, Or the lack of
treatment program accessibility, outreach is nceded to the many drug users who will
hot enter treatment and to their secxual partners.

RECOMMENDATION 26: Appropriate agencics should conduct outreach to addicts
not in treatment so that they can be cducated about HIV transmission and
prevention.

Sexually Transmitted Diseases
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PROBLEM STATEMENT: Recent research findings indicate the single most
important factor in heteroscxual and perinatal transmission of HIV may be the
relationship between STD and IVDUs.

ANALYSIS: In addition to the obvious risk of direct HIV transmission through the
sharing of needles/syringes by IVDUs and the fact that IVDUs are responsible for
nearly 80% of HIV transmission to hetcrosexuals and newborns, other risks of HIV
transmission exist for IVDUs.

TN
- Hcro@ addicts often resort to prostitution to support their drug habit. Similar

vior appears to exist among those using cocaine.

/ﬂ"g
- Hypersexual activity duc to stimulation from cocaine and mét}}ariphctamine has
been observed. jf’ "¢
N,
i w0 5 ). }f\x i i .
- There is a lack of culturally sensitive, cthmcally}arg}cted prevention/education
efforts for reducing STD in the state. g pa LY *\

- 2 Y 5
F 4 ¥ ey =
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RECOMMENDATION 27A: All 1VDUs in treti_,tn{cgm'jshoul;dlbe screcr?ed Zipd treated
for STD. Protocols for cross-referral and patient féll'ow-gp"sh;ould be established.
;\ ,\'/’; ) o
RECOMMENDATION 27B: Voluntary partner nof‘ifjcati\{én of sex and needle sharing
partners should be implemented and cvaluated amoné.{VDys.
% T, T LY Y

ed
5

PR ..
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Meth g(l'qn-? L _"
PROBLEM STATEMENT:r"]@Z?ﬁhdonc tzrtca.im'éfgtf’{;r"ogra;}ns have an important role in

prevention of HIV discase among IYDUsY

trcatméﬁtynclds ,,'bcncficial effects on IVDU and the

ANALYSIS: Methadone, 7
criminality of opiateaddicts. “It “has “an “cxccllent retention rate for outpatient
treatment and it is_low=cost ‘comparcd _with residential care. Methadone treatment
programs have-waiting lists. 1f the availability of methadone treatment could be
expanded, IVDU use would dccreasc and (by implication) so would HIV disease risk.
Preferential admission of seropositive addicts would slow the spread of HIV to those
not yet infected. But mecthadonc treatment is not a complete solution. It treats
only opiate addition (not alcohol or cocaine abuse), it is an addicting medication
(and, therefore, . controversial), and traditional health care programs do not
adequately understand it. Further, the treatment. was designed for drug problems
rather than for AIDS prevention, and application to HIV discase containment may
require changes in approach.

RECOMMENDATION 28A: Methadone treatment should be available to anyone who
needs its. Increase availability of treatment by: 1) lowering the threshold of entry
into programs to increasc the absolute number of drug abusers receiving methadone
treatment and 2) consider nontraditional modifications of treatment to expand the
treatment system’s capacity, c.g., brief maintcnance oOr extended detoxification,
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prescription methadone for sclected paticnts, and outreach to encourage drug users
to get into treatment.

RECOMMENDATION 28B: Modify methadone trcatment program goals to promote
disease prevention. Program goals may nced rcexamination, as well as the program
regulations that were promulgated in the era before AIDS. For example, the aim of
eventual detoxification from methadone may not be realistic for the drug abuser
with AIDS.

Polydrug and Alcohol Abuse

PROBLEM STATEMENT: Polydrug use and unsafe sexual activity compound the
difficulty of controlling the spread of HIV among IV drug users. j;f‘x‘

v
ANALYSIS: Education and concomitant bchavior change remam the cornerstone for
preventing new infection with HIV. For the 1VDU, this means gehmg off of drugs,
not sharing needles, or cleaning ncedles with a dlsxnfcctant fand followmg safer sex
guidelines especially the use of condoms. To achxcve these typcs of behavior
change AIDS educators must not only address drugs chcted mtravcnously but any
substance abuse that alters behavior and” faml:tates high risk \behawor
Amphetamine and methamphetamine arc in partlcuhr a- problcm because” users who
inject these drugs, frequently do so numerous t:mcs an ar day thus increasing their
risk of exposure to HIV. o N, &

il W, '\
7 M "\ N
s N 5

RECOMMENDATION 29A: Proomms and '1gcncxcs whxch certify substance abuse
counselors such as Chcmical Dcpcndcncy Counsc]or Trammg programs and the
California Association of Drug and Alcoholism Counsclors should encourage HIV
disease education as a requxrcmcnt of ccrtfoC'mon s

N *. o
»

RECOMMENDATION 29B AIDS éducators should emphasize sexual transmission and
prevention of HIV "as well as the ‘disinhibiting cffects of substance use and its
relationship to unsafc scx whcn workmg w1th substance using target populations.

e

A

PROBLEM STATEMENT: Alcoholxsm trcatmcnt programs have not been targeted to
encourageﬂon-goinglAIDS prevention cducation as part of the treatment protocol.

ANALYSIS: - For some communitics the only treatment programs available for
substance abuse are alcoholism trecatment programs. Many clicnts report IVDU in
association with primary alcohol abuse. Therefore, it is extremely important that
alcoholism treatment facilities be viewed as an essential element in targeting
information and education regarding HIV discase prevention to IVDUs.

RECOMMENDATION 30: Alcohol trcatment programs should be targeted and
encouraged to implement HIV diseasc prevention activities into their treatment
protocols.

Paraphernalia Exchange (PE)
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alarming rise of HIV infection among IVDUs.

31. PROBLEM STATEMENT: IVDUs share drug paraphernalia which has led to an
ANALYSIS: IVDU negatively impacts socicty; however, a large population of
infected IVDUs would have even greater ncgative consequences. Data about the
effectiveness of PE programs in the United States is not clear at this point but
there are indications from Holland and Britain which suggest PE programs may
decrease the spread of HIV among IVDUs. Whilc opponents of PE programs believe
| these programs condone and promote drug use, there is no evidence from Europe to
indicate that drug use has risen as the result of PE programs.
RECOMMENDATION 31A: Examinec existing PE programs in the United States and
Europe closely for effectiveness, acceptance, ctc. /ﬁ}

RECOMMENDATION 31B: The OA should establish pilot P/p/rggr’;:ns in California,
funded as research projects, which will be answcrablc to” an, oversxght committee

composed of knowled cqble experts. N
P g p /\\‘ \3 4\\‘3
‘\x\ i"\
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SECTION V
PERINATAL AND PEDIATRIC ISSUES
Introduction

AIDS case data indicate that as of December 31, 1988, 468 cases of AIDS have been
diagnosed and reported to the California AIDS Case Registry among women. Adult
women account for nearly 3% of total AIDS cases in California. The proportion of adult
females among total AIDS cases has grown from lcss than 1% of cases in 1983 to 3% in
1988. Currently, the number of adult female AIDS cases is doubling every 14 months.

Among AIDS cases in adult femalcs, approximatcly one- third are attnbutcd to each of the
following risk factors: heterosexual contact, transfusion related, and AVDUs. White
women account for the majority of reported cases in each risk category, but are under
represented relative to the percent of the total adult femalc,-’po,pulatlon White adult
females account for nearly 68% of the adult female populatlon\whllc representing
approximately 56% of female AIDS cases. Black women arc’?‘lnsproportlonately represented
among female AIDS cases, accounting for 25% of toml;{'emalc AIDS cases and only 7.2%
of California’s adult female population. Hispanic women’ account for approxxmatcly 15%
of female AIDS cases and nearly 17% of California adult l'emales > Asians account for 3%

of adult female AIDS cases and 7% of California adult., fcmalcs

\ if"

AR
The total number of AIDS cases dxagnoscd and rcportcd as_of December 31, 1988, in
children under age 13 is 108. Of these, 42% oF- -cases wcrc duc to transfusion with
infected blood, 47% to perinatal transm1551on 8% to, hcmophn]n and 3% were reported as

none of the above or other.

Recommendations

\
w""

32. PROBLEM STATEMENT HIV 15 transmltted pcrmatallv

ANALYSIS: ~~Infants born to mothcrs wnth a positive test for antibodies to HIV are
at increased .risk for-.decvcloping AIDS. Between 30% to 50% of infants born to
infected mothers w111 be infected with HIV. It is unknown what percentage of
those mfants who test HIV positive will go on to develop AIDS, but the consensus
is that ‘most will. AIDS progresses much more rapidly in infants than in adults
because of their immature immunc system. The average age of AIDS diagnosis in
infants is 9 months.-”

Preliminary results from a study conducted by CDHS using newborn blood samples to
assess the rate of HIV infection in California women indicates a rate of 8.3/10,000.
In comparison, the rate of infection among prcgnant women in Massachusetts is
21/10,000 and in New York, 74/10,000. This data is based upon 43,301 specimens
from all live births in California during a 1 month period in 1988. An additional 2
months worth of specimens arc slated to undergo testing which will generate
additional information on the groups of women who are at greatest risk and high
seroprevalent areas geographically in the statc.
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RECOMMENDATION 32A: HIV risk assessment and culturally relevant prevention
education should routinely be provided to all women of childbearing age.

RECOMMENDATION 32B: HIV antibody testing and counseling should routinely be
offered to pregnant women who are considerced high risk for scropositivity based on
a full appropriate medical history. This may include routinc screening in high
seroprevalent areas.

RECOMMENDATION 32C: Rcproductive counscling should be provided to all HIV
infected pregnant women as part of their prenatal care.

RECOMMENDATION 32D: Providers should be recruited at the-local or regional
level to provide diagnostic and follow-up services to HIV _infected women by
appropriate CDHS administered programs such as Maternal anld'fCh;fd Health (M&CH)
and professional organizations. {,.r"” A N

\,

PROBLEM STATEMENT: Breast fecding can transm;i_tfﬁi,\‘/‘f'

#

ANALYSIS: Human breast milk is the optimml"di_ct"'t’or infants under one year of
age. However, there is circumstantial evidence that postnatal transmission of HIV
occurs through breast feeding although the risk is ‘l:o“".'_f"As adequate replacement
formulas for infant fecding exist in California, climination of breast feeding would
not threaten the nutritional status -of infants whose “mothers are HIV positive.
Breast milk banking is anothcr issuc to bc.considcrcd."*—:.gbBr"cast milk banking involves
the use of breast milk from donors. The “recipients are usually low birth weight
infants. While it is unlikely that breast milk obtained through a breast milk
banking service would _be contaminated by “HIV;/ it secems prudent to take
precautions. ; : ‘

RECOMMENDATION 33A: HIV antibody positive women should not breast feed their
infants and women in high risk groups who wish to breast feed their infants should
be educated about the possible risk of HIV transmission through breast feeding and
tested in the postnatal period.

RECOMMENDATION 33B: CDHS should work with breast milk banks to develop
standards for pasteurization of donated breast milk and determine to what extent
donors should be screened before their milk is decmed acceptable for processing.

PROBLEM STATEMENT: There is a rcluctance of some physicians to provide
medical care to children with HIV inflections.

ANALYSIS: Somec physicians continue to refusc to care for children with known
HIV infections. Because of this reluctance, there are areas in the state in which it
is difficult to locate adequatc medical carc. The reason for this reluctance appears
to be lack of information on thc routes of infection and inadequate education on
how to test, how to follow such children, and how to counsecl family, school, and
the community. In addition, uninformed physicians provide inaccurate information

.27 -




NOT FOR REPRODUCTION OR DISTRIBUTION

35.

36.

Date pae 08 1989

which compromises care of these children and results in unnecessary fear in the
community.

RECOMMENDATION 34: There should be active outreach, education, and
recruitment of physicians willing to care for HIV infected children in the local
community.

PROBLEM STATEMENT: Case management and support services for infants and
children are not sufficient to mect the growing AIDS caseload in this population.

ANALYSIS: Families who have a child with AIDS may necd emotional support and
assistance with arranging medical appointments, hospitalizations, transportation,
housing, and adequate nutrition for their child. Most infants”born with HIV
infection are born to women who are IVDUs or partners of IVDUs.” These women
are often ill themselves and requirc assistance to deal /with-fthe physical and
emotional needs of their child. Limited case management services are presently
available for HIV infected children through CDHS California_ Children Services
(CCS), OA Pilot Care program, and the AIDS Mecdi-Cal Waiver. With-the projected
increases in pediatric AIDS cases there is a nccdy,toza_blsf); increase the vailability of
case management services.

, y Y by, :
4 . M F
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RECOMMENDATION 35A: Therc should be adchuat\'e;s‘ﬁppért of the CCS program to
provide psychosocial and other scrvices_such as 's'uppleﬁ\cnta] nursing in the home
for those children for whom other’ resources arc. unavailable to provide those
services. Yo AN

s hN
. s

RECOMMENDATION 35B: As the incidence of ‘pediatric AIDS cases increases, the
availability of OA case management services.for.infants and children with AIDS/ARC
should be increased .and “expansion of Medi-Cal waiver services to children
considered. /7

PROBLEM STATEMENT: Fcacrd’]‘ fuvnciing'oftcn does not fully reimburse the cost of
investigational studies. g % 5T

ANALYSIS: The CCS program has had a policy for many years of not funding
services for children in investigation or rescarch studics. The reasons for this
restriction include unavailable funding for research and the inability to adequately
evaluate and monitor such activities. HIV infection is a unique disease in that it is
generally fatal, is relatively widesprecad, and has rapidly changing treatment
modalities. While the federal government is providing significant funds for research
and investigation studies, oftcn the funding is inadequate to pay for baseline
evaluations and all required scrvices. The centers caring for such children find
themselves in the dilemma of becing able to provide the proposcd treatment once the
child is evaluated but not having adequate [unds for the total study.

RECOMMENDATION 36: Therc should be greater flexibility on the use of CDHS
funds for patients in investigational studies and protocols that have been approved
and funded by CCS and NIH for the diagnosis and treatment of HIV infection in
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38.

39.

children.

PROBLEM STATEMENT: Access to day carc for children with HIV disease 1is
inadequate.

ANALYSIS: In areas of high incidence of HIV infection, there is a shortage of
regular day care settings as well as foster homes in which providers are able to
provide for the complex needs of children with ARC/AIDS. Such settings should be
home-like in character and staffcd with trained personnel.

RECOMMENDATION 37A: HIV infected children should be admitted to day care if
their health, neurologic development, behavior, and immune status arc appropriate
based upon standardized admission guidelines and as determined, by a team of
qualified person’s including the child’s physician. a4

&
F

RECOMMENDATION 37B: The California Dcpartment;of) V'SoV‘ciEil_.‘Scrviccs (CDSS)
should recruit and provide for licensing of add‘xtiongl_lg'a)‘f c':'irke and special day
health care facilities for technology dcpendent childrrc'h;;md chronically ill children,

including those with HIV infcctions.

PROBLEM STATEMENT: Thec current proé‘qdu:r’c for ":olritaining and informing
prospective adoptive and foster parents recgarding  HIV. status is cumbersome.

ANALYSIS: CDC has recommended t,‘h""at foster carc and adoption placement agencies
consider adding HIV screening to " routinc ~medical. evaluations of children at
increased risk of infection before placement since these “parents must make decisions
regarding the medical care of the child and must consider the possible social and
psychological effects on their familics. ©* CDSS concurs with CDC’s recommendation
when the child’s physician ‘dctermines that HI1V screening is medically appropriate.
Laws are in place which allow agcpcics to obtain a court order for HIV screcening
of minors who are wards of the court and to disclose results to prospective foster
and adoptive parents prior to placement. I specific standards for HIV testing of
high risk children who arc wards of “the court were developed, the process of
obtaining a court order could possibly be climinated. This would improve access of
infants and children to appropriatc medical care.

RECOMMENDATION 38: CDSS should adopt and monitor standards in regards to
testing and disclosure of medical information to prospective foster and adoptive
parents. :

PROBLEM STATEMENT: There is a growing problem of HIV infected children
ending up in hospitals when it is no longer medically nccessary for them to be
there.

ANALYSIS: As with all children, children infected with HIV are in need of a
loving, caring, supportive home cenvironment and from a fiscal standpoint, it is less
costly to provide alternatives to institutionalized care. Currently, CDSS is
implementing a one county pilot project to recruit, train, and provide supportive
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services to foster parents for children two years and under who are HIV
seropositive. Additionally, some countics have implemented foster parent training
and recruitment programs on thcir own. While CDSS has committed itself to
recruiting sufficient numbers of foster and adoptive homes for special nceds
children, including those with HIV discase, it may not be possible to place all of
these children in foster homes.

RECOMMENDATION 39A: CDSS should ensurc that a coordinated effort is pursued
between county, state, federal, and private agencics to educate and train foster and
adoptive families willing to take care of HIV infected children.

RECOMMENDATION 39B: CDSS should provide foster and adoptive parents of
children with HIV infection spccial incentives such as access -to, day care and
respite care. Additionally, thc [oster carc stipend should be mcrcased for parents
caring for HIV infected children. ~

e

;:; A \

,f ",

RECOMMENDATION 39C: The development of living 1rrangemcnts other than foster
or adoptive care for children with HIV discasc should bc pursued 5,

PROBLEM STATEMENT: HIV can cause mcnml rcmrdmon and bram damage in
affected children. X \ -y ,

ANALYSIS: Central nervous system iny o!vcmcnt 15 a prommcnt clinical finding in
infants and children with congenital AIDS/ARC Vhllc the type of neurological
disfunction may vary, it is estimated that.78%-t0 93% of ‘children with symptomatic
HIV infection will present with dcvclopmcm"mdnsabxhtles or cognitive defects.
Based on current projections, HIV infcction may become the largest infectious cause
of mental retardation and brain- chmaoc in-children.in the next 5 years. Most of
these children will be ellgxblc for scrvxccs throu0h CCS and regional centers.

RECOMMENDATION 40: CCS and Californm Dcpartment of Developmental Services
(CDDS) should jointly. develop mecchanisms for accessing state and federal funds
allocated for A1DS to assure scrvices for children with HIV infection.

PROBLEM STATEMENT Hdmclcss adolescents with AIDS have special housing
nceds. ' '

ANALYSIS: Nationally several hundred teens and voung adults through the age of
21 have been diagnosed with AIDS. Many of these adolescents and young adults are
living a high risk life style that often detaches them from their core families. The
diagnosis of AIDS or HIV infcction further polarizes them away from any semblance
of a family unit which might provide cmotional support and residential care.
Adolescents are developmentally different from adults and thus have needs which
differ from adults.

RECOMMENDATION 41: A pilot RAS program lor HIV infected homeless youth with
AIDS needs to be developed. Such a flacility will be most successful by utilizing
medical resources and experts who are knowledgcable about health care delivery to
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SECTION VI
PEOPLE OF COLOR AND HIV DISEASE

Introduction

As of December 31, 1988, 17,164 AIDS cascs had been reported to the California AIDS
Case Registry. Whites continuc to account for the greater percentage of AIDS cases in
California, however, data indicates a rapidly growing problem among racial/ethnic
minority populations, especially among blacks, Hispanics, and Asians.

Blacks, account for 7.5% of the state’s population while representing 11% of all AIDS
cases. In 1988, blacks accounted for the highest proportion of new AIDS cases with a
rate of 36.67/100,000. Hispanics account for 19.2% of California’s populatlon and 12% of
AIDS cases. Hispanics accounted for the third highest proportion of new AIDS cases in
1988 with a rate of 11.7/100,000. Asians account for 5.7% of the ;tatc populatlon and 1%
of all AIDS cases. While the total number of AIDS cases reported among Asians is small,
this population has experienced a dramatic increasc in.AIDS’ cascs Thc numbcr of new
cases approximately doubled from 1.9/100,000 in 1986 to’3 76/100 000:, .in*]1988. Native
Americans account for less than 1% of California’s popuhtlon and less than 1% of total
AIDS cases. As of December 31, 1988 there had bccn 71 cases, of AIDS rcportcd among

4 ¢

Native Americans. . N

™, N /

Males have been disproportionatcly affected, by AIDS in aIl racial/ethnic populations.
Adult males account for 95% of cases among Hnsp'lmcs 92%" of' cascs among blacks, 96%
of cases among Native Americans, and 93%™ '1mong Asmns . Regardless of ethnicity,
homosexual and bisexual men account 1ormthc m'uorxtv of AIDS cases in every
racial/ethnic group. e U S e

-~ S, P E ,, e P

b R

Among pediatric AIDS casesy 44% hqvc bccn qmong ‘whites, 23% among blacks, 31% among
Hispanics, and 2% among “Asians. No pcdmtnc “AIDS cases have been reported among
Native Americans in California. Among bhcks and Hispanics, perinatal transmission is
the primary risk factor for pedlatnc AIDS. N
" = = f

California’s Asian commumty is comprised of over 30 ethnic groups. Filipinos, Chinese,
Japanese, Koreans, and Vietnamesc constitute the largest Asians populations in the state.
While national ~differences are very important to the design and implementation of
effective community programs, Asians in gencral sharc some common characteristics. For
example, within the Asian community, educators have to address the common myth that
Asians are lmmune to AIDS. This must bc donc in a cultural context which has taboos
against discussing ‘sex, homosexuality, illncss, and dcath. Within the Asian community
conformity to group norms and tradition arc highly valued. Homosexuality and IV drug
use are not accepted and rarcly acknowledged. There is a profound denial of these
activities and a belief that if they are ignored thcy don’t exist; therefore, there is no
problem.®

California’s black population is percecived to be more homogenous in terms of ancestry
and language than the Asian or Hispanic community, but they are diverse in terms of
socioeconomic factors, rcligion, rural-urban background, and gcographic background in
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terms of North versus South and East versus West. As a collective community they have
strong cultural ties, extended family nctworks, and strong religious beliefs which
influence the manner in which AIDS activities should be delivered. Paramount to
addressing AIDS in the black community is the involvement of churches, social
organizations, and community leaders. 10,11

California’s Hispanic/Latino population is a diverse group of individuals comprised
primarily of Mexican descent, but also from Central and South America. While origin of
descent is an important influence modified by degree of assimilation into California’s
mainstream; cultural and language similarities exist. Family and the church are important
values within the Hispanic/Latino community. Women play key roles in the family for
health promotion and are cultural gate keepers. Physicians and medical personnel are
generally held in high esteem and looked to as authority figures by thé,community yet
traditional folk medicine is also valued and practiced by many. Another factor
influencing HIV prevention stratcgics within the Hispanic/Latino g,ofhm‘ti’nity is a tradition
of combining visual images and the spoken language to teach '_ye"rslus__ a‘reliance upon the
written word. As in many racial/cthnic minority communities, homosexuality is not
readily accepted. However, scx bctween men s acccpmb_lc’ wh?:n it occurs.between men
who perccive themselves as heteroscxuals.?

#

F o

In proportion to other racial/cthnic groups in C‘z»l_lil'or,nia,_,.Na»tivc Americans are the

smallest group but they represent the largest Native American population in the US.

According to the 1980 U.S. Census cstimates,-there are ‘23‘0,0007Amcrican Indians living in
California. Therc are 94 tribes indigenous to California and over 400 nationally.

Of California’s American Indian populatidn,'ap‘proxi"maAt‘;:ly"JiSO,OOO live in large urban
centers. Most of these individuals maintain strong family~and cultural ties to their tribe
and families in rural and reservation communijties.” This phcnomena results in a high rate
of circular migration between urban and rural/reservation Indian communities and has

serious implications for the spread of ‘communicable discascs.

American Indian tribes maintain a- unique social, legal, and political relationship as
sovereign nations with-the federal government. This relationship is defined in treaties
which ideally provide for health and cducational scrvices in return for parts of the
Northern American continent. ~Howcver, hecalth scrvices in California for American
Indians were virtually non-existent until 1972 and now are in the initial stages of
development. * In general, the health status of Amecrican Indians in California is less than
that of the gencral population. Rates of alcohol and drug abuse, adolescent pregnancy,
and STD are disproportionately high among Native Americans.!®

Recommendations

42. PROBLEM STATEMENT: HIV discase is a rapidly cscalating problem in many of
California’s racial/ethnic minority communitics.

ANALYSIS: Implementation of culturally scnsitive comprehensive prevention
education programs in racial/cthnic minority communities is critical to the control
of HIV diseasc. Decvelopment of a comprchensive community based HIV prevention
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network targeted at racial/ethnic minoritics rcquires improving public and private
support for funding, technical assistance, and involvement in state and local
planning bodies. Successful efforts will be dependent upon involving racial/ethnic

communities in developing and implementing the solutions.

RECOMMENDATION 42: The public and private scctors should assist racial/ethnic
minorities to take the lecad in planning the devclopment, implementation, and
evaluation of preventive cducation, HIV testing, delivery of care, and research
activities which are necessary to the formation of a comprehensive network of
community based and culturally sensitive HIV discase programs in racial/ethnic
minority communities.

43. PROBLEM STATEMENT: It is difficult for many AIDS service gg‘é’nrcies to develop
and translate educational matcrials in a variety of languages. ;y

ANALYSIS: AIDS agencies have a need for culturally rcllcvﬁlq,t»,gdxﬁcaational matcerials
in several languages. The devclopment of these matcrials aﬁQ/o':r;,translation of
English materials is a time intensive task. Frcquﬁcn:tly"':"agcncics':_do‘\not have in-
house capabilitics to develop multi-language spccif_ic"’and"culturally relevant materials
or modify and translate English matcrials nor~do ‘they have adequate budgets to
purchase thesc scrvices. The 1988 URSA Institute evaldation of FY 1987-88 OA
Education and Prevention contractors noted that ‘much ~of the Spanish language
materials available were fraught with,mmisspcllings ang’ grammatical errors. It 1s
likely the same is true for other forcign. languages. » While education materials
should be devcloped by organizations, with knoylcdg‘c\arid_ sensitivity to the target
audience, providing quality translation scrvices tthr'ough,onc centralized or several
sites may facilitate the development o(’Ecul}tur‘ally_,_ap'proprfiatc materials in a variety
of languages. \ I T g e

RECOMMENDATION 43: CDHS should studv the feasibility of providing centralized

translation services to facilitate dcvelopment of multi-language, culturally relevant
educational materials. ~ ’ T T

44. PROBLEM STATEMENT: Hecalth care workers frequently are inadequately educated
about cultural factors rclated to racial/cthnic minority populations. This has
implications for the provision of prcvention and treatment services.

ANALYSIS: Controlling HIV discasc among California’s racial/ethnic minority
populations requires an understanding and sensitivity to the cultural, socioeconomic,
and political influences within thcse communities. Ethnic populations differ
regarding the openness about which thcy discuss sexuality, drug use, illness, and
death. Family and the church play diffcrent roles in various populations.
Additionally, some cultures have traditional and homecopathic health practices and
beliefs which are very important to them.

RECOMMENDATION 44: Cross-cultural training should be integrated into programs
for health carc workers, HIV test counsclors, and others providing AIDS related
services.
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PROBLEM STATEMENT: The present mecthod of rcporting AIDS case and HIV
infection prevalence and incidence data among Asian/Pacific Islander communities
makes it difficult to plan and dcliver prcvention and treatment services to this
population.

ANALYSIS: It is common practice for epidemiologists to categorize persons of
Asian ancestry or descent into onc group. However, there is really no substantive
reason to do so. Asian/Pacific Islanders are a heterogenous group, comprised of 32
distinct ethnic groups with different languages, attitudes, traditions, and behaviors.
There is no single Asian community, rather there are Chinese, Japanese, Koreans,
Filipinos, Vietnamese, Samoans, Laotians, Cambodians, Hawaiians, etc. Because there
are major differences in thc various cthnic Asian/Pacific Islander subgroups, it
would be beneficial to have an understanding of HIV dlseasc ‘prevalence and
incidence in the major groups in order to cffectively target programs

RECOMMENDATION 45: The state should improve its. HIV drscase "surveillance and
reporting practices to include a brcakdown of Asmn/Pacrﬁc Islander subgroup

populations. P

P =
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PROBLEM STATEMENT: AIDS casc data 'md HIvacrdcnce data on Native
American Indians arc inaccurate. % BT

ey P

P,
e

ANALYSIS: Native Americans come from a_ varrctv of' tribal backgrounds and are
not easily identifiable by means of: physrcql chqrqctcrrstlcs Additionally, many
Native Californian Tribal members h'l\'C Hnsmmc surnames as a result of historical
Spanish influence in this statc. Accumtc 1dcnt1f1cqt10n of Native Americans is
critical in planning and evqluatmg AIDS servrccs ‘for this population. There have
been local situations in California where thc number of reported AIDS cases for
Native Americans were” dctcrmmcd to Dbc :grossly misrepresentative after multi-
agency/government casc valxdatron studxcs wcrc completed.

RECOMMENDATION 46 CDHS should provndc training at the local and state level
to ensure valid reporting of Native Amcrican AIDS cases.

PROBLEM STATEMENT: Mandatory HIV antibody test requirements for applicants
to the Immigration and Naturalization Scrvices (INS) has created confusion among
applicants and Civil Surgeons.

ANALYSIS: Since Dccember 1987, testing for HIV antibodies has been required as
part of thc medical cxamination submitted to the INS by persons 15 years and older
who arc applying for legalization under amnesty provisions of the Immigration
Reform and Control Act (IRCA). HIV scropositive applicants are denied amnesty
unless they apply for and arc granted a waiver of exclusion by the INS. However,
seropositive applicants cannot be deported basecd upon HIV antibody test results.
Some individuals who discover thecy arc HIV antibody positive will not complete
their amnesty application but will continuc to live in this country illegally. These
individuals will go further "underground" thereby cxasperating the public health
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problem. They may not receive the hcalth carc and information they need to
remain as healthy as possible and avoid infecting others.

RECOMMENDATION 47: Civil Surgeons and others performing HIV antibody testing
as part of the INS amnesty application should follow California standards for
confirming screened positives and handling of indcterminate test results and inform
applicants of the following:

What the HIV antibody test docs and docs not reveal;

California law governing conflidentiality and rcporting of test results;

the method by which cxam rcsults arc transmitted to the INS;

that they can have a photocopy of the form submitted to the INS which states
their HIV antibody status; N\

that they can ask to be re-tested; ra ;“}

that the INS will not deport them on the basis of a posxuve fmdmg,

7. that they can file for a waiver with the INS to” complcte their amnesty
application if they test positive for HIV antibody; and ,/f AN \‘g

8. if they are seropositive, they should scck mcdlml"md psychologxcal follow -up.
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SECTION VII
PUBLIC SAFETY WORKER AND CUSTODY ISSUES
Introduction

Public safety workers are on thc front linc protecting the public from health and safety
hazards. Through the discharge of their dutics, public safcty workers may knowingly or
unknowingly have contact with persons infected with HIV. It is not uncommon for public
safety workers to have contact with blood or body fluids during the course of their work
in prisons and jails, at crime sccnes, motor vchicle accidents, fires, etc. For these
reasons, public safety workers should be trained to prevent occupational exposurc to HIV
and their work environment should be madec as safec as possible. N

A g
This section also discusses incarccrated populations. In 1987, the"*Na:f'ional Institute of
Justice established a Drug Use Forccasting (DUF) System to, track trcnds in arrestees.
Data from DUF have documented that an important avenue for rcachmg 1V drug users is
through the criminal justice system. V. NN

i =
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Recommendations "

48. PROBLEM STATEMENT: Public safety wor}\crs arc at- rxsk of HIV mfcctxon through
the discharge of their duties.

ANALYSIS: All public safety worl\cr smH‘ should havc a clear understanding of
their occupational risk and the '1ppnoprmtc ’1CIIOJ1S to. take in order to decrease
their risk. By understanding thc proper precautions to follow, the fear and anxiety
of personncl can be diminished. = This position is taken with a clear undecrstanding
that the cost for such a"bolic'\' is not insignificant. Education is not only important
to reduce infections, " but is also important to reduce the liability and costs of the
involved agencies. - Management and labor must be actively involved in the
development of educational programs and appropriate policies and procedures.
RECOMMENDATION 48A: HIV discasc prcvention education should be mandatory for
all levels ‘of public safcty workers including law enforcement, fire service,
ambulance, custodial staff (jail, prison, juvenile hall, and probation) and other
appropriate public safety workers.

RECOMMENDATION 48B: Thec Emecrgency Mecedical Services Authority (EMSA) should
pursue legislation to amend the Health and Safcty Code (H&SC) regarding training
standards for Emergency Mcdical Tecchnicians (EMT) I, EMT 1I, and EMT-P
classifications to include communicable discasc cducation with an emphasis on HIV
disease. These training standards should be adopted by the California High Patrol,
the Department Forestry, and other public salfcty agency personnel as appropriate.
Training standards should be based upon modcls and guidelines available from the
Occupational Safety and Health Administration (OSHA), California Occupational
Safety and Health Administration (Cal-OSHA), National Institute for Occupational
Safcty and Health, and the Amcrican Red Cross’ Public Safety Worker AIDS

e FT =
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Education Project.

RECOMMENDATION 48C: Policy and proccdurcs rcgarding infection control should
be developed for all public salety employces using universal infection precautions as
developed by CDC.

PROBLEM STATEMENT: Detainces in custody scttings are frequently at high risk
for HIV infection.

ANALYSIS: The men, women, and juvcniles who comprise incarcerated populations
reflect a concentration of individuals at risk of HIV infection. They are younger,
sexually active, often less cducated than the general populations, and may have
histories of intravenous drug usc. During their confinement, inmatés or wards may
engage in ncedle sharing, sharing of tattoo dcvises, and sexuals acthty Providing
education and HIV testing in correctional facilities reprcscnts an: effxcxcnt means of
reaching large numbers of high-risk individuals at rclanvely»low cost, in that the
clientele is readily identifiable and expcnsive commumty outrcach 1s not required.
Chapter 1301, Statutes of 1988 (SB 2854, Watson) of. thc ‘H&SC recogmzed the need
to provide prevention education and counscling and tcstmg services: to inmates and
wards in county jails, statc prisons, and youth, f'lcﬂmcs howcver fundmg was not
provided to implement the provisions of this bnll . .

RECOMMENDATION 49A: Statc [unding should ‘be prov1dcd to implement SB 2854
(Watson) which rcquires that the ’H]V‘%prcxcnnon ¢ducation and HIV testing
information and services be provndcd to '1ll mnntcs "md wards in county jails, state

prisons, and youth facilities. T T

RECOMMENDATION 49B:" A longitﬁdiiﬁal: foiibw -up study in selected sites to
detcrmine the risk of HIV tr'msmlssxon in wvarious confinement settings should be
conducted. ’ :

PROBLEM STATEMENT: Due 'to recent changes in lcgislation and the initiative
process many corrcctlonal institutions -have discontinued voluntary HIV antibody
tcstmg

ANALYSIS: Anonymous tcsting is the best incentive for encouraging inmates to
take an HIV test. However, since anonymous testing in the prison and jail setting
is not possible under current California statute, voluntary, informed testing should
be encouraged. Voluntary testing, which includes pre- and post-test counseling, will
provide an opportunity to offer onc-on-onc information and education about HIV
disease. It will also provide the inmate with information about his/her risk factors,
HIV antibody status, and prevention mecthods. It will provide the system with
epidemiological information about HIV discasc within the prison setting which will
assist in planning for the health, cducation, and social scrvices needs of this
population while incarcerated and upon rclecasc.

RECOMMENDATION 50: Incarccrated individuals should be encouraged to partake of
voluntary informed HIV antibody testing which include pre- and post-test

- 38 -
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counseling.

51. PROBLEM STATEMENT: Housing of HIV infected inmates is an issue for
correctional settings.

ANALYSIS: Separate housing of HIV antibody positive of AIDS prisoners is not
necessary but may be appropriatc in somc institutions to protect a specific
individual(s) from assault or harassment, to scparatc an individual whose conduct
might lead to infection of other inmates, or if medical conditions require special
medical care. The institution can then concentrate AIDS medical/education services
in a particular area.

RECOMMENDATION 51: If scparatc housing is used, the followmg recommendanons

are made: f
f!’ ‘:f
Equal access to programs and devices. ‘{{”! ;‘\ N
,"\“1}/'/ K i\

Staff and inmates in non-scgrcgated arcas must be made aware &that the risk
of infection is not ecliminated and that um\'ersﬂ prccautlon must be observed
at all times. - g’ . R

E ; N
< £ kY 3
% “1 ’I ,v' r'

Confidentiality of mecdical conditions mrhm ‘the _)nmate populatlon must be

protected. f,'x,_ fff
& Mo .'\ ‘A"\
52. PROBLEM STATEMENT: Mecthods” '1rc »nccdcd to chmmatc and/or decrease HIV
transmission within the correctional scttmg e N

i

ANALYSIS: Natxonwxdc' men™ account for ,90"/) of AIDS cases in correctional
settings. On average,” thcsc svstcms attrnbutc two-thirds of their males cases to
IVDU, and 43% to homosexml '1ct1vm' Nincty-two percent of the female cases
were related to 1VDU. In gcncml mtravcn0us drug abuse i1s a much more
important transm1551on catcgory in- corrccrlon'xl AIDS cases than in the population

at large. " o

RECOMMENDATION 52: The state should fund pilot projects to study distribution
of condoms and needle disinfection solutions within correctional facilities to
determine the efficacy of thcsec mcasurcs in preventing HIV transmission within
correctional facmtxcs Such a study should provide for appropriate safety and
security mcasures
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SECTION VIII
THE WORKPLACE AND HIV DISEASE

- Introduction

HIV disease in the workplace has caused problems for some employers, not because this
disease is spread by usual workplace activities, but due to fear, dissension and ignorance
among employees and employers. Adequate personncl policies and training are necessary
to prevent difficulties such as an absent work force, refusal to provide services, and
even litigation.

Common concerns in the workplace center around the following issucs:

,-‘j‘g.
0 Employees with HIV disease are concerned about their lives and~thc1r jobs.
0 Employees without HIV diseasec are conccrned about contractmg AIDS from
co-workers, customers or others. /fx\ \;
0 Employees are concerned about friends or rclattves who -have. or who are dying
from AIDS. ;,f b NN
_‘r’; _f{; 'E'*)L ’,“H \
Recommendations v A NN
4 / ‘.& = ¥

53. PROBLEM STATEMENT: Many cmployers 'md worl\crs m Cahforma lack sufficient
knowledge about HIV discase mclugnlg transmxssmn rights of employees, and
responsibilities of employers. & N

e,

Lo . N .
Y S e, B X

ANALYSIS: The HIV epidemic in, thc Umtcd Statcs ‘affects everyone in the
country and reaches into thc, woxkphcc =whcrc most H']leldU'ilS spend a substantial
amount of their time. thlc H1V discasctis’ commonlv discussed and feared, there
is inadequate knowlcdgc .of “the ‘discasc. and” modes of transmission as well as the
rights of employees’ and the rcsponsxbnhtxcs of the employer. This ignorance can
affect the workplace adversclv as: m'1n11“cstcd by lost productivity.

e

RECOMMENDATION '53A:'r..fThc California Dcpartment of Fair Employment and
Housing (CDFEH) should bc provided funding to implement an information campaign
to educate” cmploycrs about their responsibilitics related to employees infected with
HIV "and “distribute modcl pollcxcs and procecdures including information regarding
the process for filing a discrimination complaint.

RECOMMENDATION 53B: Employers should implement training and adopt policies
and procedures which enable them to cffectively deal with issues related to AIDS.
As prescribed by the work environment, these policies should provide guidance for
reasonable accommodation, compassion for individuals with HIV disease, education
and training, infection control precautions, mcdical surveillance, and record keeping
regarding training.

RECOMMENDATION 53C: Employers, boards of directors, and management should
be targeted with educational programs rcgarding HIV discase and work related
issues.
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groups and community based organizations

RECOMMENDATION 53D: Professional
ase training to those businesses too small

must take the lead to provide HIV dise
for other options.
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SECTION IX

NEUROPSYCHIATRIC AND MENTAL HEALTH ISSUES
Introduction

HIV disease impacts California’s mental health system in two important ways. First are
the mental health and medical necds of the individual with HIV disease and second are
the demands generated indirectly by those whose loved ones, friends, or patients are
afflicted with HIV disease.

Recommendations

Fa Y

54. PROBLEM STATEMENT: The diagnosis of an HIV infectio‘p.f"ég‘uges considerable
emotional distress for the infected individual and significant.others.
N\

P 3,

ANALYSIS: The psychosocial aspccts ol HIV drsease ;p';fs_t”_bcx"a‘dd\rcsscd as well as
the medical. For the newly diagnosed HIV infected/AIDS person, assistance with
dealing with the emotional trauma that follows such a diagnosissis critical
Trained counsclors and support groups cxpcric’pc’edx'i'n AIDS-related g'rjcf'"‘g:ounseling
are best qualified to meet the nceds of the indiyidual, family; and loved-ones.

N N S
RECOMMENDATION 54A: Adcquageicounscliﬁg ser\v":i’ces for persons with HIV
disease, families, and significant sothers._should ».be ~available in hospital and
outpaticnt settings. Services providcd;-shc?ulq_ ensure ih_at the unique needs of
minority persons are met. VORN ™ ,
RECOMMENDATION 54B° California pcbar‘"tn1c‘ﬁ‘t\o_f:-'Mcnta1 Health (CDMH) should
conduct a statcwidc‘,necds"“asscssmcnt“‘-Vanc_ifhlake recommendations rcgarding the
need for additional emotional support scrvices, the threshold level at which it is
feasible to institute emotional support® services, recommend standards for the
provision of emotional s'i)pbqrt"'éé"rv‘ic'c'sﬁa'n'd methods to improve coordination and

linkages between emotional support and-other support services.

55. PROBLEM éTATEMENT: “Access, delivery, and coordination of mental health and
medical segviccs to persons with sever HIV dementia are inadequate.

ANALYSIS: 'CDMH estimates that in 1989 25,000 Californians will suffer from some
degree of HIV dementia. To mect the necds of this population a mix of different
treatment resources including public hcalth, medical, and mental health systems
may be necded. In modeling services that feature this joint treatment
responsibility, models that bring rcsources to the person are preferred to those
that relocate the person from onc systcm to another.

RECOMMENDATION 55: An assessment to determine California’s needs related to
caring for persons severely afflicted with HIV dementia should be conducted. It is
assumed that inpatient (state hospital, local day care, and local locked facilities)
will be required.
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56. PROBLEM STATEMENT: HIV antibody tcsting among the mentally disabled is area
of concern.

ANALYSIS: Parent groups interested in HIV discase issues related to patient care
in state hospitals have expressed concern about the limited ability of CDMH to
perform HIV testing. The Decpartment is interested in factors supporting or
negating any consideration of broadening current authority to perform HIV testing.

RECOMMENDATION 56A: CDMH should initiate information and education for
conservators of hospital paticnts in the arca of HIV testing.

RECOMMENDATION 56B: CDMH should conduct non-linked HIV tcstmg in state
hospitals to determine the cxtent of HIV discasec. '__,! '

57. PROBLEM STATEMENT: Therc has been concern that. HIV‘ mfcctxon presents a
safety risk in terms of driving and flying. 5 .

ANALYSIS: The National Institutes of Mental Health recently called a meeting to

discuss a similar issue. Data were presented from the Multi-Center- AIDS Cohort

Study (MACS) with over 1,500 gay mcn (onc hall of . whom were HIV antibody

positive and one-half of whom wecre HIV antibody neoanvc) The results showed

that in a cross-sectional comparison of. ncuxopsvcholooxca] functions using state of

the art, sensitive ncuropsxcholomc"\] -, LCSTS, “no ™ increased incidence of

neuropsychological impairment in asymptomatic scropositives versus scroncgatives

were found. These findings arc in contrast .with another study (Grant et al., 1987)

which noted neuropsychological abnormalitics  in. _asymptomatic scropositives;

lI\H\:O however, this study had ]_C,S,_S th.an 15 sub_;ccts per . group In light of the MACS

& data with over 1,500 subjccts, it would scem that asvmptomatic seropositives do

not show a different ncuropsychological profile from a matched control group.

Rather, it appears that the dcmcntm syndrome usually appears in the presence of

greatest immunocompromisc--i.c., about two-thirds of patients show subtle or more

obvious neuropsychological dysfunction, characterized by slowness, difficulty
concentrating, and difficulty on morc complex specded cognitive tasks.

RECOMMENDATION 57: There is no cmpirical justification for discriminating
against asymptomatic scropositive for the above licenses.

= &% »
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SECTION X
HEALTH CARE SERVICES AND FINANCING ISSUES
Introduction

The HIV disease epidemic in California, even under the most optimistic assumptions, will
create demands for health care scrvices that arc beyond the capability of the existing
health care system. Therapeutic intervention for the ncar future will be both expensive
and, possibly, will prolong life but not cure thc diseasc. As a consequence, such
intervention will increase, perhaps dramatically, the overall cost of this disecase. It is
unrealistic to expect the general availability of therapeutic interventions which are
curative or a vaccine, at any time within the next five years.

In creating a more coordinated efficient continuum ol care for HIV dlseasc the focus
should be a model which delivers comprehensive primary care in outpatxcnt settings SO as
to minimize expensive acute hospital scrvices. In order for thxs 110 be accomplished
successfully, extensive networks of support scrvices are csscntlal Such a, modcl would
ensure medically appropriate primary carc in "m'_atmosphcrc that™is ‘sensitive to
psychosocial support, cultural, linguistic, and sexual” prcfcrcnccs Idcally  primary care
should be available to individuals [rom thc timc Ilnt HIV mfcctxon is diagnosed and
continue throughout the course of the discasc.

Recommendations O

Health Ca:re 'Fixvfancilri'g .

58. PROBLEM STATEMENT:" “Health carc costs rclfncd to’ HIV discase must be financed
through a rational S)’S'tCIﬂ;W’thh dlsmbugcs the burden equitably.

ANALYSIS: There mUst be . universal rccognmon that all of us will pay for the
system neccessary to- prowdc carc. and trcatment to persons with HIV discase.
Considering -the magnitude of this CpldelC it is rcasonablc to request that the
public and_ private - scctors “sharc this responsibility. In the private scctor
responsibility must be extcnded to group insurcrs, thosc offering individual
coverage, -self-insurers, charities, churches, private loundations, and volunteers.
For example, health insurers should not be allowed to use HIV testing to determine
health insurance eligibility until such time as there is a satisfactory mecans to
provide adequate health insurance covcrage for persons with HIV infection. To do
otherwise would further shift hcalth carc costs associated with HIV disease onto
the public sector. Meanwhile, foundations and volunteer efforts should be directed
toward improving community capacity to provide support services. In the public
sector Medicare, Medi-Cal, and public hecalth programs must assume their share of
the financial burden. Methods to do this include promoting those services which
keep HIV infected persons out of hospitals and developing more cost effective
health financing mechanisms.

RECOMMENDATION 58A: The Directors ol the California Department of Insurance
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coverage for persons with HIV infection. Until this issue is resolved, HIV testing
for the purpose of determine cligibility for health insurance should be prohibited.

RECOMMENDATION 58B: The state should continue to take advantage of Medicaid
waivers; assess and support cost-cffective mcthods of outpatient care such as case
management, and RAS; develop and support foster care for HIV infected children;
subsidize day care for infected children and adults; and promote innovative
programs such as the Health Insurance Premium Payment Program.

RECOMMENDATION 58C: Provide assistance to agencies using volunteers to

expand their capacity to recruit, train, and rctain volunteers. .

RECOMMENDATION 58D: Privatc insurers and foundationsjsﬁ:;)ull‘ciifbc encouraged to
reimburse for case management scrvices for Persons \\v’ith{.,-A'IpSi (PWA)/Persons With
AIDS Related Conditions (PWARC). -

5

PROBLEM STATEMENT: Somc cmployers or in§ui‘2:ys"'have tried to avoid the costs
associated with HIV related illnesses by cxcluding-those illnesses from self-insured
employee health plans or insurance policics. . ™, 2

3 ;

ANALYSIS: About 90% of Californians with health snsurance have group health
insurance or group provided sclf-insUrqﬁcc.ﬁ UniohsT arc another important sources
of group hcalth coverage, especially ifi_*»i_nd‘ustarics dominated by small employers.
Other group plans are provided through _churches,;. fraternal or professional
organizations, or other groups. o

California and othcrrstd;cs"”typicnlly rcquire that certain benefits are included in
health insurance policies. Some employcr provided health plans avoid state control
by using Multiple Employer Trusts to.insurc California workers. If delivery of the
group master policy occurs outsidc of California, California does not apply most of
its insurance regulations, thus allowing the cmployer to look for a state with lax
regulations.

(CDOI) and CDHS should convenc a working group with the insurance industry to
develop and implement a solution that will provide adequate health insurance
59
|

California requires that group master insurance policics delivered in California
provide "take over or replacecmcent” coverage on group policies. If an insured group
changes insurance carriers, the ncew carricr is required to insure every member
covered under the old carrier’s group without a necw underwriting or "pre-cxisting
condition” exclusion. If small cmployers usc Multiple Employer Trusts based in
states that do not rcquirc "take over" coverage, thec new insurcr can underwrite
the existing group members and rcfuse to insurc those with pre-existing illnesses.
If an employee of a small employer who insures its ecmployees through a Multiple
Employer Trust contracts an cxpcnsive and long term illness, the premium increases
to the employer can be cnormous. As a rcsult, the employer may feel forced
cither to change insurers or to discontinuc hcalth insurance for all its employees.

Employers can also avoid most state rcgulation through self-insurance as a result
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of the Federal Employee Retirement Sccurity Act of 1974 (ERISA) which preempts
the application of much state law. The federal government currently exercises
almost no regulatory power over the provisions of these self-insured health plans.

Many employers who provide self-insured health plans limit their own risk through
"stop loss" or "excess covcrage." States are allowed to regulate insurers who
provide "stop loss" or "excess coverage” to sclf-insuring employers.

RECOMMENDATION 59A: The policy of the CDOI to rcquire gencral insurance
plans regulated by the state to cover HIV related illnesses, should be reinforced by
legislation.

RECOMMENDATION 59B: Legislation should be adopted to reqmre health care
service plans regulated by the California Department of Corporatnons to cover HIV
related illnesses. Ay

:,?;?' ,—“s t1"’«1.
RECOMMENDATION 59C: California should aniénd its* hcalth msurance statutes to
prevent out-of-state Multiple Employer Trusts from cvadmg statc rcgulatlon with

respect to covercd employees in California.

e S

RECOMMENDATION 59D: California shou1d>poti-qutomd'tié‘ally apply its "takeover"
requirements to out-of statc Multiple Employer Trusts:”~ This problem requires
careful study to avoid substantially rcducmg the- prcv’xlcncc of employer provided
health insurance in small busincsses. = .\

kS
%,

RECOMMENDATION 59E: The Ano’rnév General.should study possible legal action
against employers who usc Multiple iEmploycr' '_Ir(ists or self-insurance to
discriminate against emplovccs mth HIV dlSC’lSC 7

60. PROBLEM STATE_MENT: So_mc ‘crmplo'yccsr arc not eligible for continuation of
insurance coverage - under the “Consolidated Omnibus Budget Reconciliation Act
(COBRA) of 1986. Tl VA W

ANALYSIS: ~The federal COBRA rcquircs cmploycrs with more than 20 employees
who provide cmployee health plans to offcr 18 months of "continuation coverage"
for almost all employees who have lost their jobs. Under COBRA, the former
employees can continue their earlicr health coverage for a monthly payment of not
more than 102% of the total cost (including both the employer’s and the employee’s
contributions) for similar cmployces. Employces working for companies which
employ fewer than 20 people arc not covered by COBRA.

RECOMMENDATION 60: California should adopt its own "mini-COBRA" to require
employers with fewer than 20 employccs to provide continuation coverage on the
same terms as COBRA.

The Continuum of Care

61. PROBLEM STATEMENT: Morc primary carc physicians must be involved in
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62.

managing the care of patients with HIV discase.

ANALYSIS: The magnitudc of the HIV epidemic necessitates that primary care
physicians such as general intcrnists, obstetrician/gynecologists, and pediatricians
become involved in the ongoing management of persons infected with HIV. The
number of primary carc physicians, their geographic distribution, and experience in
primary care management make them well suited to take on the care of persons
infected with HIV. Recruiting primary care physicians to take on the care of
persons with HIV disease will require more sophisticated training than has
generally been available and there must be an assurance that primary care
physicians will have accessibility to specialists when nceded. Additionally, there
will need to be recognition by third party payers that the typical AIDS patient
visit is more complex than most officc visits and thc paticnt rcqu1res close medical
management as well as social and psychological support. v

,—'
RECOMMENDATION 61: Develop strategies to expand the number of primary care
providers at the local level willing to provide dnonostxc and follow -up services to
persons with HIV disease. yd 3‘ N %,

- ¥ ) %
# P :,*
;’ s 9

PROBLEM STATEMENT: A comprchcnswc contmuum of eare mcetmg the nceds of
persons who are asymptomatic to those in Sthe™ tcrmmal 'stages of 'AIDS is not
adequately available in many rcgions of Caleorma v

#

Y

P

ANALYSIS: Persons infccted wirh HIV necd acccss to a variety of health,
psychosocial, and practical support SCI’\’]CCS that var\' as .the individual progresses
through the spectrum of discase. Local communmcs 'md regional centers of care
need to dcvelop: prcvcntxon follow- up ccntcrs out patxcnt care, mental health
services, pharmaceutical sérvices. ancnlhry thCl’lelCS (occupatlonal therapy, physical
therapy, respiratory . therapy; ctc) nutritional services, community-bascd care,
substance abuse trc"ttmcnt services, rcsidcntial living options, transportation, day
care, respite care, skilled nursing Mcﬂmes “intermediate care facilities, acute in-
patient care, hospxce and pastoml Care,

Three gundmg prmcmlcs for thc dcvclopmcnt of a comprchensive continuum of care
are: :

1. To the greatest extent possible deliver care in the community and out-patient

basis rather than in hospitals to make it as humane and cost-effective as
possible.

2. Provide treatment and support scrvices utilizing a multidisciplinary team
approach.

3. Perform planning on a county and regional basis to ensure the availability of

optimal carc and equitable distribution of AIDS cases among medical facilities
and providers.

RECOMMENDATION 62A: Study older adult services modes such as day care for
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their applicability to pcrsons with HIV disease and make rccommendations for
implementation of services using this model as warranted.

RECOMMENDATION 62B: Examine the need to license hospice programs, hospice
facilities, and residential facilitics in order to promote optimal care and flexible
reimbursement policies.

RECOMMENDATION 62C: For HIV infected individuals with little or no income,
promote access to existing housing, the development of new housing, and stabilize
support for existing emergency housing services.

RECOMMENDATION 62D: Facilitate the development of services, especially in long
term care, by the decvelopment of an incentive program to f'lCl]IthS initiating or
expanding services to persons with AIDS. P

RECOMMENDATION 62E: The public and private sectors should develop community
capacity to provide hcalth insurancc/[inancial counsclmg, moncy mamgcment and
protective services to persons with HIV disease. A7 L

i v
= A

Drug Therapy

63. PROBLEM STATEMENT: Therc should be avaxlab}c Fundmg for appropriate drug
treatment. \ :

.,

ANALYSIS: Many of the promxsnng trcqtments for HIV infection are ncw and
frequently very expensive. Often thcse expensive treatmcnts offer some of the
only current hope for prolonging and improving the lives of persons with HIV
disease. Many Californians covered by private health insurance or emplover self-
insured plans have very limited drug coverage or nonc at all.

A variety of pharmaceutical .interventions and experimental therapies are currently
undergoing investigational trials. Until these drugs arc approved by the FDA, the
cost of these drugs is bornc by private pharmaceutical companies. Hospitalizations
associated with. the administration of experimental medications or therapies to
monitor for complications arc not rcimbursed by the drug company or third party
payers. -

RECOMMENDATION 63A: Encourage private insurers and self-insuring employers
to cover the cost-of medications used in the treatment of AIDS even if their
programs do not usually reimburse for the cost of medications.

RECOMMENDATION 63B: Study mechanisms to [inance the administration of
investigational or experimental therapies to HIV infected children and adults.

64. PROBLEM STATEMENT: California may neced more hcalth care facilities and/or
beds availability to mecct the long term nceds of non-acute care of HIV infected
persons.

= 4§ =
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ANALYSIS: California, like most of the country, has an overall surplus of acute
care hospital beds. It is not yct clear whether the HIV cpidemic will require any
additional acute care beds. Most likely, additional acute care beds will be
necessary in some areas but not in most. The HIV epidemic necessitates additional
beds in skilled nursing facilitics, intermediate care facilities, and hospices,
particularly as the incidence of HIV related illness spreads to people with limited
support structures, such as intravenous drug users.

RECOMMENDATION 64: The Officec of Statewide Health Planning and Development
and CDHS should study whcther the HIV epidemic will require more acute and non-
acute care hospital beds during the next ten years.
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SECTION XI
Health Care Workers
Introduction

There is a need to train a broad range of health care workers to respond to the AIDS
epidemic. Nursing assistants, homcmakers, nurses, social workers, mental health
providers, health educators, physicians, and dentists, are just a few of the health care
workers who need more training in ordcr to effectively rcspond to the HIV epidemic.
Many health care workers are afraid of caring for people with AIDS because they are
not sufficiently educated. Others are overwhelmed with caring for seriously ill and dying
people. Training necds encompass a wide scope and include: inchfiqn control, the
management of persons infected with HIV disease, the psychological,.bir?dén of caring for
these patients, and legal issues. /;" <

b *

. . .S N

While professional organizations, colleges, universities, V‘ocatnioga‘vl_,fprogrgm's, and employers
have an obligation to incorporatc HIV disecase specific t,tr‘hifxiing in thgir‘-programs; the
state should for a short period of time, facilitate health care worker training regarding
HIV disease to assist with the immediatc education,”training, r,qcruitmentt\‘x;mid} retention
issues facing health care workers in the AIDS field. % N . N

™, h & >
\ S, ;

Recommendations e N,
ST -

65. PROBLEM STATEMENT: There ht;‘s. 'E;ccgfinagequ‘:‘itg lré‘dr_ucation and training of
health care workers who may bc cxposed to potentially .infectious body fluids on
the job. Yo% 4 "~

4
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ANALYSIS: Hecalth care workers, including ‘non-professional job classifications and
housekeeping stal’f@.—c’ontinuc to n’ggd training regarding universal infection control
practices. This is“truc. for -personnel who' work in acutc carc hospitals, skilled
nursing facilities, private” mcdical "and’ dental offices, clinical laboratories,
ambulance .personnel and firc dcpartment first responders. Training should take
into consideration regulations drafted by OSHA and Cal-OSHA regarding prevention
of blood “borne pathogens in' the workplace. These draft regulations define
pcrforr_na"ncc standards for protective clothing and equipment, medical surveillance,
training, and record keceping. Employees should receive training prior to their
beginning work in an arca in which they may be exposed to body fluids and it
should be offered on a pcriodic basis.

7 " 1 ¥

RECOMMENDATION 65A: Agcncics employing health care workers should adopt
and implement policies, proccdurcs, and training to protect workers on the job.
CDC guidelines and regulations promulgated by OSHA and Cal-OSHA should be used
as guides in the development of thesc.

66. PROBLEM STATEMENT: Many hcalth care providers have inadequate knowledge
and clinical expertise to sufficicntly care and treat patients with AIDS and HIV
disease.
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ANALYSIS: Health care providers nced specific HIV disease rclated training to
enable them to effectively trcat and care for persons infected with HIV. Health
care providers should be capable of taking medical histories that include relevant
information about drug use and sexual behavior. They should be able to recognize
the signs and symptoms of HIV discase so that it can be diagnosed as early as
possible. They also nced to be able to counsel patients about risk reduction and
be knowledgeable of community resources.

RECOMMENDATION 66A: A clinical hotline which has the capability of providing
consultation regarding medical and mental health trcatment of HIV infected
patients as well as the availability of clinical trials should be developed

},‘;5.

AN
RECOMMENDATION 66B: A physician mentor program shoulcl,b’ié developed in rural
areas to facilitate the training of physicians.

& b Y
P AN
-

PROBLEM STATEMENT: There are not enoug‘}i hc:}lt“}i,c:i_re providers trained to
deal with the special emotional and physical needs o,f.f'thp’sé with Hly dj\sease.

rFd

ANALYSIS: Professional and non-profcssiona[,.,ci’z’zﬂssi;fﬁicati9ns of health, care workers

need to be encouraged to work with persons Cv,{th‘/}&ID§‘:.'a'h{§31HIV related conditions.
Increasing the pool of workers to provide care “to peoplewith HIV disease requires
a multi-dimensional stratcgy. Whilc{;t}{e crcatié"n‘ of#Tinancial incentives will be
reliant upon employers, the statc cah assist recruitment, cfforts through promoting

training and funding the dcvelopment™of “educational ‘materials for health care

workers. WY H"‘A-\ . NS

RECOMMENDATION 67A: Basic curglculzi:,,m allsiecdical and health profession
education programs should”be, modified to-ensurc adequate HIV disease training
regarding prcvcnt_ioh,,A,f‘aiagno:sis,_wgrcatmcn't, psycho-social issues, and infection

control practices. 7~ N4 LA
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RECOMMEND"ATIO’N>678: "fThc st:;i'tc_p;‘rofcssional licensure exams for health care
workers should-incorporate qucstions about AIDS and HIV infection.

RECOMMENDATION 67C: “All state health care worker licensure boards should
require licensed health care profcssionals to obtain a minimum of three continuing
education units in the area of HIV disease as a condition of re-licensure. These
units should not be interpreted to be additional continuing education units beyond
that which is already required. This condition of renewal for licensure should
automatically relinquish thrce years [rom implementation.

RECOMMENDATION 67D: The state should work with professional organizations
and schools which train health care workers to provide low cost or no cost
training to health care workers to address prevention strategies, infection control,
care of HIV infected individuals, psychosocial issues, lcgal issucs, ctc.

RECOMMENDATION 67E: Educational materials, curricula, and training programs
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specifically targcted at non-proflessional health carc workers such as nursing
assistants and In-Home-Supportive Service Workers should be developed.

68. PROBLEM STATEMENT : Hecalth care workers in thc AIDS field are experiencing
burnout.

ANALYSIS: As the HIV epidemic progresses, health care workers in the field are
experiencing psychological trauma. Dcaling with seriously ill and dying people on a
daily basis, and an extremely intensc work load allows no opportunity for recovery
and increasing disenchantment with their work. To prevent these highly skilled
and valuable health carc workers from leaving the ficld, measures must be
instituted at the workplacc and with educational institutions training health care
workers. PN
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RECOMMENDATION 68: Employers should institute progg,a'fns —»:;_8 prevent burnout

among their staff who are working in the field of!HISJ{_,s,xon"—h,_g proactive and

continuing basis. A N
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SECTION X1I
HEALTH AND WELFARE AGENCY
DEPARTMENT OF HEALTH SERVICES
1. OFFICE OF AIDS

In response to the public health crisis created by the AIDS epidemic, CDHS
established California’s AIDS program in July 1985. Initially the program was
administered within the Infectious Discase Branch but in March 1987 the program
was organizationally designated as an Office, reflecting the rapid growth and high
profile of the program. Fa

- %
~ "

The primary goal of OA is to dcvelop strategies and imﬁilcm’(’:nt programs for
epidemiologic surveillance, cducation and prevention,;,-c-"”tcwsting,’“’ziand counseling,
supportive carc and trcatment, and rcsearch as public_,,\[iqglth fngasiues designed to
control the spread of HIV. State funding for OA‘aEti;\"itics has’“-grd'w‘n from $15.5
million allocated in FY 1985-86 to $79.6 million”in"FY 1988-89.» Federal funds
appropriated in FY 1988-89 total approximately $18.4 millio,p. N
Programmatic activitics within OA arc conducted ~by the following sections and
units: Education and Prevention Un{it,_Prcventi'vg_: chf’iccs Section, Epidemiologic
and Rescarch Section, Pilot Carc L}ni},""Mcdi-Cal1=-\)’a'i"v,_cr Unit, and the Training
Unit. Each of these is described in more¢ d»g:tviiil,vpclow’;-\.&

T '—;171 ;.“
tion Unit. =

Education and Preven

; BN i L # "
/ ) Y + -

Goals and Objectives .~

The Education and Prevention” Unit is’ charged with devcloping programs and
strategies which will: 1) change attitudes and modify bchavior in order to
decrease transmission of HIV; 2) train those who may have contact with HIV
infected ‘persons. to protect themsclves from an occupational exposure and to deal
with HIV infected persons in a compassionate manner; 3) decrease anxiety about
HIV discase and misconccptions about transmission; 4) crcatc a network among
state, county, community based organizations, and others to facilitate dissemination
of successful education intcrventions; and 5) provide training to OA education and
prevention contractors regarding cducational strategics directed toward knowledge,
attitude and behavior change, community organization, and cvaluation mcthodology.

Progress

Funding for AIDS education and prevention activitics has increased dramatically in
California from $432,000 in FY 1983-84 to $16,328,000 in FY 1988-89. AIDS
education activities are conducted through a statewide AIDS education and
prevention contracting program with county health departments, community-based
organizations, and state agencics.  Contractors develop and implement a variety of
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educational interventions which arc conducted at thc local level. The number of
OA education and prevention contractors has leaped from 15 to 158 over the past
5 years. Approximately 73% ol contractors are community based orgamzatlons 24%
are county or city health dcpartments, and the remaining 3% are state agencies or
universities.

In addition to local programing, thec state provides [unding for telephone hotlines
in Northern and Southern California, a two year statewide AIDS education media
campaign, a educational materials clearinghouse, a Minority AIDS Resource
Development and Prevention Center (MARDPC), and an evaluation of the
effectivencss of AIDS education and prevention programs conducted by OA
contractors.

The media campaign runs [rom March 1988 to January 1990 ATt includes the
production of television, radio, and print materials which are dlstnbutcd through
local AIDS cducation coalitions at thc community lcvcl ;Thc ‘media campaign
targets scxually active men and women, teenagers and their., p"trcnts and such
special populations as migrants, runaways, prostltutcs IVDUs and™the homeless.
Campaign materials arc targeted for rclcase in threc”waves: October 1988, Spring
1989, and October 1989. To cnhance the effectiveness -of the campaign, mecdia
events are being provided in conjunction with local cducatxonal activities conducted
by OA contractors. o

The clearinghouse serves as a nmtcrxals rcsourcc ccntcr for OA contractors and
health care providers in California." It pubhshcs a qu"trtcrly newsletter describing
educational materials, devclops ncw materials, and publnshcs a biannual newsletter
providing a synopsis of AIDS cxpcrlmcnml druo tna]s )

The MARDPC is chargcd vuth dcvclopmg lcadcrship among ethnic minority
communities and agencics. MARDPC provides training for community leaders, is
involved in building coalmons and prowdes tecchnical assistance and support to
community bascd minority pl‘O_]CCtS

The URSA Institute has conducted a yearly statewide evaluation of AIDS
education “and prevention contractors since 1986. The ecvaluation is used to
identify areas in need of improvement as well as identifying those components
which Aarrc successful and which should be expanded.

Preventive Services Section

The Preventive Services Scction is comprised of three units. These are the HIV
Testing Unit, Preventive Ficld Opcrations Unit, and Prcvention and Follow-up Unit.
Programmatic activities arc directed towards epidemiologic surveillance, oversight
of local assistance Block Grant funded activities, anonymous and confidential HIV
antibody testing, education and information related to testing, support for
asymptomatic HIV infected individuals, and distribution of AZT.

HIV Testing Unit
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The ATS program, Confidential Testing program, HIV Counselor Training program,
AZT Drug program, and the Alcohol and Drug Counsclor program arc all
administered by the HIV Testing Unit.

ATS Program

The ATS program was established by the Legislaturc shortly after March of 1985
out of concern for the integrity of the state’s blood supply. It was believed that
many people would donate blood as a means of ascertaining their antibody status.
To safe guard against this, the ATS program was implemented to provide voluntary
anonymous testing and education services at no charge.

oy
#
S

Through the ATS, individuals participate in a pre-test egiu"éa,,tidn session that
provides basic information about HIV disease. Those who.decide to take the test
return in approximately two wceks for their test rcsults‘,,:{nq\a post-test education
session. In this session the goal is to explain the in,diﬂ/‘iadu'ials"‘-vt_csi‘xxrcsult in terms
of his/her health, future behavior, and to refer the“person to appropriate medical
or psychosocial support resources. v

To ensure that persons who cngage in high{'rj_sk? ‘vctiyvit'iqu%"arc aware of the ATS
program, an ATS Education and Outrcach Campaign” was initiated in 1986. The
goal of the campaign is to provide information about,the ATS program services to

high risk populations without cncouragi‘n‘g'lqw risk“p_op[’jlgtions to become concerned
and seek services at the ATS. An evaloation.of thc ATS system is also currently

underway. The evaluation sccks to, assess~the~quality of services provided and
administrative/management performance. ®
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Confidential Tcstingifragmﬁ?‘u

The Confidential Testing program pfoyidcs HIV risk assessment, education, and HIV
antibody testing through’ facilitics. providing health care services such as family
planning clinics; maternal and child health clinics, rural health primary care clinics,
drug and alcohol rehabilitation programs, STD clinics, and other county and
community based organization programs. The testing component of the program
differs from anonymous testing in that testing requircs written consent so the test
result can be linked to an individual through their namc.

Alcohol and Drug Counsclor Program

In 1988, OA was funded by CDC to place HIV counsclors in county alcohol and
drug treatment programs. Nine counties are to reccive funding to hire counselors
to provide HIV disease education including pre-counsecling, referral for the HIV
test, and post-test counseling. The program is anticipated to facilitate HIV
antibody testing of high risk individuals.

HIV Counsclor Training Program



DRAFT - Fﬁﬁ{ m%%lON ONLY

NOT FOR REPRODUCTION OR DISTRIBUTION opis 1

The training component of the HIV Testing Program began as a response to the
need to prepare counsclors to provide education and information to persons
seeking anonymous testing. All ATS and confidential testing program counselors
are required to be certified. This measure was adopted to achicve standardization
and to maintain quality assurance. As of December 1988, approximately 800 1
individuals have been certified as HIV Test Counselors. To maintain the \
availability of high quality HIV counscling, a refresher course and on-site ‘
evaluation of counselors is becing implemented. i

AZT Drug Program

In August 1987, the federal government awarded funding to California on a one-
time-only basis to provide AZT to low income persons with AIDS“and ARC. Funds
are disbursed to eligible pcrsons through county and cxty,.health departments.
Persons eligible for the program must mect income eligibility’ gmdclmes and cannot
receive Dbenefits from Medi-Cal, third party payers, ,,_01" other local assistance
programs. However, persons enrolled in health msurance plans which do not
include medications as a benefit and who mecet othcr chg:bxlxty crltcrla may enroll
in the program. AZT funds may also be used to covcr -insurance co- paymcnts

Preventive Field Operations Unit f W

The Preventive Ficld Operations Unit was designcd" to mecect the AIDS field
surveillance nceds of the statc. Fxcld st'aff are 3551gncd to six surveillance areas
in the state where they act as progmm contacts to the hcalth care community.

Local health jurisdictions arc qllocqtcd Block Grant fundmg based upon population
and reported AIDS cases.  Forty-ninc, countxcs <receive funding to conduct
epidemiologic survcxllancc “test linked cducat:on and other AIDS related activities.
Contract counties receive asmsmncc through a Memorandum of Agreement with the
R&CH Division. Addmomllv thc cmcs of Berkeley, Long Beach, and Pasadena are
funded. W Y -

Local health jurisdictions arc rcquired to submit yearly plans specifying how funds
will be dirccted towards active casc surveillance, HIV testing and test linked
mformat]on programs, and local AIDS service needs. This latter category allows
local health jurisdictions to direct funding toward community planning and other

local priorities.

Field staff also help local hecalth jurisdictions to: implement criteria based testing
programs within “targeted spccialty clinics, jails, and drug treatment facilities;
provide HIV counselor training; and assist in the establishment of voluntary partner
notification programs. A f[inal arca in which ficld stalf are responsible is the
establishment of HIV discasc prevention cducation and confidential HIV testing in
all county STD clinics.

AIDS Prevention and Follow-Up Center Unit

The APFC was developed to address the long recognized need for additional
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support and intervention for HIV infected asymptomatic individuals. The goals of
the program are to prcvent HIV transmission by pecrsons who know they are
seropositive, to detect early signs of clinical disease, and to prevent the onsct of
opportunistic infections or immunosuppression for as long as possible.

APFC provide medical screening, cvaluation, referral, intensive risk reduction and
behavior change education, and social/emotional support to asymptomatic
seropositive individuals. The ecducation component of the APFC is designed to
influence risk causing drug use and scxual behaviors of HIV positive individuals.

In FY 1988-89, two APFC were funded on a pilot basis in the local health
jurisdictions of the City of Long Beach and Santa Clara County. The pilot
projects were established to dcevelop protocols, dctermine the feasibility of such
centers, and to cxaminc thc cost effcctiveness of the program. During 1989 an
additional six APFCs will be funded. r i d

Goals and Objectives e ,

F Ay ey >
The goals of the Epidemiologic Rescarch and Statistics”Section are to-achieve an
improved understanding of the lactors influencing HIV transmission; to have up-to-
date information on the levels and progress of HIV infcction in the state’s affected
populations; and to track, analyzc ::ind'“pr_gjcct m"ogbi‘dj‘ty and mortality data for
purposes of resource allocation, plaﬁniﬁ'g,__ahd evaluation. Programmatic activities
within the unit arc conducted through ‘thc>AIDS.Casc:Registry, the Epidemiologic
Studies Program, and thc Policy and Development Unit,

N b 3

AIDS Casc Registry

The AIDS Case Registry has primary responsibility for maintaining a confidential
record of all AIDS- cases reported in California.  The Registry maintains a
complete, accurate, and_rup-fto-datc database of AIDS casc information; conducts
detailed analyses of case data; and disseminates information through a monthly
newsletter.

Epidcmiologic Studics

Through a. multidisciplinary approach that incorporates bchavioral and applied
epidemiologic methodologics, the Rescarch and Statistics Unit in collaboration with
others is actively involved in studies to determine HIV disease prevalence,

incidence, and trends.

Institution Based HIV Seroprevalence Studies

In the spring of 1988 OA collaborated with the California Department of
Corrections (CDOC) to test scra for HIV infection from persons entering the
correctional system. Ovcrall scroprevalence among this population  was
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approximately 3%. Further discussion of this study is discussed in the report, HIV
Seroprevalence Among Prisoncrs Entering the California Correctional System. 14

A similar study to the corrections study is being coordinated with the CDMH.
Additionally, a study of hospital emergency room and trauma center admissions is
planned for FY 1988-89.

Clinic Based Seroprevalencc Studies

In FY 1988-89, OA funded 12 countics to conduct clinic based seroprevalence
studies outside of Los Angcles and the Bay Arca. This study will provide
invaluable information regarding the incidence and prevalence of HIV infection by
age, race/cthnicity, gcographic rcgion and sex. The study is anticipated to span a
5 year period.

Population Based HIV Seroprcvalence Studics VS

- g s 3 ,

Population based studies provide epidemiologic .-data’ on the incidence and
prevalence of HIV infection in spccilic populanons Two such studies were
funded by the OA in FY 1987-88. In onc study, serologic and risk factor data
were collected from IV drug users in trecatment. The other study is ongoing and is
examining risk factors among multiple-partner hetcrose\ual females.

,»
W,

Studies currently underway, includc ~a populzmon based study of HIV
seroprevalence among women of Chlld bcarmg age ‘through a large scale blinded
testing of nconatal blood specimens routmcly collected for genectic discase
screening. Data generated through thlS study ml be used to identify high risk
geographic arcas as well as hxgh rxsk groups S

Knowledge, Attitude and Bchavior Asscssmcnt

A housechold telephone survey to asscss knowledge, attitudes, and behaviors
related to AIDS among approximatcly California adults was conducted during the
fall of 1987. --A follow-up tclephonc survey was conducted in October 1988 to
obtain information speccifically from rccreational drug users. Obtaining a greater
number of drug using survey respondents will allow additional analysis of IVDUs
and assist the development of a profilc of the knowledge, attitudes, and behaviors
of the 1V drug using and nccdlc sharing population.

Pilot Care Project Unit.
Goals and Objectives
The goal of the Pilot Care Project Unit is to assurc a continuum of home and
community based care for PWAs and PWARCs in California that is comprehensive,

cost effective, humane, and of high quality.

Case Management/Pilot Carc Projeccts
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The Pilot Care Project Unit was established in 1986 to fund pilot projects to
demonstrate the value of non-institutional health care services such as home health
care, attendant care, and hospice care in controlling costs and providing humane
care to PWAs/PWARCs. An cvaluation of the pilot care projects suggests that by
maintaining PWAs at homc with comprchensive case managed health and social
support systems, the utilization of acutc care hospital days can be reduced.
Through the Pilot Carc program, community based casc management services are
provided to approximately 1,400 PWA/PWARCs through 26 projects in 31 counties.
There are no age or financial cligibility criteria for participation in Pilot Care

projects.

Residential AIDS Shelters AN
e

With the passage of AB 4448 Chapter 1526, Statutcs of 1 88,-4:1&5 Code, CDHS
was authorized to contract with up to 20 pilot proicctifsyate,yidc to provide
housing and food for homcless PWA/PWARCs thr’oughf,}SQPSf The RAS will provide
PWA/PWARCs with temporary or long-tcrm housingy basic services such as kitchen
and laundry facilities, and arc staffed with a 247hout house manager: They will
provide a clean, safe, and hcalthy environmcpt’in”whic}},r‘csidents inay"‘ircceive in
home medical, social, or mental health services. N, yd P N

An evaluation process is to bec conducted é"oxncﬁrréin},f’to the pilot projects to
analyze specific shelter necds of _PWAs/PWARCs ;ﬁnd develop a profile of
individuals utilizing this type of rac\iliQrf"m;_\_dditiori‘ally“d\ata will be collected which
will assist CDHS to determine whetherilicensing or regulation of these facilities is
necessary. VNN \x‘
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~Medi-Cal Waiver:Program-.~

- L 3 v,

The Medi-Cal AIDS Waiver "p,ri‘).g[am }"i_s ‘a threc-ycar pilot authorized by the
Federal Health Care Financing Administration (HCFA) under Section 1915 (c) of the
Social Sccurity Act and, ‘therefore, provides financing for one-half of the waiver
program costs.” The program authority“provides some discretion to states to select
the specific services to be provided under a waiver, as long as such services are

cost g:ffeg:tivc.

The waiver will serve a maximum of 788 unduplicated recipients the first year
(1989), 963 the sccond year (1990), and 1,138 the third year (1991). The program
will provide home and community based services (HCBS) to Mecdi-Cal eligible PWA
or PWARC who meet specific cligibility criteria. . The scrvices provided under this
program will be provided in licu of institutionalization and are provided in addition
to any other home health services already available under the regular Medi-Cal
program. Waiver services to bc provided by contract waiver agencies are: case
managemecnt, skilled nursing, psychosocial counseling, attendant care, homemaker
services, minor home adaptations, and a foster child supplemental payment.

Training Unit
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The Training Unit was recently established within OA. The goal of the unit is to
develop and implement training programs for a variety of audiences. The Training
Unit will provide both technical assistance and direct service to public and private
organizations and will targct state, county, and city government agencies as well
as the private sector. Standardized training models and evaluation guidelines will
be developed by the unit.

2. FAMILY HEALTH DIVISION
California Children Services Program

CCS is a joint state-county program which provides diagnostic, medical treatment,
and rehabilitation services to children with physically handicapping: conditions ages
birth to 21 who meet medical, financial, and residential eligib'i_l,jtil requirements.
Services are provided through county health departments, h,,os”pitals, special centers,
physicians, and other health care disciplines. /oA N\

. bV
L N p

- = Y

As a discase of the immunc system, AIDS has bcc}n"”i:ot”vféred bythe*CCS program
since it was identificd; however, asymptomatic HIV .infections have only recently
become a covered condition. The CCS ;,«p'rogfan1 received al""a‘_$1".71 million
augmentation from the Legislature in FY 1987-88 to implement the HIV Children
Program. Through this ncw program component CCS provides diagnostic testing
and follow-up services to children who arc cither.at risk of HIV infection and/or
who are HIV antibody positive. k~

Y

In the area of professional cducation:;;,‘C'CS—‘is.,r\NSrki_ng‘w;ith' the American Academy
of Pediatrics to develop guidelines for physicians dirccted at determining medical
indications for HIV testing in children and.information guidelines to be imparted to
parents or adolescents’ when HIV angiqui' testing is indicated or requested.
Additionally, apprdximétcly 80 "county and state CCS professional staff will be
trained during FY 1988-89. VTh'c training program will concentrate on pediatric HIV
infections, management, and -support ~systems for pediatric patients and their

families, confidentiality issucs, and provide oricntation to the CCS HIV Children
Program. ' ’

Office of Family Planning

The Office of Family Planning (OFP) provides funding for clinical services
relating to .contraception, sterilization, infertility, and education by contracting
with 157 public and non-profit agencics scrving low income scxually active men and
women. OFP services arc provided to 472,000 individuals annually, over 98% are
women aged 135 to 44 ycars old.

In January 1988, OA provided funding to the OFP to implement HIV antibody
testing and counseling through 10 of its 157 family planning service contractors on
a pilot basis. As of January 31, 1989, results of 5,347 tests were reported. of
these, 123 (2.3%) were HIV antibody positive. Of the positive test results, 108
were among males. In FY 1988-89, funding for HIV antibody testing and
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counseling through OFP was incrcased and currently 156 sites provide confidential
testing.

Maternal and Child Health Branch

MCH develops, implements and maintains programs which reduce and prevent
maternal, infant and childhood morbidity and mortality. Economically
disadvantaged women aged 15 to 44 ycars old and children under age 21 year are
the primary targets for MCH program activities. ~Through a system of 200
contractors, MCH administcrs programs which provide comprehensive perinatal
care for low-income women, casc management services for pregnant and parenting
adolescents, high risk infants [ollow-up, perinatal service coordination, and local

-

MCH program coordination. /fe_i*

&

During FY 1988-89 approximatcly 300 maternal and Chlld\ health providers
throughout the state will be trained rcgarding pcrinatal” AIDS It is anticipated
that this comprehensive training project will assist MCH prov;dcrs to implement
effective perinatal AIDS programs at thc local level! Confldcnnal ‘HIV antibody
testing is widely available to MCH contractors who feceive testmg funds through
OFP, R&CH or county health departments. yayd
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3.  RURAL AND COMMUNITY HEALTH DIVISION -~
PRIMARY HEALTH CARE SYSTEMS BRANCH

Sa x
i S
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The Primary Hcalth Care Systems Branch ‘Is._one ol thrce ma jor program areas
within the Rural and Community chlth D1v151on Through the provision of
financial assistance, tcchnml "xssnstancc and- consulmnon public hecalth secrvices
are provided in rural arcas which would ‘otherwise. have little or no access to such
services. Rural and- 00untylhosp1tqls medical providers, primary care clinics,
Native Amecrican chmcs farmworker clinics, and counties with populations of
40,000 or less are targctcd by the anary Hca]th Carc Systems Branch.

Local Health Serv:ces Section

Public' health needs in the rural undcrpopulated counties of  Modoc, Lassen,
Trinity, Glenn, Amador, Calaveras, Mariposa, Sicrra, Alpine, Mono, and San Benito
are coordinated through thc Local Health Services Section (LHSS). In FY 1988-89,
funding was provided to LHSS $40,000 to conduct a nceds and resource assessment
among contract counties and to provide them with tcchnical assistance related to
HIV disease program planning. Major deficits were found in funding, personnel,
and the availability of services. Five of the 11 contract counties arc served by
one public health nursc whose priority is to provide mandated public health
programs for the entire county. Allied scrvices, such as mental health and drug
and alcohol programs have limited staff and funding, and there is a scarcity of
physicians. Health officers in most of these counties serve on a part-time basis.

Based on identified needs, contract countics arc being assisted to deveclop a local
AIDS task force and a county HIV discase plan. Key activities to be included in
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local HIV diseasc plans arc coordination of HIV discasc education and prevention
services, strengthening the linkages between existing resources, establishment of an
AIDS case reporting system, and the implementation of confidential HIV antibody
test programs.

Primary Care Clinics and Indian Health Program

The clinic programs within the Primary Hcalth Care Systems Branch are involved in
a number of HIV discase prevention activities. Funding has been allocated to the
Rural and Community Health Division to fund pilot confidential HIV antibody
testing programs in primary hcalth clinics. As of Fcbruary 1989, 37 Rural and
Community Health Clinics had been approved as testing sites. These clinics
include rural, urban, migrant farmworker, and Native Amcrican clinics.

4. PREVENTIVE MEDICAL SERVICES DIVISION / ;‘/

AN
The Preventive Medical Scrvices Division targets . the control of infectious
diseases, chronic diseases, and environmental health shazards. ™ The division 1S
comprised of three branches with speciflic prog;a'r’ngm’tic rcsponsibitlitqigin each of
the above areas. The Infectious Discase Branch”has been involved with AIDS
activities through the Immunization Unit and the STD Scction. N

N, " A 2
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Immunization Unit N
T O\

The Immunization Unit promotcs  the..control of\ vaccine preventable discase
through surveillance activitics, investigation of._ outbreaks, education, and the
provision of vaccine to local_hcalth jﬁurisvdic__t'ioqs. “Through its weekly newsletter,
California _Morbidity, the lnl’cctious}VDisea"scf“"B'ranc"h has notified local health
jurisdictions and m.cdical’”pm\/idcrs ‘about national recommendations for the
immunization of pgréons'infcctk:d‘yy‘ith HIV.. Recommendations were first published
in December 1986 “and rcvised “'reccommendations rcgarding measle/mumps/rubella

were published in April 1988, =

|
|
~._Sexually Transmitted Discase Section

Control of sexually transmitted discascs in California is conducted cooperatively by
federal, state, and local govcrnments in concert with private medical providers. At
the state “level, sexually transmitted discase control is promoted through
surveillance ‘activities, provision of technical consultation and training to local
programs, assignment of STD casc management staff to high incident areas for
partner notification and paticnt counseling.

The STD Control Section intcgrated HIV disease education activities into their
patient counseling activitics beginning in 1985. To further facilitate HIV discase
education activitics among STD clinic populations, local health jurisdictions were
funded by OA to provide cducation and HIV antibody testing services in STD
clinics. This is being aided by the provision of HIV Test Counselor training to
approximately 130 statc STD program staff and 60 local STD clinicians.
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Through a cooperative arrangement with OA, the STD Section is performing
partner notification of scxual partners and necedle sharing partners of HIV
infected persons. Duplication of cffort and expcnsc are avoided Dby this
collaboration as STD program staff perform partner notification activities for HIV
disease as well as other sexually transmitted discases.

5. LABORATORY SERVICES DIVISION

State laboratories involved in HIV discasc related activities are the Viral and
Rickettsial Disease Laboratory, Microbial Discase Laboratory and, Laboratory Field
Services.

Viral and Rickettsial Disease Laboratory EAN

P "

The Viral and Rickettsial Discasc Laboratory (VRDL) has;,phyg’d a major role in
California’s response to thc HIV cpidemic through tb.e" provision of reference
testing, training, quality control activitics, discasc .§ rvcillance;, research, and
policy development. Refecrence testing is providedto: public health laboratories
performing HIV screcning but which do not have the capability-to ‘perform the
confirmatory tests. Through thc provision Jof' confirmatory testing tremendous
support has been provided to anonymous- and confidential testing” programs
conducted at the local level.

Due to federal cutbacks in training,“thc VRDL undcrtook training of public health
microbiologists regarding HIV, viral "t_ccl)ﬁiqqcs, and test interpretation. Their
training provides the nccessary link. flor ‘quality-,_,assﬁrg_n'cc, uniform testing, and
consistent test result interpretation throughout the statc.
Maintaining the availability of quality HIV;tc'sting and test interpretation is critical
to California’s testing’programs, epidemiologic surveillance, early intervention
programs, and for treatmecnt purposcs. Oné means by which this is achieved is
through the evaluation of commecrcial test kits. In 1986, an extensive evaluation of
commercial HIV-antibody test kits was conducted by the VRDL. Due to this study ‘
and work with manufacturers, the quality ol testing was improved not only in
California, but throughout the United States. Anothcr means by which testing

standards are maintained is through collaboration with CDC and other rescarchers

regarding policy development related to licensing of HIV test kits, development of
interpretation standards [or Western Blots, and thc dcvelopment of laboratory

testing profiles to monitor the hcalth status of individuals with HIV infections.

Through these collaborative clforts, California continues to lcad the way toward
development of national standards for uniform and quality testing.

Microbial Diseases Laboratory

The Microbial Discase Laboratory (MDL) performs reference testing, drug
susceptibility testing, training and consultation, quality control activities,
evaluation of testing techniques, development of clinical standards, and research as
related to bacteria, fungi, and parasites. Their involvement in AIDS centers around
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those infectious organisms which particularly affect persons with AIDS or ARC due
to their immunosuppression. Frcquently these organisms present with atypical
growth and biochecmical propcrtics or arc organisms not commonly found in humans.
Culturing techniques may bc labor intensive and requirce specialized techniques not
available in most laboratorics. As a ccntral reference laboratory in the state, MDL
is able to track trends and disseminate findings throughout their network of public
and private laboratories.

MDL is also involved in the evaluation and devclopment of testing techniques.
They are currently cvaluating a fluorescent antibody test for the identification of
the causative agent of Pncumocvstis carinii pnecumonia and are involved in
evaluating new test kits to scrcen [or Treponcma pallidum. The latter involves

utilization of scra from PWAs. FAN
. --’};; F 4 4

Laboratory Field Services j-"“ 4

” \.;

Laboratory Field Services (LFS) provides for ﬂuqllty and cons;stent laboratory
testing statewide through licensurc of clinical /laboratoncs their technical
personnel, and on-site monitoring of quality assur'mcc activities. \These activities
are particularly important as they relate to HIV anubodv,_tcstmg wherc inaccurate
test results can have detrimental mmxflc"mons for thc *public as™ well as the
individual tested. ST

LFS is responsible for approving the pcrformancc of somc laboratory services such
as HIV antibody testing. Liccnsurcito: pcrlorm this “test*involves completion of an
application proccss and a sitc visit. by LFS to" dctcrmmc laboratory proficicncy.
In addition to laboratories, LFS hccnscs and, momtors blood banks, plasmapheresis
centers, blood collectlon stations, and '1pprovcs thosc facilitics which receive and
store tissue and organs “from dccmscd ‘donors. HIV antibody screening procedures |
are one of the factors rcvxcwcd durmo mspcctlons

6. FOOD AND DRUG BRANCH ™ W |

The Food "md Drug Br'lnch (FDB) implcments, directs, and coordinates prevention,
detection, and control activitics to protect thc public against improperly
manufactured, adulterated, misbranded, unsale, or lalscly advertised foods, drugs,
medical devices, hazardous houschold products, cosmctics, and incffective drugs
and medical devices.

California law prohibits the sale and distribution of any new drug unless a new
drug application (NDA) has been approved by the US. Food and Drug
Administration (FDA) or FDB. The NDA must demonstrate that the new drug is
safe and effective when used as dirccted and that it is properly manufactured and
labeled. Investigational New Drug (IND) studics are conducted by product
manufacturers or other sponsors to develop data which will support the approval of
an NDA. The purposc of these laws is to protect the public from cxposure to
drugs which may causc unacceptable adverse cffects or are simply incffective.

- 64 -




sbbaiiiiine 'MAUR' '0°8 1583

NOT FOR REPRODUCTION OR DISTRIBUTION Date

In the spring of 1987, in the facc of mounting criticism that FDA was slow to
approve new AIDS drugs, funding was appropriated to CDHS for new staff to
process and monitor AIDS rclated INDs and NDAs. As of Deccember 31, 1988, nine
IND applications and onc NDA [or AIDS rclated drugs and medical devices had
been reviewed by FDB. Of these, four IND applications were approved and these
studies are currcntly underway.

To date, no AIDS related medical devices have been approved by FDB. Two
applications have been reccived for Home Human Immunodeficiency Virus Test
Kits. If approved, these kits would be available without a prescription and
consist of home specimen collection equipment and a package for mailing the
specimen to a central laboratory [or analysis. Test results and counseling would
be provided to the customer over the tclephone.  The sponsors, .of_ these test kits
have been requested to provide data regarding the adequacyr “and safety of

providing counscling and test results over the telephone. ;/j
AN
7. MEDI-CAL PROGRAM - AN N

5,
AN -7 o *,
# E ”a

Medi-Cal is a state and federally supported \uclfqrc /program that pays for heath
care for needy and low income California rcsxdcms “who do not have thc means to
pay for their medical care. The program s admxmstcrcd at the state level by
CDHS. Eligibility is established locally by county welfare departments for AFDC
and other medically needy pcrsons, and by Social. Sccunty District Offices for the
aged, blind, and disabled. A broad mngc of scrvxccs arc covered by Medi-Cal
including inpatient and outpaticnt scrvices. ~.To bccome a Medi-Cal beneficiary,
individuals must mcect income and other C]lglbll][\’ rcqunrcmcnts

T

Medi-Cal beneficiaries receive - SCF\’ICCS c:thcr l'rom private providers who are
reimbursed on a fce- for -service basis, or throu°h pre-paid health plans. Inpatient
services are only avallablc from contmct hosplmls except in emergency situations.
Hospitals reccive a flat per diem rate for 1np1txcnt care regardless of the patient’s
acuity. While most of Medi-Cal's benefits (acute care, long term care, outpatient
care) are very important to PWA/PWARCS, of particular interest are prescription
drugs, Health Insurance Premium Payment (HIPP) program, and hospice.

Prescription Drugs

The Medi-Cal drug formulary is compriscd of a wide range of prescription |
medications. These medications can be prescribed to Medi-Cal beneficiaries who |
are seen in outpaticnt scttings or skilled nursing facilities without prior |
authorization. Approximately [ive percent of the drugs listed in the formulary ;
have Code One Restrictions. These specify the circumstances under which the |
medication can be prescribed. Prior authorization is required from Medi-Cal in

order for pharmacies to be rcimbursed for medications which are ordered for uses

other than those specified in thc Code Onc Restriction or for medications not

listed in the formulary.

Medications listed in the Mcdi-Cal drug formulary arc updated several times a year.
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New drugs which arc petitioned to be added to the formulary must be FDA
approved and are subject to a review process. Reviewers analyze the medical
justification for adding thc drug, comparing the benefits of the new drug to the
medications currently available through the formulary. Additionally, the financial
impact of adding the new drug is taken into considcration. While investigational
new drugs arc not added to thc formulary, thesc drugs are usually provided by the
manufacturer at no cost to paticnts participating in clinical drug trials.

California was the first state in thc nation to add AZT to its drug formulary.
Additionally, Medi-Cal is rcquired to immecdiately add to the formulary, any drug
approved by the Food and Drug Administration for usc in the treatment of AIDS or
ARC. (Welfare and Institution Code, scction 14105.3)

A
&

There are almost no restrictions on thc mecdications that Medi-Cal beneficiaries
hospitalized for acute carc may rcceive. This places the~-Tesponsibility for cost
containment in thc purview of the hospital as it ig-/rgirrpbijriscd based on a

. ) ‘ - o N\
negotiated per diem rate. ;j,x:g;/ AN
Health Insurance Premium Pa_vmernf"l'f,rd"gram \"-i_x 3
n ) - # P > e }1\1 ‘
A | The HIPP program was established by AB 3328, Chaptery 940, Statutés of 1986.

Under this law, CDHS is pcrmitted to pay orcontinuc.to pay the private health
\ | insurance premiums for Mcdi-Cal cligibles whenever it.is cost effective to do so.
V | PN
Through HIPP, Mcdi-Cal may pay privatc_hcalth insurance premiums for Medi-Cal
eligibles who require high cost mcdiqal‘ﬂzca“rc_uaﬁd@_;!) may.be losing their insurance
: due to loss of employment, 2) may be dropping their-insurance coverage because of
| high premium cost, or 3) may have cntritlemcnr't6"coritinuc group health insurance

through their former employer.

| e A 3

| This program is expected to be of bcncfit:f'o Medi-Cal cligibles with high medical

{ costs who prefer to maintain their privatc hcath insurance coverage, continue with

{ the same medical providers, and who have a specific high cost medical regime.

\ PWAs are expected to be candidates for HIPP because of the cost of their medical
\ care and because PWAs who requirc Mcdi-Cal assistance, may have recently lost or

\ may be losing medical insurance becausce of employment loss.

Hospice

Hospice care bcéamc a Mcdi-Cal benefit January 1, 1988. Benefits are provided in
the same amount, scope, and duration as provided by the Medicare hospice program
and payment rates arc tied to the Mecdicarc program.

Hospice carc utilizes a multidisciplinary approach to meet the unique needs of
terminally ill individuals. Carc is focused on treating the symptoms of a terminal
illness rather than on curative scrvices. Palliative and supportive items and
services directed toward thc physical, psychological, social, and spiritual needs of
the patient/family arc provided. Medical and nursing scrvices are designed to
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maximize the patient’s comfort, alertncss, and indcpendence in order to allow the
patient to reside in his/hcr own home as long as possible. Any Medi-Cal eligible
beneficiary ccrtified by a physician as having a life expectancy of six months or
less may elect to reccive hospice care in licu of normal Medi-Cal coverage for
services related to the terminal condition.

Medi-Cal AIDS Treatment Costs

Medi-Cal estimates that thcir total cost for treatment of patients which AIDS
between August 1982 through March 1988 were $74 million. In FY 1987-88 costs
were approximately $28 million. While Mecdi-Cal payments for patients with AIDS
has risen each year, the rate ol increase has declined. Per person per month costs
have declined roughly onc-third in thc past threec years. The™decline can be
attributed to a number of factors including the fact that tbcja_yc'iragc length of
hospital stay for PWAs has stcadily decreased in the past sc\'?;erq‘I‘ years due to the
movement away from acute hospital carc towards communifyﬁcaséq care. However,
Medi-Cal AID treatment costs arc expccted to more ;th"flrr;,.r’doﬁb__lcl“ig the new two
years. FY 1989-90 Medi-Cal costs arc projected to bg_‘,ﬁ'pﬁrc")ximately’ $60 million.

rd 7
y

As the AIDS epidemic progresses, it appca‘(sf ghzft Medi-Cal will . be*paying a
greater proportion of AIDS related hcalth carc costs. In 1987, approximately 31%
of PWAs werc on Mecdi-Cal at the time of death, By-1992, it is projected that 42%
of PWAs will be on Medi-Cal at the time of deaths

B. ALCOHOL AND DRUG PROGRAMS & o ™
CDADP dirccts and coordinates the'state’s .effort™to ‘prevent and minimize the
adverse effects of alcohol”and drug use in-California. Through a partnership with
California’s 58 countics, CDADP provides scrvices in the areas of alcohol and drug
prevention, identification, carly jhgcrvcn'tioﬁ, treatment, and rehabilitation. During |
FY 1987-88, 141,800 individuals rcccived alcohol recovery services and 120,958
individuals received drug treatment scrvices.

In response .to HIV diseasc, CDADP traincd its 180 cmployces and provided HIV
disease training and ecducational materials to stalf of local alcohol and drug
treatment programs. -Additionally, CDADP funded four pilot AIDS/IVDU projects in
FY 1987-88 to investigate innovative approaches to outreach and treatment for
IVDUs. -These projects include trcatment for IV drug using prostitutes, pregnant
women, and others.  Local funding for HIV discasc prevention and drug treatment
activities totals $9.45 million in FY 1988-89.

CDADP has also increased availability and accessibility to methadone treatment
slots. In addition to incrcasing the number of slots, CDADP revised methadone
licensing regulations to allow for ecmergency increases in capacity and reduced
admission criteria. Since 1986, thc mecthadonc program has grown by approximately
3,000 slots.

AIDS rclated activitics rcgarding alcohol and drug using individuals are
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coordinated with CDHS through a Mcmorandum of Understanding. Areas of

mutual activity includc: drug abusc rchabilitation, HIV antibody testing, training for

professionals, treatment linked cducation, strect outrcach worker training, IVDU

street AIDS education, cducational matcrial development, media campaigns, and

Request for Proposal (RFP) dcvelopment. Through this coopcrative effort, CDADP

and CDHS are sceking to coordinate services to individuals who are infected with

HIV, or are at substantial risk of beccoming infected with HIV as a direct or

indirect outcome of intravenous drug use. An example of this cooperative effort is

the coordination of a $900,000 HIV testing project in nine counties. The purpose

of the project is to contain the spread of HIV by encouraging drug users to be |

tested and by providing prc- and post-test counscling and AIDS prevention to drug 3

users.
\
|

C. DEPARTMENT OF MENTAL HEALTH
I’f ":
CDMH provides for the care and trcatment of the mentally ill through a system of
five state mental hospitals and by funding a spg,ctrum“'éﬁff_,.iﬁp{itjerft,xand outpatient
services at the local level through county mental health departments.
o~ RS E
In 1986 thc CDMH conducted a nceds assessment vof" mental health providers, acute
carc hospitals, colleges and universitics, and ‘persons with "AIDS or ARC or their
significant others to determinc the mental health needs of individuals affected by
AIDS in California. This study identificd scveral common issucs across the state.
These were: 1) the nced to provide-services to PWA/PWARCs, asymptomatic HIV
infected individuals, and significant othcrs;~2) lack “of jco»ordination between state,
county, and public scctor programs; 3) lack™of training for mental health providers;
4) lack of skilled nursing facilitics, residential trc:itm,_cn't' programs, and acute care
psychiatric facilities which would accept individuals with HIV infection.

In 1986, the statc mental hospitals began providing HIV antibody testing on a
voluntary informed conscnt ‘basis to patients who had engaged in high risk
activities. Of the 392 tests performed in 1986, 24 (6.6%) were positive. In 1987,
997 were performed and 32 (3.3%) werc positive. The decrease in the percent of
positive tests is believed to reflect testing of a broader group of patients.
Cumulative data on HIV infcctions within the state mental hospital system are
collected on a weckly basis.

AIDS education and training policies were implemented in state mental hospitals in
1986. All emplovees reccived training which included basic AIDS information,
infection control, and the carc of HIV infected patients. HIV disease training was
also incorporated into the ncw employce oricntation program. Medical staff have
additionally received advanced training in the diagnosis and treatment of HIV
infected patients. Through thcir community mental health program, CDMH
sponsored six regional workshops for mental health professionals in late 1986 and
early 1987. Updates of thesec workshops were held in the spring of 1988.

The state mental hospitals implemented a system wide three-tier approach to
educating paticnts about HIV transmission and prevention in 1987. In the first
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level, all patients receive basic HIV information at the time of admission. This
information is provided both in writing and verbally. The second level of
education involves the presentation of information either in a group or individually
utilizing a video and/or discussion format. The third level of cducation is targeted
at patients with sufficient comprchension ability for more indepth education and
may involve intensive group therapy around HIV issues.

In community based mecntal hcalth programs, the scope of patient and provider
prevention education is at thc discrction of local mental health providers. To
assist AIDS educators and mental hcalth providers at the local level to educate the
general public and specific target populations about the emotional impact of HIV
infection upon those affected and their significant others, CDMH commissioned the
production of three videos. Presented in a documentary format, these videos focus
on individuals, couples, and families successfully coping with the dlagn051s of HIV
and upon health care providers who provide services to HIV mfcc\.:tcd persons.

a’ \
In the state mental hospital system cach [acility has\demgnated - physician to
coordinate the care of paticnts with an HIV mfcctron Comprehensxve medical care
services including AZT arc available to p'mcnts erther at the stateé. mcntql hospital
or through community bascd acute carc hosprtals Upon drscharge pfments with an
HIV infection are referred back to their Iocql mcntal health program to coordinate
referral to community based AIDS treatment and. support services.

. k\ ('4

At the community level, the trc*nmcnt and support of ‘persons with HIV infections
includes one-on-one counscling, support groups and case management services.
CDMH funds projects throughout the smtc 1o- provrdc these services.

D. DEPARTMENT OF SOClAL SER\’ICES

rd
_f —\.“

CDSS administers a- broad mngc of socml and welfare service programs aimed at
protecting, assisting, and cmblmg qurformans to live with dignity and
independence. Those program arcas whrch have been most greatly impacted by the
HIV epidemic”are: Adult Services,” -Family and Children Services, Foster Care,
Adoptions, and Community Carc Liccnsing. Counties are kept up-to-date about HIV
discase program policy implications through All County Information Notices directed
to County Welfare Department Dircctors and others. Issues such as education and
training, HIV 'mtnbody testing, and conlidentiality have been discussed through
these notices.

Adult Services

Adult Services administers the In-Home Supportive Services (IHSS) program. The
purpose of the program is to provide supportive services to cligible elderly, blind
or disabled persons who cannot perform these services for themselves and who
cannot safely remain in their own homes unless support services are provided.
Services provided through this program include: homemaker services, personal
attendant carc, protective supcrvision, transportation to medical appointments, and
respite carc.
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While IHSS has not becen greatly impacted to-date by PWAs and PWARCs it is
anticipated that the nced for thesc services will grow as this population increases.
CDSS is working closely with the OA to assure a continuity of care for
PWA/PWARCs betwcen the THSS program and the AIDS Medi-Cal Waiver program.

Family and Children Services Bureau

Family and Children Services arc provided to abused, neglected, and exploited
children and their families. Support scrvices are available to HIV infected children

and their families or carcgivers who arc otherwise eligible for these services as
defined by Dependency Statutes.

Additionally, the Family and Children Scrvices Branch is wor,kihg,--ivith the Foster
Care Burcau to implement SB 2076, Chapter 1236, Statutes qff"i9§8: This legislation
mandates the establishment of a onc-county three year"pilot ‘project to recruit
foster parcnts for children two years of ase and under ,whoxhave AIDS or who
have tested positive for thc AIDS virus and to develop education» training, and
support services for foster parcnts. , NN
Foster Care and Adoptim{’s‘Pi\bgran}.f’j >
CDSS has informed county wcllarc dcpartments, adoptions agencies, and others
that they concur with thc CDC guidr_clinc5‘~d_i‘stribut'ed1 in August 1985 rcgarding HIV
infection in children and foster care. -~These guidelines. recommended that foster
carc placement agencics consider "adding. HIV_ screening to routine medical

evaluations of children at_incrcased. risk of” bjcfgmixifectcd with HIV prior to
placing them in foster homes. e Vo S e

birth parents and prospective adoptive parcnts if the child is at high risk for HIV
infection. CDSS recommends that the-nced for testing be discussed with the
child’s physician .and -it be done 'if ~the physician indicates it is appropriate.
Dependent children, referred by the court for adoption or foster placement, may be
tested at the direction of the court. Once tested, prospective foster and adoptive
parents must be informed of the test result.

Adoption agencies hi{vc “also bcép adviscd‘r,to discuss HIV antibody testing with

_ Community Care Licensing

CDSS licenses non-medical facilitics which provide care and supervision to
children and adults. Among the types of facilities licensed are: foster homes,
group homes for minors, child day carc ccnters, family day care, adult residential
facilities, adult day care facilitics, rchabilitation facilities, and small family homes
for the mentally, developmentally, or physically disabled. The types of activities
provided in community carc facilitics includc assistance with dressing, personal
hygiene, supervision, assistance taking medications, arranging for medical or dental

care, monitoring food intakc, and maintenance and/or supervision of client cash
resources or property.
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Homes that provide care and supcrvision of PWA/PWARCs have been established
in 2 number of communitics. Duc to gaps in licensing regulations within CDSS and
CDHS, many of these facilitics have not bcen regulated. The situation came to the
attention of CDSS and CDHS when it beccame apparent that some of these homes
provided less than optimal living conditions. While it 1is recognized that these
homes are meeting a need along thc HIV disease continuum of care, it is also
acknowledged that PWAs and PWARCs deserve a caring, protective, and safe
environment. To address this issue, thc nced for regulation of these homes is
being monitored.

E. DEPARTMENT OF DEVELOPMENTAL SERVICES
o
. . iy )
CDDS serves 84,500 clients who have mental retardation, cercbrgﬁpalsy, epilepsy,
autism or other secvere and long term ncurologic handicaps, Also served are 5,600
infants and toddlers who are at risk of devcloping devclogmcntal‘d;\sabilities.

LN

Clients are served through 21 rcgional ccnters aq’d/;ﬁrbugh sev\_er}\QCvelopmental
centers. The majority of CDDS clients arc served”in,the community either in their
own home or in community licensed facilities. The regional cenitershare entry
points into the developmental scrvices system. \They _provide intaké-,;’{ssessmcnt,
diagnostic and counseling scrvices, and coof‘d\indt; ajfs’ﬁcctrum of services for
clients including vocational training,. housing, xmedical care and other support
services. Thce developmental ccntcras"vqrc""s,mtc opé‘ratc\d\inpaticnt facilitiecs.  Only
a small proportion of CDDS clicnts r‘E;sid‘g\“inh deve‘lqprﬁ‘e_ntal centers. In general,
residents of developmental ccntcrs{‘;‘:hﬁyc "‘-sg\v;é“rc,imeﬁ“di:cgf] or behavior problems,
handicapping conditions, orﬂpﬁt‘hcr traits Which;mqike“co_m?ﬁunity living difficult.
- 3 #v,e‘/ ; ‘_,’; “L’\Vf’f
The presence of HIV -infection 'Eg:mong“gCDTDS clients has been small to date. Of

2
3

patients in the dcy,clopmcntal ‘centers, f‘cwc‘g than 10 patients have been identified
as HIV infected. A sbr»oprcfvhlé’h?é‘faaudy among developmental center patients is
planned for the near~futurc. ,Tﬁ’c’*nuﬁ]b\cf”"ol' clients served by the regional centers
who have cither~AIDS or some other.form of HIV disease has also been small. A
few children-became infccted from blood transfusions received prior to 1985;
howcvér,:,thvc majOr}ty‘“Qf CDDS clicnts with HIV infection are infants and toddlers
who became infected perinatally. The number of adult DDS clients with HIV discase
has alsolbéep very small and resulted primarily from blood transfusion or high risk

behaviors. . I J |

Regional centers are responsible for training their staff and for assuring that
providers giving services to CDDS clicnts have adequate HIV disease training.
Regional centers have by and large accessed local training programs provided by
community based organizations, public health departments, and others. The ‘
Association of Regional Centers Agencics (ARCA) was awarded an education and
prevention contract by CDHS/OA in FY 1988-89. ARCA is piloting two training
programs based on the uniquc nccds of their staff and providers. The
developmental centers have all implecmented cmployee AIDS training programs.
Gencrally, these arc being intcgrated into other communicable discase control
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education and training inservice programs.
F. DEPARTMENT OF AGING
\
\

The California Department of Aging (CDA) administers a number of health and
social service programs for thc clderly and other impaired adults. Programs are
implemented at the local level through 33 area agencies on aging and by
community based long term carc providers. Adult day health care, case
management, home nursing carg, respite care, nutrition programs, legal assistance,
transportation, and ombudsman assistance arc among the program activities directed
by CDA. Services are primarily provided to the elderly, age 60 or older; however,
functionally impaired adults 18 ycars of age or older are served by Adult Day
Health Care (ADHC) centers and the casc management Linkages gg,o’grr%am.
FA

The CDA is involved with the HIV epidemic from two Q’é‘rspectives. The
Department is working with the scnior network to',p’f'ovi‘de\énformation and
education on HIV discase. In addition, CDA ﬁ'rovid,cgsware be}gin’n\ing to provide
health care and support services to pcrsons with ~AIDS. Thr?)ugh"’*-\the Linkages

sites, case management scrvices have been prox;;dégft’b a small qube;r of PWAs
and a very small number of PWAs have cnrolled in ~existing ADHC centers.

&

Presently CDA is working with scveral oriz,gni"'zationis:"fir}‘tercsted in“.€stablishing
ADHC centers targeted exclusively towards PWAs, N

g
A Y

'F;""&'Q"
Training and coordinating thc senior,

lab__gkr pool"'\go “p‘_rovide support services to
PWAs is an another area under consideration by the CDA. Older adults have a
track record in providing support séEr\I:ichE‘*m[‘()r‘”*clgiacnt§—,‘_iirl?’their homes. Programs
such as Senior Companion qg_cjy_Fricndly \(isit’o'f ggpfcsgni’a low cost labor pool that
potentially could be utilized to help maintain’ PWASs-in"the home sctting.

P 3 i

G. DEPARTMENT OF.REHABILITATION

&+

The California Dcpa-itme‘nt-”(’)r[;R?halzil:ita_{tic"i’n (CDR) provides services to individuals
with med,ica'l""or'—-psych‘o}ogigal disabilitics. The goal of the program is to provide
training “and -services which - will cnable clients to return to the mainstream of

society and to work. Services arc provided at no charge to the client.

Clients are“referred to CDR from a varicty of sources including other government
agencies,™ private physicians or sclf-referral.  Eligibility requirements for the
program include thc diagnosis of a substantial medical or mental disability which
interferes with employment and a rcasonable expectation that the individual will be
able to complete ‘the program and rcturn to work. Individuals with a rapidly
progressive disease arc not cligible for the program as the individual’s expected
longevity must justify their involvement in the program.

provided they meet the cligibility rcquircments. Medical staff and vocational
rehabilitation counselors at CDR have received training regarding HIV discase and
are prepared to provide assistance to clicnts with HIV infections. As treatment

|
|
Individuals with HIV infections may recccive training and services from CDR
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of HIV infections improves and length of life is extended, CDR anticipates that
their role in providing services to this population will increase.
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SECTION XIII
DEPARTMENT OF EDUCATION

The CDOE serves in an advisory capacity to county and district superintendents of
schools regarding AIDS issues by providing tcchnical assistance and training which are
coordinated by the Critical Health Initiatives Unit. Expertise on AIDS issues is provided
to CDOE by an AIDS Advisory Committee comprised of experts from a variety of
disciplines.

AIDS guidelines regarding infection control practices, age appropriate education, and
policy development have been formulatcd by CDOE. These were distributed to county
and district superintendents of schools in May 1986 and May 1988. Guidelines emphasize
that planning and curriculum adoption should occur at the local level atnd that state and

federal guidelines should be tailored to individual community” ne!é‘ds. Information
guidelines for school employees on HIV discasc and hepatitis B are under-development.
- 4 /,’ r‘-;% %

In FY 1987-88, CDOE implementcd a train the trainer progrﬁ!miaf'ilndcd :'"by CDC and CDHS |

r t':

for teachers and school personncl. The two day training program provides"‘iparticipants
with the knowledge and skill to train their collcagués to provide classroom instruction.

1t focuses on age appropriatc tcaching stratcgics;lf_fo"r, regulzir‘,’:and alternative school

settings. More than 400 individuals were trained .‘dﬁrin’é,;‘FY 1987-88 including 38
educators from cach County Officc of Education. Thesc latter individuals form a network

of AIDS Coordinators who assist CDOE tQ“I';})cilit_gtc trai"ning:‘zgyithin each county. CDOE
has recently implemented a teacher trninin’g-n_pr‘bjcgt. The “project, "Hecalthy School-

AIDS Prevention and Health Promotion tbréyghw}iducqtion,i is a statcwide project to
further facilitate teacher training. Classroom HIV education is supported by the

N,

A
8

Comprehensive Resource Centcr ixf‘«._:\/allc'jo “which “loans age-appropriate education

materials to teachers.

A baseline knowledge, attitude, and’ behavior survey of 8,000 high school students
throughout California was'cronduc't_cd""by _}CDQE*'in cooperation with CDC in May 1988.
The survey found -that-_California’s high school students are knowledgeable about the
routes of HIV  transmission. Morc than 90% of survey respondents were awarc that
having sexual intercourse and sharing drug injection equipment arc ways that a person
can get AIDS. “Approximatcly 50% of respondents reported that they are sexually active.
While the majority (87.8%) knew that condoms rcduce the risk of exposure to HIV, only
27.2% reported -using them all of the time. Sharing of drug injection equipment was
reported by less than 2% of respondents. Further discussion of these survey results are
presented in the November 1988 issues of CAHPERD Journal/Times.?* A follow-up
student study is planned for FY 1988-89.

CDOE and the San Dicgo County Officc of Education jointly produced a two-part AIDS
Prevention Education Guide during thc past ycar. The Administrator’s Guide targets
curriculum planners and will assist thcm to dcvelop, implement, and evaluate AIDS
education programs while the Teacher’s Guide is a progressive and scquential curriculum
with age appropriate lessons for grades 6 through 12. Student handouts, pre/post tests,
detailed lesson plans and a rcsourcc scction arc provided.  Student workshects are
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SECTION XTIV
CALIFORNIA DEPARTMENT OF CORRECTIONS

The California Department of Corrcctions (CDOC) has an inmate population of
approximately 75,000 men and women who have primarily been committed by the courts
for crimes of violence, crimes against property or drug related offenses. The population
is predominately composed of young men. The average inmate age is 29 years old.
Males represent 94% of the population while fecmales account for 6% of the population.
The racial/ethnic make-up of the inmate population is as follows: white 32%, black 36%,
Hispanic 28%, and Other 4%.

The program goals of the CDOC as they rclatc to HIV are: 1) to provide a safe
environment for staff and inmatcs; 2) to prevent HIV transmission wit_thi'hatheir facilities;
and 3) to provide quality medical trcatment, support, and education_,—-'t'b;jrfmatcs. Dealing
with HIV disease rclated issues in the prison sctting 1is complicifted__” by logistical and
procedural problems which arc required to ensurc the safety of jsté'f'f,.-eai_nd'—»inmates.

Y
£

- N AR

Since September 1984, the CDOC cstimates they hcilv€;4;id5cntificd\‘_§ahh-i,r_ approximate
cumulative total of 3500 inmatcs with HIV discase ~within the staté. prison system.
Inmates identificd as HIV antibody positive arc ~Separated from the “gencral prison
population. This decision was made in order to protect these inmates from aggressive
acts by other inmates, to hclp stem transmission ‘within” the facilities, and to more

closely monitor thc health status of thosc infccted by th‘cr\virug.a

4 s,

The CDOC houses identified HIV inl'c“’ctca"'ar,jfpﬁat_e‘s at""a:ﬂ_gnzé,i;_of the three following

facilities: e N

1. The California Medical _F:izirl.i‘t‘r?‘—(Cx‘\4F)‘ ,atzl.v\/'zi:ga\ﬁi'le,,vﬂxich can house approximately
140 HIV infected male inmatcs in spccial housing units.

2

2 The California Institution for Mecn (CIM) in Chino which can accommodate
approximately 170 HIV infcctcd"hinlg inmates.

3. The California Institution for Women (CIW) at Frontera which can house a small
number of HIV infeccted female inmates in its infirmary. During FY 1988-89 a
Special Housing Unit, similar to thc oncs at CMFE and CIM, will be completed to
provide for the anticipated luture increasc of HIV infected female inmates.

Both CMF and CIM offer the availability of acute hospital services. Female inmates in
need of such health services arc transferred to Riverside General Hospital.

The risk profile of the incarccrated AIDS paticent indicates that the typical patient is
heterosexual with a history of intravenous drug usc. The Department of Corrections has
issued two reports on AIDS. Thesc arc An Overview of AIDS within the California
Department of Corrcctions and A Demosraphic Profile of AIDS. ARC, HIV_ Cases and

AIDS Mortalities within the California Dcpartment of Corrections.6:17

The CDOC and CDHS conducted a blinded HIV scroprevalence study of inmates during a
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two month period in 1988. All newly committed inmates and returnees-to-custody
processed through CDOC reception centers werc tested. Overall seroprevalence was
approximately 3%. Further discussion of this study is presented in the report, HIV
Seroprevalence Among Prisoners Entering the California Correctional System.'4

In addition to participating in scroprcvalence studics, the CDOC makes HIV antibody
testing available to inmates on a voluntary informed, written consent basis. Inmates are
provided pre/post counseling by the appropriate medical staff with respect to the
implications and ramifications of a positive HIV antibody test.

HIV disease training 1s provided to CDOC staff through a variety of means. HIV
disease education has becn incorporated into the infectious disease curriculum presented
at the Richard A. McGee Corrections Academy. Parole agents also recéive this training
at the Modesto Training Center/Criminal Justice Training Center. All""ne,v\'/f peace officers
receive a 2 hour HIV disease training unit. Additionally, the Dcpdftmé'nt mandated that
all employees reccive at least 30 minutes of HIV disease relr:}té'd),tgaihipg annually. A
network of 120 AIDS trainers crcated within the Departmentj%j(ir}fl‘988,,,_prbyides, assists in
the provision of, and performs in the capacity of rrg:s'égic'e pcrsd‘n‘_nelgwithin their

respective facilities and parolc rcgions.

4 4

A £
= 5

Inmates reccive up-to-date information on thc transmission and “nature of *H1V discase
upon reception into the prison systcm, whilc inéﬁr_ce}ate’d,f’énd again upon release.
Parolees also receive pamphlets from their parole "‘aqffic.c"rs. Some institutions have
developed broader educational programs” ngd».‘,,r_utilize“V.sfuc‘h4 mechanisms as  prison
orientation sessions, closed circuit tclcvisiofn,“f“anq ‘arti\clcs Vin: iﬁ'n}atc newspapers. County

health departments and community bascd o'r:ga(‘nizatiQnE‘thvei’aAl_so“ been invited into prison
facilities to conduct education presentations ﬁ_ndz—.‘suppbr_gﬁgr‘bups.’

Additionally, vidcos, postcr__,s,""a_nd"'pambhlcts arc Edistributed system wide on an ongoing
basis. During FY 1987-88,-0ver 30 ‘cducational pieces for inmates were purchased,
written and distributed. “.Whenever “possible, materials are in both English and Spanish
and are at a low literacy level. During. 1988 ‘the CDOC developed an inmate specific

comic book on A‘IDS“for men and af:pamphl"ct for women.

Comprehensive ~medical services including AZT arc available to inmates with HIV
infection. Medical needs of inmates ~arc gencrally mct by the Department’s medical staff
and facilities. When medical problems require tertiary care, arrangements have been
made with nearby medical centers to providc care. Prior to release from prison HIV
infected inmates arc ‘assisted to obtain medical coverage, placement in the community and
referral to the appropriate community rcsources.

. s
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SECTION XV
CALIFORNIA YOUTH AUTHORITY

The California Youth Authority (CYA) has a population of 9,000 youth aged 14 to 23
years old who have been committed by the courts for offenses similar to those
committed by adult offenders. Approximately half of the wards in the CYA are under 18
years of age, 96% are male and 4% arc female.

The first AIDS case diagnosed in thc Youth Authority system occurred in October 1984.
To date, the presence of HIV infections including AIDS within the CYA system has been
small and managecable. No more than scven wards have been identified as infected with
HIV at any one time. Youth who arc identificd as infected with the virus are not
separated from the general population bascd upon their HIV statdus’j gafhcr wards are
separated when their behavior or symptoms indicate the need f9r’clq§er observation or
medical care. _/f A
Ry

™ \‘z

In 1987, the CYA conducted a 6 month prevalence study,,_off\;HE’patitis%IB_‘ aﬁgl HIV among
new arrivals at CYA rcception ccenters. Risk behavior data-was collectedson 1,200 youth.
Of these, 700 indicated some degree of involvement“in-high risk behavior. “Voluntary
informed consent was obtained from this group and*Hepatitis B/HIV antibody-festing was
performed. Of the 700 youth tested, 4 individuals wcre HLV'ant‘ibod)' positive (.03%) and
84 were positive for Hepatitis B (7%). All.of the in‘dividq:‘f{ls who were HIV antibody
positive were 18 years of age or older. ,;'/ ™ N

_! - \&1 1'115 -.\

.

'i- T e “e % .
A voluntary confidential HIV scroprevalence ‘_s.tu'd.y_’ was_conducted among youth entering
CYA reception centers in the spring of 19838. 4 No.risk behavior data was collected. Of
the 400 tests performed, there” werc. no positive }_te’st"x.;cs}ults. The CYA anticipates

conducting epidemiological §ur“\r§:inﬁnvcc on nc\{’-n:ad,nﬂssions on a periodic basis.
Staff education for CYA personnel ‘began in 1985 on a voluntary basis. Medical
personnel, administrators, school~'stgff['"pqrolcrot"l'iccrs, and others participated in these
early training sessions. - ABcginning' in FY 1987-88, CYA designed and implemented a
mandatory AIDS ;raining:program for stall which was made possible by a $50,000 grant
from OA. Through this program, 72 traincrs were trained in an intensive three-day
course. In_turn, these trainers cducated 4,600 employees in a number of 2 hour
presentations.: HIV discase education has also been incorporated into the CYA Academy
to ensure that all new employees are traincd.

Recognizing that the population scrved by CYA is at high risk for HIV infection, a
preventive education program was implemented for wards. Thirty teachers were trained
during FY 1987-88 in thc usc of a curriculum targeted at the youth within their system.
The six hour curriculum, implemented in July 1988, is written at sixth grade reading level
and is required for all wards through thcir school program and for all youth living on
substance abuse wards.

Comprehensive medical services arc available to wards with HIV infections. Specialists
follow wards identified as HIV antibody positive through periodic T-cell counts and other

- 78 -



MaR 0 8 1389

Date

NOT FOR REPRODUCTION OR DISTRIBUTION

CYA, youth are given assistance

Upon releasc or parolc from the
ferred to community resources.

assessment measures.
ate medical beneflits and are 1€

to arrange for the appropri
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SECTION XVI
DEPARTMENT OF INSURANCE

CDOI is a regulatory agency whosc role it is to rcgulate insurers’ solvency, sales, claims
practices, and the quality of products offcred to consumers. All insurers operating in
California are required to be licensed by CDOL

The jurisdiction of CDOI includes lifc and health insurance companies. Excluded from
their authority are health care service plans (regulated by Department of Cooperation)
and self-insured plans. Individual, group, and supplemental health insurance plans are
submitted for review and approval by CDOI prior to offering them to the public. Group
health insurance plans covering Californians under master policies hcld by employcrs or
trusts in other states need not be approved by CDOI, but their msurcrs ~claims practices

"4 e

are subject to CDOI jurisdiction. S X

F o i

To assist the insurance industry to understand California laivfs 'afrgld rcgulatlons as they
relate to AIDS issucs, CDOI issucd two hcalth bulletms dcalnnc with ‘HIV antibody
testing, discrimination, and AZT coverage. The first. bullctm issued in October 1986,
dealt with testing issucs and discrimination on 1ccount of’sex and/or rmrxtal status. The
California H&SC Section 199.21 () prohibits the usc: of HIV antxbody testing 'to determine
insurability except in the case of lifc or disability 1nsurance ,effective January 1, 1989.
HIV antibody test results cannot be uscd as a _mcans to" *determine insurability even if the
information is voluntarily provxdcd lnqumcs -as to whcthcr an applicant has had the
test, as well as questions concerning whcthcr '1pphcants have _been told not to donate
blood, are considercd improper; however, b\ood tcsts which do not detect HIV antibodies
but measure immune system functxon arc currcntlv allowablc Discrimination against
insurance applicants based upon seX; m'mml status,- -or 'sexual orientation is expressively
prohibited by CDOI rcgulfmons (Title 10 Cflhlornm Administrative Code 2560.3). Thus
establishing special undcrwrmng st'mchrds for.single males thought to bc homosexual or
refusing to insurc pcrsons in ccrt'un gCOC‘r“{pth'\l arcas Or occupations which are
identified with the homoscxuql commumtv are prohxbxted

CDOI issued its second AIDS rchtcd 1nl’orm'1t|on bulletin in April 1987. In this bulletin

the insurance industry ~.was 1nformcd that thcy were expected to cover AZT if
prescription drugs were a prowslon of the insurance policy.

Several bills were mtroduccd to the Legislature during FY 1987- 88 to address the
concerns of thc insurance industry. Effcctive January 1, 1989, life or disability income
insurers may rcquest an applicant to takc an HIV antibody test for the purpose of
determining insurability. This law recquires the insurcr to bear the cost of the test and to
provide the applicant with written cducation matcrial and a list of counseling resources.
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SECTIONXVII
EMERGENCY MEDICAL SERVICES AUTHORITY

The Emergency Medical Services Authority (EMSA) is responsible for the coordination
and integration of an effective efficiecnt emcrgency medical care system throughout the
state’s 58 counties. These responsibilitics include the development of training and
certification standards for prehospital ecmergency medical care and public safety
personnel. EMSA regulations apply to both paid and volunteer prehospital care providers.

EMSA requires the course curricula for all prchospital emergency medical care
personnel, including public safety pcrsonncl, to include a section on communicable
diseases. EMSA distributed a resource list, thec guidebook, "Public Sa-f"ct*y Workers and
the AIDS Epidemic", and reference matcrials to EMT training pr,.ogrgr’ﬁ instructors to
facilitate the incorporation of information about AIDS in course cur"rficufa.
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Appendix A

AIDS Surveillance Report

January

1 1989

AIDS Reporting System

Adul t/Adolescent
Reported Reported

Disease Category Cases ( X} Deaths ( X)

pce 10471 ¢ 61) 6268 ( 60)
Other Disease w/o PCP 4187 ( 25) 2533 ( 60)

KS Alone 2398 ( 14) 1200 (¢ S0)

No Diseases Listed 0= Co0) g o)
Total 17056 (100) 10001 ¢ 59)

Reported

Age Cases- (. X) Race/Ethnicity
Under-13 108 ¢ 1) White, Not Hispanic
13-19 30=¢-40) Black, Not Hispanic
20-29 2943 ( 17) Hispanic

30-39 7761 ( 45) Asian

40-49 4233 (0 25) Native American
Over 49 2109 ¢ 12) Unknown
Unknown 0. 0) 0 e e isessssaatiiecas
----------------- Total
Total 17164 (100)

Homosexual or bisexual Hen
Intravenous (IV) drug User
Homo/Bi 1V drug User
Hemophiliac

Heterosexual contact
Transfusion with blood/products
None of the above/Other

Hemophiliac

Parent at risk/has AIDS/HIV
Transfusion with blood/products
None of the above/Other

Pediatric Total
Reported Reported Reported
Cases ¢ %) Deaths ( X) Cases ( %)
46 ( 43) 32 ( 70) 10517 ¢ 61)
61 ¢ 56) 34 ( S6) 4248 ( 25)
1¢ 1 1 (100) 2399 ¢ 14)
8¢ -0) ¢ ) 0 (¢ 0)
108 (100) 67 ( 62) 17164 (100)
Adult/Adolescent Pediatric
Reported Reported
€ases (- %) Cases ( %)
12927:5¢ 76) 48 ( 44)
1839 ¢ 11 24 ( 22
199250 12) 3431
22801 2:¢ ~2)
21 (0 (=20)
49 ¢ 0) ¢ -08)
17056 (100) 108 (100)
Adult/Adolescent
HMales ¢ %) Females ( %)
620 ( 82) QD)
492:C3) 1305 6=28)
177 ¢ 10) 00
185G 1) = B 2)
9221 1) 142 ¢ 31)
265°C 1 2) 136 ¢ 29)
302 ¢ 2) 47 ¢ 10)
16593 (100) 463 (100)
Pediatric
Hales ( %) Females ( X)
8 C12) 0-¢ 50
23 ¢ .36) 26 ( 63)
33 ( 49) 1DeE D2
S Gih) 2:5065)
67 (100) 41 (100)

Reported
Deaths ( %)
6300 ( 60)
2567 ( 60)
1201 ( 50)
g ¢ )

13620 ( 80)
622 ( 4)
Adabep bt s
1747 ¢ 10)
W3 )
234-¢ 1)
401 (

(




Appendix B

CHRONOIOGY OF CALIFORNIA'S ATDS FUNDING*

Agency 1983-84 1984-85 1985-86 1986-87 1987-88 1988-89
Department

of Health

Services 9500 $1,040 §7,323 921,329 $47,068 S 76,587
University

of California 2,900 3,094 75,597 9,597 9,597 9,857
Department of >

Mental Health 0 0 600 0 700 1.-560
Department of

Drug and

Alcohol Programs 0 0 0 0 5,000 10,003
Department of

Corrections 0 0 0 589 1,272 2,800
Youth Authority 0 0 0 0 200 200
Department of

Social Services 0 0 0 0 0 63
TOTAL** $3,400 $4,134 815,520 531,515 $63,844 $101,010

* Dollars in thousards.

*% General Fund and Federal Furds.

1/18/89

=85=




Appendix C

STATE OF CALIFORNIA

AOCQUIRED IMMUNODEFICIENCY SYNDRCME (AIDS) FUNDING

FISCAL YEAR 1988-89

($ in Thousands)

FUNDING — BY STATE ORGANTZATTON GENERAL FEDERAL
FUND FOND

Department of Health Services $61,157 $15,430
University of California 9,857

Department of Alcchol and Drug Programs 1,300 8,703
Department of Corrections 2,800

Department of Mental Health 1,500

Department of Youth Authority 200

Department of Social Services 63

TOTAL FUNDING — STATE OF CALIFORNIA M §g§,!§;

1/18/89

-86-

$76,587

9,857

10,003

2,800

1,500

200

63



Appendix D

STATE OF CALIFORNIA
AIDS FUNDING PROGRAM DETATL
FISCAL YEAR 1988-89

($ In Thousands)

FUNDING - DEPARIMENT OF HEALTH SERVICES (L¥S)

GENERAL

_FUND
Division of Laboratories 1,493
Envirommental Health 429

|
Office of AIDS 859,235
TOTAL FUNDING - XS $61,157
|

1/18/89

-87-

FEDERAL
FUND

$15,430

$15,430

TOTAL

$74,665
1,493

429

$76,587



Appendix E

STATE OF CALIFORNIA

OFFICE OF AIDS, DEPARIMENT OF HEALTH SERVICES
ATDS FUNDING

FISCAL YEAR 1988-89

FUNDING — OFFICE OF ATDS GENERAL
FUND
STATE OPERATIONS (SUPPORT):
Medi-Cal Waiver © $195
All Other Support 5,595
5,790

Human Clinical Trials for AIDS 2,000

and Vaccine Research
TOTAL SUPPORT 7.790
TOCAL ASSISTANCE:
Education and Prevention Contracts 16,328
Pilot Care Contracts (Including $225,000

for Barlow Hospice) 8,549
San Francisco General Hospital 5,700
County Block Grants 5,488
Alternative Test Sites 5,412
Confidential Testing 2,821
Azidothymidine Treatment 2,500
Prevention and Follow-Up Centers 1,500
Epidemiology Study Grants 1,199

California Children Services HIV Program 1,

100

Hameless Shelter Contracts 621
Medi-Cal Waiver Contracts 227
TOTAL IOCAL ASSISTANCE 51,445
TOTAL SUPPORT AND IOCAL ASSISTANCE 59,235
FEDERAILIY FUNDED SPECTAL PROJECTS:

Alternative Treatment Projects
Surveillance/Sercprevalence

Information and Education

TOTAL FEDERAILLY FUNDED SPECIAL PROJECTS

TOTAL FUNDING OFFICE OF AIDS $59,235

1/18/89

-88-

227

227

456

4,108
6,036
4,830

14,974

$15,430

$424
5,595
6,019
2,000

4,108
6,036
4,830




STATE OF CALIFORNIA

A1DS FUNDING ALLOCATIONS BY LOCAL NEALTH JURISOICTION

FISCAL YEAR 1967-88

LOCAL HEALTH JURISDICTION

#laseda County
flpine County
Anador County
Berkeley, City of
kutte County
Calaveras County
Colusa County
Contra Costa County
Del Norte County
£l Dorado County
Fresno County
6lenn County
Huaboldt County
Inperial County
Inyo County.

Kern County

Xings County

Lake County

Lassen County

Long Beach, City of
Los Angeles County
Xadera County
Karin County
Hariposa County
Kendocino County
Merced County
Yodoc County

Hono County
Honterey County
Napa Counly

Nevada County
Orange County
Pasadena, City of
Placer County
Pluwas County
Riverside County
Sacramento Counly
San Benito County
San Bernardino County
San Diego County

San Francisco, City / County

San Joaquin Counly
San Luis Obisoo County
San Hateo County

Noveaber B, 1983

EDUCATION
AND
PREVENTION

$414,000

55,000
50,000

175,250

13,000
184,000

15,000
17,000

101,000
20,000

140,000
2,229,608

85,000

25,000
37,000

118,000

15,000
354,000
20,000
26,000
13,000
185,000
523,000

5,000
555,000
1,401,236
93,000
45,000
115,000

'
1

BLOCK
GRANT

$211,205

24,059
24,944

123,690

20,000
87,778

20,000
20,000

74,050
20,000
20,000

103,419
1,250,000
20,000
14,635

20,000
24,800

54,534
20,000
20,000

166,275
25,437
21,854

147,778
147,913

179,433
00,173
470,712
67,507
10,820
110,233

ALTERNATIVE
TEST SITE

$681,300

45,548

14,348

145,345

81,000
40,000

165,148

698,945
753,240

156,128

9,880

82,349

b91,420

167,640
217,016

227,440
874,775
839,361
123,730

64,841
184,700

Appendix F

DEFARTHENT OF HEALTH SERVICES

CONFIDENTIAL
TESTING

$43,750

126,750

40,490

61,930

213,700

10,129

107,824

60,023

512,550
141,700

91,000

PILOT 2

CARE

225,636

128,100

28,944

23,004

175,000
1,227,403

93,500

18,392

211,664

170,000
198,057

250,506
436,952
30,917

134,048

CHILDRER
SERVICES

422,500

16,250

13,125

10,625

11,875

112,500

11,250

15,000
11,250

27,500

14,375
16,250

21,250
30,628
Q7,500
10,625
11,875
15,625

HIDINE (ALT)
TREATHENT

$309,198

34,353

49,986
2,802
1,472

20,494

1,908

105,778
1,663,955

6,622

4,064

11,956
1,123
2,102

226,275
11,030

77,265
86,922
44,151

33,554
N 2,651,664
26,214

96,579

Page |

$1,907,669

114,212
140,492

953,372
2,802
b7,A72
522,376

136,628
107,000

£39,795
40,000
20,000

1,223,143
7,510,410
20,000
100,260

68,258
71,600

291,830
32,31
37,102

1,984,958
$6,525
47,054
13,000

762,058

1,309,183

567,282
2,957,269
5,779,129
359,993
152,536
747,535

DEPARTHENT OF

ALCOHOL
AND DRUG
PROGRANS

HENTAL
KEALTH

$235,352
2,000
2,000

$28,000
2,000
2,000
2,000
16,319
2,000
2,000
232,876
2,000
2,000
2,000
2,000
2,000
2,000
2,000
2,000
131,000 1,918,441
2,000
34,118
2,000
2,000
2,000
2,000
2,000
33,552
2,000
2,000
50,000 473,662
2,000
7,000
168,289
139,628
2,000
124,187
126,945

20,000
200,000

50,000
< 96,000
20,000
2,000

35,000 ° 17,386

(80,530
58,716

GRAND
T0TAL

42,143,021
2,000
©2,000
142,212
142,492
2,000
2,000
999,91
1,802
49,472
755,252
2,000
138,425
109,000
2,000
141,795
12,000
22,000
2,000
1,223,443
9,409,851
22,000
442,378
2,000
70,258
73,680
2,000
2,000
315,382
34,373
39,102
2,508,620
56,525
15,864
15,000
950,347
1,648,811
2,000
891,469
3,444,238
6,535,656
448,329
134,536
850,371
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STATE OF CALIFCRNIA
AIDS FUNDING ALLOCATIONS BY LOCAL HEALTH JURISDICTION
FISCAL YEAR 1987-68

LOCAL HEALTH JURISDICTION

Santa Barbara County

Santa Clara County
Santa Cruz County
Shasta County
Sierra Counly
Siskiyou County
Solano County
Sonoza County
Stanislaus County
Sutter County °
Tehana County
Trinity County
Tulare County
Tuolurne County
Ventura County
Yolo County

Yuba County

EDUCATION
AND
PREVENTION

120,000
160,000
110,000

10,000

80,000
114,000
73,300

37,913,594

pLeck
CRANT

56,211
229,506
35,804
20,000

45,715
16,043
47,656
20,000

42,560

54,089
20,000
20,000

$5.026,693

1 Allocation may serve a multiple

2 Allocation may serve a multiple

3  Additional $90,000 to dependent
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DEPARTHENT OF NEALTH SERVICES

ALTERNATIVE  CONFIDENTIAL

TEST SITE

194,412
105,569
121,320
b1, 427

76,724
199,340
71,580

/

TESTING

18,425
33,625
19,750

59,400

11,621,244

PILOT
CARE

53,001
127,500
20,013

132,13

$3,929,743

CALIFCRNIA
CHILDREN
SERVICES

11,750
19,375
11,250

12,500
11,25
11,25

11,250

11,875

ATIDQTHY-
HIDINE (ALT)
TREATHENT

13,531
136,593
18,217
702

184
35,097

519,092
1,112,168
344,354
121,507
702

215,123
£20,091
204,286

20,000

122,250

237,512
25,700
20,000

DEPARTHENT OF
ALCOHOL
AND DRUG
PROGRANS

MENTAL
HEALTH

20,000 47,481
79,621
30,931
2,000
2,000
2,000
7,350
31,498
2,000
4,000
2,000
2,000
2,000
2,000
65,477
2,000

county area., An additional $3,0629,498 allocated to statewide projects.

county area.

CCS programs with populations under $200,000.

Paoe 2

GRAND
TOTAL

580,573
1,191,789
375,285
123,507
2,102
2,000
222,473
651,589
204,286
24,000
2,000
2,000
124,250
2,000
302,989
21,700
20,000

$38,115,434
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rAppendix G~
LEADING CAUSES OF DEATH IN CALIFORNIA

AND PUBLIC HEALTH PREVENTION EXPENDITURES

Average Percent
Number Number of Mortality Change in Percent
of Deaths Per ~ Rate Per Mortality FY 8687 of PH
Deaths Day-1986 100,000 Rate Since Prevendon Prevendon
Cause of Death 1986*  No. (%) Inhabitants 1980 Expenditures**  Expenditures
Heart Disease and 70,345 193 (35) 260.7 —102  $2,405,27912 11.6
Arteriosclerosis
Malignant 46,412 127 (23) 172.0 1.8 562,0003 2.7
Neoplasms (Cancer)
Cerebrovascular 15,075 41 (7) 55.9 —20.4 515,514%2 2.5
Disease (Stroke)
Accidents (Unin- 10,817 30 (5) 40.1 —11.1 100,000* 0.5
tentional Injuries)
Chronic Lung 8,477 23 (4) 314 2143 0 0.0
Disease
.Pncununﬁaand 7,602 . 21 (4) 28.2 20.5 907,000 4 4
Influenza
Cirrhosis 3,968 11 (2) 14.7 21.8 0 0.0
Suicide 3,960 11 (2) 147 2.1 0 0.0
Homicide 3,089 8 (2) 11.4 -214 0 0.0
Diabetes Mellitus 3,028 8 (2) 112 61.0 234438 1.1
AIDS 1,850 _5 (2) 6.9 1,850.0 15,940,0004 77.2

*  Tortal number of deaths in California in 1986 was 202,826. This is the latest year for which complete statistics are avail
stic tests, etc., through Medi-Cal, California Children’s Services, or other benefit programs.

1 These figures reflect a percentage from each of the Hypertension and

2 The difference between the $3,426,000 from FY 85/86 and the S

Does not include diagno

that had been completed and for which the funds were discontinued.

[« LV T S W

This figure reflects a percenta
This figure is from a contract
This figure reflects $752,000
This figure includes Information an

= =

ge of HERR and Nutrition and Cancer programs.
with North County Health Services.

for influenza vaccine and $155,000 for pneumococcal vaccine.
d Education Programs, Alternative Test Sites, and Confidential Testing.

able.

Health Education Risk Reduction (HERR) programs.
2,920,793 in FY 86/87 retlects the “Impact Study”



1988
1989
1990
1881
1992
1923

Appendix H

Projected Pediatric AIDS Cases in California
Through 1993 (and lower and upper bounds)

INCIDENT CASES CUMULATIVE CASES
Estimate (low, high) Estimate (low, high)
54 ( 46, 65) 156 (147, 167)
81 ( 57, 114) 237 (205, 281)
119 ( 81, 173) 355 (286, 454)
174 (115, 263) 529 (401, 718)
255 (163, 400) 784 (563, 1118)
374 (182, 608) 1158 (745, 1725)

Source: California Department of Health Services,

Office of AIDS, Research and Statistics Section
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Appendix T
HOME TEST KIT

SUMMARY
The CDHS held a conference on home test kits on July 7, 1988 in Sacramento. The
objective of the conference was to have a panel of representatives and experts
from consumer interest groups, the testing industry, health professionals, and
others familiar with home testing issues discuss specific questions regarding the
appropriateness of consumers testing themselves for the presence of various
health conditions. Discussion included home test kits in general, and the use of

these kits for testing for the presence of HIV infection, in particular.

HIV Antibody Home Testing: Participants generally agreed that:

counseling is a mandatory element of HIV antibody testing;

face-to-face counseling and notification of test results is the
accepted standard of practice; and

indeterminate (i.e., non-confirmed) test results should not be reported

to test subjects.

Some participants expressed the opinion that alternatives to face-to-face
counseling and notification of test results (e.g., via telephone) may be
acceptable, but they also acknowledged that, at this time, there is insufficient
scientific data to fully evaluate the risks and benefits of these alternatives.
Well-controlled clinical studies are needed to produce such data. Copies of the
report are available from California Department of Health Services, Food and

Drug Branch, 714 P Street, Room 400, Sacramento, CA 95814, (916) 445-2263.
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