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CALIFORNIA MEDICAL ASSOCIATION
44 Gough St. » P.O. Box 7690  San Francisco, CA 94120-7690 e (415) 863-5522

January 23, 1985

TO: Members of the Ad Hoc Committee on Acquired Immune Deficiency
Syndrome (AIDS)

Dear Doctors:
Thank you all for arranging your schedules to accomodate the change in our
meeting date. We will meet
MONDAY, JANUARY 27, 1986
(not January 30 as originally scheduled)

The time and place of our meeting remain the same -- 7:30 p.m. at the Symphony
Restaurant, 298 Gough Street, San Francisco. Dinner will be served.

Your agenda books are enclosed. We have a full agenda, and have been asked
to comment on a variety of issues.

Should you have any questions, or desire additional information, please call
me.

Sincerely,
Ma L. Madsen, MPH

MLM/sdc
Enclosures

California Medical Association’s 115th Annual Session ¢ February 28 - March 5, 1986 ¢ Westin Bonaventure Hotel, Los Angeles



CALIFORNIA MEDICAL ASSOCIATION
44 Gough St. « P.O. Box 7690 ¢ San Francisco, CA 94120-7690 + (415) 863-5522

January 15, 1986

TO: Members of the Ad Hoc Committee on AIDS

SUBJECT: Next Committee Meeting

Dear Doctors:
The next meeting of the Committee will be held in San Francisco

at the Symphony Restaurant
298 Gough Street (corner of Hayes)

on Thursday, January 30, 1986
at 7:30 p.m.

We met there for our last meeting, and since the price is right, the food
good, and parking convenient, I decided to keep it simple and go there again.

Enclosed are the draft minutes from our September 12, 1985 meeting and the
report to Council which resulted from that meeting. Also enclosed are the
revised Health Tips on AIDS, which have been printed and are now in use. , Please
feel free to comment on the Tips further, as I would like to update them
regularly.

As a result of the suggestions from our last meeting, our resource packets are
fairly complete. We have been responding to a variety of interested groups,
including CMA's Auxiliary, school districts, hospitals and medical staffs and .
the California Youth Authority.

For the next meeting, please consider the following issues:

1. Originally the Committee was appointed to review and comment
on legislation regarding AIDS, and to formulate a policy by
which future bills could be evaluated. As the concern and
hysteria over AIDS grew, the Committee was asked to comment
on specific issues in order that staff could respond appro-
priately to many and varied inquiries. Accurate public
information and provider education surfaced as the most
common demands. Given CMA's resources, what direction
should the Committee now consider in order to have the
greatest impact on AIDS?

California Medical Association’s 115th Annual Session ¢ February 28 - March 5, 1986 ¢ Westin Bonaventure Hotel, Los Angeles
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2. CMA has long held a leadership role in the area of maternal
and child health, child sexual abuse, and neonatal/infant
mortality and morbidity. As there has been an increase in
the number of issues that relate to AIDS and children, does
it seem reasonable that CMA address these issues through a
statewide conference or conferences?

3. Contagibility appears to be the main issue through which most
other concerns can be effectively addressed, i.e., hospital
infection control, children with AIDS and schools, AIDS in
the workplace, etc. Would a conference to address some basic
questions about contagibility, with California's experts in
this field, serve a multitude of purposes?

We have a fairly well developed agenda, which you will receive several days
before our meeting. Please contact me or Sam Cox if you have items that you
would like to add to the agenda.

Cordially,

Mark L. Madsen, MPH

MLM/sdc
Enclosures



AD HOC COMMITTEE ON AIDS

Minutes

September 12, 1985 Symphony Restaurant

7:30

p.m. San Francisco
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Attendance

The meeting convened at 7:45 p.m. over dinner. Present were:
Mervyn F. Silverman, MD, Chairman; M. Glenn Molyneaux, MD, and
Laurens P. White, MD. Paul A. Volberding, MD, was out-of-town.
Mark Madsen, staff to the Committee, was present.

Position Statement on AIDS

The position statement was referred back to the Committee by
Council for further clarification of the last paragraph, concerning
financial resources used to care for AIDS patients. This paragraph
was revised to read:

When an individual's private resources and other
resource avenues have been depleted, local
communities should provide for the necessary

care and services such as food stamps, hospice,
home meal and home care programs, counseling
services, etc. When other available funding
sources have been exhausted, AIDS patients should
be cared for in a manner similar to other programs
for the medically indigent.

AIDS Information, Guidelines and Protocols

The Committee reviewed the many requests received for information
on AIDS. It was agreed to review, modify, select and/or develop
diagnostic guidelines, treatment protocols, and patient service
guidelines. An approved set of information resources will then be
developed for dissemination to public institutions such as
schools, jails and hospitals. Staff will contact the University of
California at San Francisco, San Francisco General Hospital, and
staff of the San Francisco Public Health Department for infection
control and other other guidelines. The Committee reviewed the
packet of materials prepared for the State of Florida and endorsed
it as suitable for dissemination. The Medical Practice Question on
asepsis techniques in CPR training was also mentioned as a possible
resource.



Ad Hoc Committee on AIDS
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Iv.

VI.

It was suggested that perhaps a statewide AIDS information program
should be developed for employees of such institutions as schools,
prisons, hospitals, and public safety agencies.

The Committee also reviewed a letter from Clarence Avery, MD, to
the presidents of the component medical societies, which asks them
to implement a resolution approved at the 1985 session of CMA's
House of Delegates. The resolution encourages component societies
to identify those physicians willing to care for patients with AIDS
and make that information available through local referral sources
and AIDS resource organizations. The letter also informs the
societies that CMA's Department of Continuing Medical Education
will provide information on diagnostic guidelines, treatment
protocols, epidemiological data and research on therapy regimens.
The Committee asked staff to prepare a follow-up letter to the
component societies requesting copies of any physician lists they
develop, and suggested that CMA act as a statewide clearinghouse
for this information.

AIDS in Correctional Facilities

A memo from Rebecca Craig, CMA staff, regarding AIDS patients in
jails, was reviewed. In response to her request for treatment
guidelines and protocols for jail medical staff, the Committee
commented that jail staff should be using the same guidelines as
those for any communicable disease. The Committee suggested that
correctional facility health providers review the current various
protocols on infection control and return to the Committee those
deemed most appropriate for further study and possible endorsement.
The infection control guidelines from the University of California
at San Francisco and from San Francisco General Hospital and those
contained in the Florida State guidelines should be used as
reference material. The Committee also commented that an
educational program for prisoners would be extremely helpful.
Staff will investigate this.

Correspondence Regarding Blood Test Results

Two letters have been received, one from Harbor View Medical Center
in San Diego and one from Bakersfield Memorial Hospital, regarding
confidentiality of the results of HTLV-III blood tests. The
Committee commented on the confusion that exists between the test
results, which are strictly confidential under current law, and the
diagnosis of AIDS in a patient, which is a reportable disease
within the State of California. Staff was asked to develop
appropriate responses to these letters for review by the Chairman.

Other Contacts

Staff reported on contact with the San Mateo County Medical
Society, which is concerned both with confidentiality and with AIDS
in children attending school. A committee of the society had been
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VII.

VIII.

IX.

asked to provide guidance in a situation where a bisexual male,
with a wife and a male lover, had apparently contracted AIDS. The
patient's physician was uncertain as to the legal status of the
diagnosis, and was concerned about any future vulnerability should
either the wife or the male lover develop the disease. The
Committee commented, again, that there was no basis for treating
this situation differently from any other communicable disease.

In reviewing the matter of children with AIDS attending school, the
Committee commented on the need for public education on this issue.
There is no reason, the Committee felt, to keep children with AIDS
out of school, unless the child has trouble controlling bodily
functions and/or secretions, or has a history of biting.

Health Tips

The Committee reviewed the two Health Tips on AIDS currently
available from CMA, and made several revisions. These will be
forwarded to the appropriate staff. Copies of the revised Tips are
attached to these minutes.

Legislative Update

The Committee corrected the reported version of its comments on SB
1251 at the June 4, 1985 meeting. The Committee did not recommend
that the California AIDS Project be raised to the department level.
The Committee was in support of the bill as written.

The Committee briefly commented on SB 292 and SB 313, which had
been referred to the Committee by the Commission on State
Legislation, and reiterated its former views. The Committee
supports SB 292 as is. With respect to SB 313, the Committee feels
that the notion of an ombudsman should be dropped, as this type of
liaison and information activity should be handled by a Director or
Program Chief. It was felt that information supplied to the public
is best handled by those intimately involved with the AIDS Project.

Other Testing Issues

A memo from Roger Purdy, CMA staff, regarding donor insemination
and AIDS was received for information. The Committee agreed with
the State Department of Health Services' recommendation that the
blood and serum of donors of organs, tissue and semen be tested for
antibodies to the HTLV-III virus. The Committee also reviewed the
August 13, 1985 memo from the California Hospital Association
regarding HTLV-III testing in hospitals under the new laws.

Other Informational Items

The Committee reviewed two CMA projects: a CMA/Hospital Satellite
Network production entitled "AIDS: Your Hospital's Responsibility",
and an article scheduled for publication in the November issue of
California Physician.
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XI.

The Committee also reviewed the program for the presentation at the
1986 Scientific Assembly called "The AIDS Patient and the Primary
Care Physician". This will be sponsored by the Section on
Preventive Medicine and Public Health and the Task Force on
Sexually Transmissible Diseases.

Finally, the Committee reviewed three resolutions of the AMA House
of Delegates on AIDS as a serious public health problem, medical
care for AIDS patients, and HTLV-III antibody testing.

Adjournment

The Committee adjourned at 9:30 p.m. with no new meeting date
planned.

Mervyn F. Silverman, MD
Chairman



POSITION STATEMENT ON AIDS

Acquired  Immune Deficiency Syndrome (AIDS) has now reached epidemic
proportions. It is estimated that 10,000 new cases will be reported
nationwide within the next two years, with ten times that number of
unidentified infected individuals. To meet this challenge, Federal, state
and Tlocal governments must organize sufficient resources and services. The
Federal government should be primarily responsible for AIDS-related research
and also should support prevention, treatment and out-patient services on
the Tocal level. It is recognized that the fiscal demands of these services
and programs are high. However, the eventual cost of a geometrically
progressing epidemic would be astronomical.

Public education is the most important means of control of the AIDS
epidemic, as the development of a cure and vaccine for AIDS may take many
years. It is imperative that sufficient resources be provided now to ensure
a comprehensive public health education program. The Federal government
should be fiscally responsible for a national campaign, with state and local
governments providing support for program implementation.

Treatment and care of AIDS patients demands a multi-faceted approach. It
includes in-patient and out-patient clinical services, in-home services,
community mental health services and hospice care. The quality and quantity
of community-based care can help reduce hospital length of stay.

When an individual's private resources and other resource avenues have been
depleted, 1local communities should provide for the necessary care and
services such as food stamps, hospice, home meal and home care programs,
counseling services, etc. When other available funding sources have been
exhausted, AIDS patients should be cared for in a manner similar to other
programs for the medically indigent.

Approved by CMA Council, October 12, 1985



CALIFORNIA MEDICAL ASSOCIATION
44 Gough Street ¢ San Francisco, California 94103-1233 « (415) 863-5522

October 7, 1985

Laurens P. White, MD
1580 Valencia Street, #707
San Francisco, California 94110

Dear Doctor White:

The following is the amended language for the last paragraph of the position
statement on AIDS:

When an individual's private resources and other resource
avenues have been depleted, local communities should provide
for the necessary care and services such as food stamps,
hospice, home meal and home care programs, counselling
services, etc. When other available funding sources have
been exhausted, AIDS patients should be cared for in a
manner similar to other programs for the medically indigent.

Thank you-for your help on the responses.

I .

Mark L. Madsen, MPH

Yours,

MLM/sdc
cc: Linda Ramsey



FOR ACTION

~REPORT TO THE COUNCIL

FROM THE AD HOC COMMITTEE ON AIDS
Mervyn F. Silverman, MD, Chairman

October 11 - 12, 1985

In order to respond to the variety of AIDS issues and legislation, Council
formed the Ad Hoc Committee on Acquired Immune Deficiency Syndrome (AIDS) in
April 1985, The Committee has met twice, and has considered a variety of
legislative bills and other issues.

At its September 12, 1985 meeting, the Committee reviewed numerous requests
for information and guidelines on the evaluation, care and treatment of AIDS
patients. The Committee also considered requests for guidance on AIDS in
correctional facilities and morbidity reporting in hospitals. Two CMA media
productions were reviewed: an article scheduled for publication in the
November issue of California Physician and a CMA/HSN video production
(Attachments 1 and 2). The two "Health Tips" on AIDS were revised, and the
Committee reviewed plans for an Annual Scientific Assembly program on AIDS
(Attachment 3). Current legislation was also reviewed, and comments on
specific bills have been forwarded directly to the Commission on State
Legislation. In addition, the Committee considered Resolution No. 719%-
85/G, adopted at the 1985 Annual Session of the House of Delegates, which
encourages component societies to identify physicians willing to care for
AIDS patients and make that information available through local referral
services and AIDS resource organizations. In a letter to presidents of the
component societies, CMA President Clarence S. Avery, MD, has requested
implementation of this resolution, and stated the information regarding
diagnostic guidelines, treatment protocols, patient services,
epidemiological data and research on therapy regimens is available from
CMA's Department of Continuing Medical Education. The Committee is
therefore reviewing current information suitable for dissemination and will
follow-up on this letter.

The Position Statement on AIDS, referred back to the Committee by Council at
its June 28 - 29 meeting for clarification of the paragraph concerning
financial resources used for the care of AIDS patients, was revised and is
attached. (Revised material is underscored.) This statement is intended as
a starting point for CMA policy in guiding responses to proposed
legislation.

RECOMMENDATION: THAT THE COUNCIL ENDORSE THE PROPOSED REVISED
POLICY STATEMENT (ATTACHED) AND USE IT IN GUIDING
CMA'S RESPONSE TO PROPOSED LEGISLATION.

Fiscal note: None.



POSITION STATEMENT ON AIDS

Acquired Immune Deficiency Syndrome (AIDS) has now reached epidemic
proportions. It is estimated that 10,000 new cases will be reported
nationwide within the next two years, with ten times that number of
unidentified infected individuals. To meet this challenge, Federal, state
and local governments must organize sufficient resources and services. The
Federal government should be primarily responsible for AIDS-related research
and also should support prevention, treatment and out-patient services on
the local level. It is recognized that the fiscal demands of these services
and programs are high. However, the eventual cost of a geometrically

progressing epidemic would be astronomical.

Public education is the most important means of control of the AIDS
epidemic, as the development of a cure and vaccine for AIDS may take many
years. It is imperative that sufficient resources be provided now to ensure
a camprehensive public health education program. The Federal government
should be fiscally responsible for a national campaign, with state and local

governments providing support for program implementation.

Treatment and care of AIDS patients demands a multi-faceted approach. It
includes in-patient and out-patient clinical services, in-home services,
community mental health services and hospice care. The quality and quantity

of community-based care can help reduce hospital length of stay.

When other funding sources have been exhausted, AIDS patients should be

cared for as public charges in a manner similar to other programs for the

medically indigent. When an individual's private resources and other

resource avenues have been depleted, local communities should provide for
the necessary care. This should be the determining factor in triggering the

public provision of services.



ATTACHMENT 1

OFFICE MEMORANDUM

Date: September 25, 1985
To: Mark Madsen
From: Kelly Guncheon

Subject: AIDS article in November CALIFORNIA PHYSICIAN

In the November issue of CALIFORNIA PHYSICIAN, we plan to feature a cover story
entitled, "AIDS: out of the shadows." Written by CP editorial assistant Deborah Dakins
and me, the article discusses some of the implications that accompany AIDS treatment,
as seen through the eyes of physicians who have experience with AIDS treatment.

The impetus for the article came from the realization that the disease is being diagnosed
in persons living outside of the major metropolitan areas anb other loealities in which
the disease is typically found. Given the various stigmata associated with AIDS, we
considered it valuable to publish an article that disecusses the psychosocial aspects of
treating people with AIDS, the administrative problems regarding confidentiality and
support-personnel training, and how physicians have dealt with these and other issues.
Included will be discussion about the myths and realities about AIDS, the issue of
homophobia, confronting morality and mortality, and managing community response.



ATTACHMENT 2

AIDS — YOUR HOSPITAL'S RESPONSIBILITY
A CMA-HSN Production

.EM

To emphasize the need for hospitals to prepare themselves to offer care to AIDS patients in
this growing epidemic, and to outline the special needs of AIDS patients in the hospital setting.

Telling the Story

San Francisco General Hospital's experience with AIDS patients will be the focus of the
program. The documentary will be directed to a broad hospital audience (physicians, nurses,
administrators, housekeeping, etc.)

Program Outline
A. OPEN

B. INTRODUCTION (Silverman)
1. "Where we're going in the next 60 minutes.”
a. look inside a dedicated AIDS unit (SFGH)
b. am I going to get AIDS — fears, well-founded and irrational

C. OVERVIEW OF DISEASE
1. What is AIDS — how virus attacks body
2. What groups/how many affected
3. Transmission
a. what we know
b. myths
c. behavioral disease
4. Research
5. Treatment

D. PUTTING TOGETHER A DEDICATED AIDS UNIT
1. Multidiseciplinary approach .
a. who cares for AIDS patients and why
2. Nursing staff
a. selection and involvement
3. Administration
a. costs to provide care
b. who is paying
c. negative hospital publicity
4. Personnel management
a. dealing with anxiety about AIDS

E. INFECTION CONTROL
1. General approach — follow hepatitis B guidelines
Room assignments
Protective ments
Equipment (use & sterilization)
Linen & dishes
Accidental exposure to AIDS
a. needle stick, entry via open cut

Overly stringent precautions
a. démoralizing to patient

D o pgeee
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F. OUTPATIENT CARE
1. Treatment
2. Placement and care of AIDS patients ready to leave hospital but too ill
to care for themselves

G. PSYCHOSOCIAL CARE
1. Special needs of AIDS patients
a. isolation, guilt, suicidal
2. Shanti project (Linda Maxey)
3. Support of health care team
4. Homophobia
a. not gay issue but human issue
5. Encourage treatment in patients own community

H. CLOSE



Saturday, March 1 ATTACHMENT 3

Section on Preventive Medicine and Public Health presents

* The AIDS Patient and the Primary Care Physician

Cosponsor:
Task Force on Sexually Transmissible Diseases

Program Planner and Moderator:
Sarah L. Miller, MD, Ventura

Educational Objectives: Physicians who attend this program should be able
to identify patients who present with clinical evidence of HTLV 111
infections, AIDS in particular. They will be able to order the significant
laboratory tests necessary to verify the diagnosis and will learn strategies
necessary to manage patients with evidence of HTLV III infections and AIDS.
In addition, the physicians will be able to counsel patients and families
regarding this infection. They will be able to be a resource for other
health care personnel who are concerned regarding the transmission of the
infection, specifically hospital and emergency services' personnel.

8:00 Welcome and Introduction
Dr. Miller

8:10 Overview of HTLV III Infection and AIDS
Thomas Prendergast, MD, Orange

8:40 Clinical Presentations and Laboratory Evaluation of HTLV III
Infections and AIDS

Michael Gottlieb, MD, Los Angeles
9:45 Break

10:00 Strategies for Managing Patients with Evidence of HTLV III
Infections and AIDS

Thomas Cessario, MD, Orange

10:30 Managing Patients with Neoplastic Manifestations of AIDS
Alexandra Levine, MD, Los Angeles

11:00 Role of Primary Care Physician in Counseling Patients and
Families

Dr. Cessario

11:20 EMS Personnel and Others in Care of Patients with HTLV III
Infections and AIDS
Dr. Gottlieb
Dr. Prendergast

12:00 Adjournment
Acceptable for up to 4 hours of Category I Credit.

Approved for 4 contact hours, California Board of Registered Nursing
- provider number 00370.

* Special interest to primary care physicians.
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A publication of the California Medical Education and Research Foundation, prepared and edited by

physician members of the California Medical Association

Index 426 - September 1985

Acquired Immune Deficiency Syndrome (AIDS): special update

Acquired Immune Deficiency Syndrome (AIDS) is a recently recognized
medical condition associated with a loss of the body's natural immunity
against disease. The severity of the disease and its sometimes mysterious
occurrence have attracted the attention of the medical community around the
world. Despite a great deal of medical research, much is still unknown and
unexplained about AIDS and its cause. However, certain symptoms have been
determined to be unique to the disease. It is important to be aware of
these symptoms.

AIDS is characterized by an often fatal breakdown of the body's immune
system -- the biological mechanism that helps protect us from contracting
illnesses. Once the condition develops, a patient becomes susceptible to a
variety of opportunistic infections, or illnesses that might not be a threat
to people whose immune system is functioning properly. Kaposi's sarcoma, a
rare cancer, and pneumocystis carinii pneumonia, a parasitic infection of
the lungs, are perhaps the most serious of the diseases associated with
AIDS. Other opportunistic diseases which this immune deficiency allows to
occur include extensive yeast infections, serious cytomegalovirus
infections, large herpes ulcers, and toxoplasmosis. (It is important to
recognize that contraction of any of these infections is not necessarily
cause for alarm, as many healthy people suffer from these diseases in the
absence of AIDS.)

The exact cause of AIDS is not yet known. When first discovered in
1981, 94% of all cases were found among young homosexual males. As a result
the disease came to be known as the "Gay Related Immune Deficiency". This
early title has since become a misnomer. Although the majority of
documented cases still occur among young, sexually active homosexual males
(ages 25 - 44), the condition has also been increasingly diagnosed in
heterosexuals. Nearly all instances of AIDS have been reported from five
"high risk" population groups -- homosexual and bisexual males (73%),
intravenous drug users (17%), blood transfusion recipients (1%),
hemophiliacs (1%), and persons having heterosexual contact with a person
with AIDS or at risk of AIDS (1%). The remaining seven percent of affected
individuals have not been identified as being associated with a known risk



factor. Special studies are underway with each of these groups. The
occurrence of the disease among hemophilia patients suggests that AIDS is
caused by a virus which may be transmitted intravenously, as well as through
transfusion or sexual contact.

AIDS has an extremely high fatality rate. Of the 12,599 cases of AIDS
reported in the United States as of August 1985, there have been over 6,338
deaths. Early detection of the disease's symptoms is critical to saving the
life of the patient and in preventing the development of additional cases.
Medical attention should be sought immediately if any of the following
symptoms develop:

*rapid weight Toss of unknown origin.

*the appearance of swollen or tender glands (lymph nodes) for no
apparent reason, lasting for more than four weeks.

*Unexplained shortness of breath, frequently accompanied by a dry
cough, lasting for one month and not due to allergies or smoking.

*persistent diarrhea for no apparent reason.
*intermittent high fever or night sweats of unknown origin.

*a marked change in pattern of illness -- either frequency, severity,
or length of sickness.

*the appearance of one or more purple bumps on the surface of the
skin.

If you develop any of these symptoms, see your physician. There is now
a blood test for antibodies to the virus which probably causes. AIDS,
although this test cannot tell you if you have or will develop the disease.
However, a careful history and physical examination, some routine lab tests,
and biopsy of any suspicious skin lesions will help in the diagnosis of this
complex disease. Although there is no known cure for AIDS as yet, medical
advances towards understanding the disease are made each day.

Prepared by the California Medical Association.
Specific questions on the subject should be directed to your physician.
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Index 439 - September 1985
Facts and fears about AIDS

The incidence of acquired immune deficiency syndrome (AIDS) continues
to rise. AIDS is a newly discovered disease that causes a breakdown of the
immune system, thus making the body susceptible to a variety of unusual
infections and tumors (see Health Tip 426). Between June 1981 and August
1985, 12,599 cases of AIDS were reported in the United States and US
territories, and approximately 250 new cases are reported nationally each
month. About 73% of AIDS patients are homosexual or bisexual men. The
remaining 27% include intravenous drug users, hemophiliac patients,
recipients of blood transfusions, and heterosexual contacts of persons with
AIDS or at risk for AIDS. As the number of AIDS cases has increased, so has
fear and confusion among the general public about the illness and how it is
transmitted.

Is AIDS contagious? Does the syndrome pose a risk to the general
population? AIDS does not appear to be a risk to the general public.
Studies suggest that AIDS is caused by a virus which attacks the body's
immune system. This agent is transmitted primarily through sexual contact.
Less commonly, it may be transmitted through blood or blood products by
needles or transfusions. However, the incidence of AIDS transmission among
blood recipients is very low (2%). Much of the evidence suggests that AIDS
is difficult to transmit and cannot be spread by the air, by touching
objects handled by AIDS patients, by riding a bus or being near a patient in
a public place, or by other forms of casual contact with infected persons.

Despite the evidence on AIDS transmission there remains some concern
among health care workers that they are at risk of contracting the disease.
Thousands of health care workers have been caring for AIDS patients in
hospitals for the past five years and not one has developed the condition as
a result of patient care contact during this time. Nevertheless, as a
precautionary measure, many hospitals are developing guidelines to protect
health care workers from direct contact with the secretions of AIDS patients
-- particularly blood, semen, body fluids mixed with blood, and mucus from
the Tungs or throat. These precautionary measures are very similar to those
taken for hepatitis and other contagious diseases and are not necessary if
the workers are merely in casual contact with patients in their rooms.

Fear surrounding AIDS transmission also threatens the nation's blood
supply. Because AIDS appears to be caused by a blood-borne agent and may be
contracted through contaminated needles, many potential volunteers
mistakenly believe that donating blood can expose them to AIDS. This fear
is unwarranted. Since a new disposable needle is used for each donation,



there is no chance of being exposed to AIDS through giving blood.
Furthermore, to reduce the risk of AIDS transmission to blood recipients,
blood banks now ask individuals from groups at high risk for AIDS to refrain
from giving blood. Also, all blood now donated is tested for antibodies to
the HTLV-III virus (believed to be the virus which causes AIDS).

There is as yet no cure for AIDS, and treatments are still in the
experimental stages. However, the medical community and the government are
working to discover methods for controlling and preventing the disease. In
the meantime, be as cautious as possible. Educate yourself about the
disease and its symptoms. Lower your risk of exposure to the disease by
maintaining good health and nutrition and avoiding excessive use of tobacco,
alcohol and recreational drugs that can damage the immune system. It is
also recommended that you limit the number of sexual partners to the lowest
number with which you can be comfortable and use a condom for all genital
sexual contacts. Gay men are strongly urged to follow the safe sex
guidelines, which are available from any of the gay activist groups.
Consult your personal physician for any health problems that you feel may be
related to the risk of AIDS.

Prepared by the California Medical Association.
Specific questions on the subject should be directed to your physician.
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CURRENT LEGISLATION

i AB (Assemblywoman Allen) }kj

Provides for gender labeling of blood, and allows patients to select
"male" or "female" blood.

NOTE: CMA Council in January agreed to oppose any legislation supporting
blood labeling with regard to gender. See attached correspondence with
Ms. Leslie Dutton of the American Asosciation of Women Voters.

2. SB 1478 (Senator Doolittle) ]Q()
Provides for premarital testing for antibodies to the probable causative
agent of AIDS.

TR SB 1513 (Senator Doolittle) 7
Provides for testing for "evidence of AIDS" of every person convicted
and sentenced to a county jail or state prison, and disclosure of the
test results to the sheriff or warden.

Hi SB 1518 (Senator Royce) fJ )
Provides for notification (by the treating health facility) of emergency

medical care personnel of their contact with persons afflicted with a
contagious disease.

For your 1nformat10n, also attached is a copy of Senator Roberti's report on
AIDS legislation introduced in 1985 and a recent report on federal funding issues.



08086 | ) JAN 6 1986 86006 22:26

RECORD 40 BF: RN- 85 024538 PAGE NO.

LUTMARIC (OBY
FERE R TN D i

LEGISLATIVE COUNSEL'S DIGEST

Bill No.
as introduced, Allen.

General Subject: Blood: labeling: BAIDS.

(1) Existing state law requires every person
engaged in the production of blood to label each container
designating whether it is derived from a volunteer donor
or pald donor.

This bill would, addltlonally, require each
container of blood, as deflned, used in vivo in Callfornla
to be labeled to reflect whether 1t is derlved from male
or female sources, as specified. When the blood is

derived from male sources, the bill would require the

container to also have a warning that use of the blood in

vivo creates a higher risk for a person. contracting AIDS,
than blood derived exclusively from female sources.
Blood banks and plasma centers, as defined,

would be required by this bill to do the above-described

1
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labeling. To the exent that the blood bank or plasma
center is a publicly operatéd fagility this new
requirement would impose a-stéte—mandated local program.

This bill, with a prescribed excepfion; would
also require each physician and surgeon or health facility
which provides blood in';ivé to a patient to provide the
. patient with the opportunity to select blood derived f;om
female or male sources. To the extent the physicians and
surgeohs are employed by a local agency or the health .
facility is publicly operated, tﬁis requirement would
impose a state-mandated local prdgram.

“ yiolation of the above-described requirements .
for blood banks, plasma centers, ﬁealth facilities, and
physicians and surgeons would be a misdemeanor. The
creation of a new crime imposes a state-mandated local
program.

(2) The California Constitution requires the‘.
state to reimburse local agencies and school districts for
certain costs mandated by the state; Statutory provisions
establish procedures for making that reimbursement,
including the creation of a Stéte Mandates Claims Fund to
pay the costs of mandates which do not exceed $500,000

statewide and other procedures for claims whose statewide

~ costs exceed $500,000.
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This bill would provide that reimbursement for
costs mandated by the bill shail;be made pursuaﬁt to those
statutory procedures and, if éﬁe stateﬁide cost does not
exceed $500;000, shéll be payable from the ‘State Mandates
Claims Fund. . |

Vote: majoriﬁy; AbproPriation: no. Fiscél

‘committee: "“yes. State-mandated local program: yes.
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AUTHER'S COPY

An act to add Sect;on 1603.6 to the Health and

Safety Code, relating to blood.
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THE PEOPLE OF THE STATE OF CALIFORNIA DO ENACT AS FOLLOWS :

SECTION 1. Section'1603.6_is adided t& the

Health and Safety Code, td read: Rt

' 1603.6. (a):Each containef of blood used in
vivo in Callfornla shall be labeled to reflect whether it
is derlved from male or female sources. When the blood is
'derived'from both male and femalé sources, it shall be
labeled to reflect this fact.

| (b) When the blood is dgrived from male sources,

the contaiﬁer shall also have a warning that use of the
blood in vivo creates a higher risk for a person
contractlng acquired immune deficiency syndrome than blood
derived exclusively from female sources.

(c) Each physician and surgeon or health
facility which provides blood in vivo to a patient shall
provide the patient with the opporfunity to select blood
derived from female or ﬁale.sources.' However, if an .
emérgency exists, as determined by the health facility or
-physician and surgeon, and neither the patieht nor a
person aﬂthorized to provide medical consent for the
bétient is available or able to make the selection, the
requirement of this subdivision shall not apply;

(d) A blood bank or plasma center, as defined in
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subdivisibn (j) of Section 1603.1, shall do the labeling
required by subdivisions (a) and:(b) of this section.
(e) For purposes‘of-this section, "blood" means

"human whole blood" and “ﬁhman'whole blood dérivatives,"
as defined for purposes of th}s-chapter‘and includes

| "blood components,"” as defined in subdivison (1) of
Sgctioﬁ 1603.1. | e

" (f) This section shali<apply to all blood used .
in vivo in this state on or after January 1, 1987, even if"
its derived ffom out of state sources. |
SEC. 2. Reimbursement to local agencies and

" school districts for costs mandated by the state purrsuant .
to this act.shall be made pursuant to Part 7 (commencing
with Section 17500) of Division 4 of Title 2 of the |
Government Code and, if the statewide cost of the claim
for reimbursément does not exceed five hundred tﬁouséﬂd'

dollars ($500,000), shall be made from the State Mandates

Claims Fund. | : 5 ¢ g ',_f.}



. CALIFORNIA MEDICAL ASSOCIATION
44 Gough Street « San Francisco, California 94103-1233 « (415) 863-5522

January 24, 1986

Ms. Leslie C. Dutton

President and Executive Director
American Association of Women Voters
2210 Wilshire Boulevard, Suite 174
Santa Monica, California 90403

Dear Ms. Dutton:

Thank you for your letter expressing your concern over the safety of blood
products. The California Medical Association is aware of this issue as well
as several other important issues regarding AIDS. Recently CMA's Committee
on Blood Banks, and the Committee on AIDS, addressed this issue and, as a
result, CMA Council approved the following recommendation at its January 17
meeting: '

That CMA oppose any legislation to support blood labeling with
. regard to gender.

CMA believes that blood Tabeling according to gender is not a scientifically
sound policy. Obviously this policy is in opposition to your proposal and
therefore CMA endorsement would not be forthcoming.

Currently CMA is involved in a variety of projects related to AIDS: a
statewide referral system, identification of physicians with the expertise
and willingness to treat AIDS patients, a videotape for training health care
professionals in the care and treatment of AIDS patients are just a few.
Unfortunately, funding for other groups also developing related AIDS
projects is unavailable. The number of projects we have undertaken does not
allow for support of either the workshop or luncheon you seek funding for,
particularly in light of our position on blood labeling.

Please excuse the lateness of this letter. The issue of blood labeling
required considerable study and the involvement of several committees.

Thank you for sharing your point of view regarding this public health
crisis.

Sincerely yours,

Clarence S. Avery, M. D.
. President

CSA/sdc



American Assoriation of Women Hoters

NEW YORK WASHINGTON, D.C. LOS ANGELES

2210 Wilshire Boulevard, Suite 174
Santa Monica, California 90403
(213) 395-0244

Leslie C. Dutton
President & Executive Director

Mr. Machel Goldman
Sr. Vice President = November 13, 1385

Calif. Medical Assn. :
44 Gough Street

San Francisco, CA 94103 NOV 2 11985

Dear Mr. Goldman,

The AAWV has been referred to you by Mrs. Jeanne Hull, President of the
California Medical Assn.Auxiliary for consideration of our proposal to label
blood units "male" and "female" as a means of providing physicians and patients
with the FREEDOM TO CHOOSE the safest possible blood during AIDS epidemic.

We are interested in making a presentation to your executive comittee for
the purpose of seeking an endorsement of our proposal for blood labeling and to -
gain approval for the OMA Auxiliary to work with us in accomplishing our goal.

Additionally, we are forwarding a copy of a oroposal for funding of a
wsafer Blood Products” public-policy workshop to be held next year in San Diego. .
As you will note fram the format, we are including all viewpoints on the subjects
and would love to have financial and participatory support for this project from
the CMA.

The public education portion of the "safer Blood Products" workshop involves
orinting and distribution of the transcripts and summary and which comes to
approximately $10,000. 2lso, the cost of underwriting the luncheon for health
care consumers cames to $10,000 also. Either of these particular portions of the
workshop would be ideal for the QMA to fund.

We are most anxious to meet with the (MA on both of these issues, at the
earliest time possible. Please let us know whan we can expect to have a meeting

or your response to this request.
Sincerely, Z :

ILeslie C. Dutton
President & Executive Director

ID/fr .

enclosures
cc: Jeanne Hull, CMA-A




SENATE BILL No. 1478

Introduced by Senator Doolittle

January 6, 1986

An act to amend Section 4300 of the Civil Code, relating to
marriage.

LEGISLATIVE COUNSEL’S DIGEST

SB 1478, as introduced, Doolittle. Marriage.

Existing law requires that in order to be issued a marriage
license a person must file a certificate issued by a physician
attesting to the results of tests relating to the presence or
absence of syphilis, and, in the case of a woman, whether she
has laboratory evidence of immunological response to rubella,
except as specified.

This bill would require such a certificate also to state the
results of a blood test to detect antibodies to the probable
causative agent of acquired immune deficiency syndrome, as
specified.

Vote: majority. Appropriation: no. Fiscal committee: yes.
State-mandated local program: no. '

The people of the State of California do enact as follows:

1l SECTION 1. Section 4300 of the Civil Code is
2 amended to read:

3 4300. (a) Before any person, who is er meay hereafter
4 be authorized by law to issue marriage licenses, shall issue
S5 issues any such license, each applicant therefor shall file
6 with him or her a certificate from a duly licensed
7 physician whieh eertifieate shall state stating that the
8 applicant has been given such examination, including a
9 standard serological test, as may be necessary for the
0 discovery of syphilis, made not more than 30 days prior
1 to the date of issuance of sueh the license, and that, in the
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opinion of sueh the physician, the person either is not
infected with syphills or if so infected, is not in a stage of
that disease which is or may become communicable to
the marital partner.

(b) Sueh The certificate shall also state whether the
female applicant has laboratory evidence of
immunological response to rubella (German measles).
Sueh The certificate shall not contain sueh evidence of
response to rubella where the female applicant (1) is
over 50 years of age, or (2) has had a surgical sterilization
or (3) presents laboratory evidence of a prior test
declarmg her _immunity to rubella.

Serviees determines on or before the effeetive date of this
aet thet there are not sufficient laberatory faeilities in the
eounty to perform the test required by this subdivision:
In making this determination; the State Department of
Heelth Serviees shall eonsider the number of people in
the eounty; and the availability of faeiliies and qualified
personnek

(c) The certificate also shall state the results of a blood
test to detect antibodies to the probable causative agent
of acquired immune deficiency syndrome. Consent to
release the results of the blood test for the purpose of this
section shall be in accordance with Section 199.21 of the
Health and Safety Code and shall be in a form which shall
be prescribed by the State Department of Health
Services.

{er

(d) Any person who by law is validly able to obtain a
marriage license in the State of California is validly able
to give consent to any examinations and tests required by
this article. In submitting the blood specimen to the
laboratory the physician shall designate that this is a
premarital test.



SENATE BILL No. 1513

Introduced by Senator Doolittle

January 8, 1986

An act to add Section 1202.1 to the Penal Code, relating to
sentencing.

LEGISLATIVE COUNSEL'S DIGEST

SB 1513, as introduced, Doolittle. AIDS: testing of
prisoners.

Existing law prohibits the testing of a person’s blood for
evidence of antibodies to the probable causative agent of
acquired immune deficiency syndrome (AIDS) without the
written consent of the subject of the test. Existing law also
provides for a civil penalty, as specified, for any person who
discloses the results of a blood test to detect AIDS without
written authorization from the subject of the test.

This bill would, notwithstanding the above provisions of
law, require every person convicted of a misdemeanor or
felony who is sentenced to county jail for a term exceeding 3
days, or to a term in the state prison, which term is not
suspended, to submit to a blood test administered by the
county for evidence of AIDS and would also require that the
results of the test be disclosed to the sheriff of the county jail
or the warden of the state prison where the person is
incarcerated, there by imposing a state-mandated local
program.

The California Constitution requires the state to reimburse
local agencies and school districts for certain costs mandated
by the state. Statutory provisions establish procedures for
making that reimbursement, including the creation of a State
Mandates Claims Fund to pay the costs of mandates which do
not exceed $500,000 statewide and other procedures for
claims whose statewide costs exceed $500,000.

This bill would provide that reimbursement for costs
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mandated by the bill shall be made pursuant to those statutory
procedures and, if the statewide cost does not exceed
$500,000, shall be payable from the State Mandates Claims
Fund.

Vote: majority. Appropriation: no. Fiscal committee: yes.
State-mandated local program: yes.

gmmmmwmwwumu—m;—-r—-h—
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The people of the State of California do enact as follows:

SECTION 1. Section 1202.1 is added to the Penal
Code, to read: :

1202.1. (a) In every case in which a person is
convicted of a felony or a misdemeanor and is sentenced
to a term in the county jail exceeding three days or to a
term in the state prison, and the imposition or execution
of sentence is not suspended, the person shall,
notwithstanding Section 199.22 of the Health and Safety
Code, immediately submit to a blood test administered
by the county for evidence of antibodies to the probable
causative agent of acquired immune deficiency
syndrome (AIDS).

(b) Notwithstanding Section 199.21 of the Health and
Safety Code, the results of the blood test to detect
antibodies to the probable causative agent of AIDS shall
be disclosed to the sheriff of the county jail or the warden
of the state prison where the person is incarcerated.

SEC. 2. Reimbursement to local agencies and school
districts for costs mandated by the state pursuant to this
act shall be made pursuant to Part 7 (commencing with
Section 17500) of Division 4 of Title 2 of the Government
Code and, if the statewide cost of the claim for
reimbursement does not exceed five hundred thousand
dollars ($500,000), shall be made from the State Mandates
Claims Fund.

9 70



SENATE BILL No. 1518

Introduced by Senator Royce

January 9, 1986

An act to add Section 1797.188 to the Health and Safety
Code, relating to health.

LEGISLATIVE COUNSEL'S DIGEST

SB 1518, as introduced, Royce. Public safety: notification
and medical treatment.

Existing law provides that health officers shall take
necessary measures to prevent the spread of a contagious,
infectious, or communicable disease. No existing law requires
health facilities to notify emergency medical care personnel
of their contact with persons afflicted with a contagious
disease.

This bill would require notification, as specified, by the
treating health facility of exposure to contagious diseases and
advice as to medical treatment for Emergency Medical
Technicians 1, Emergency Medical Technicians II,
Emergency Medical Technicians - Paramedics, lifeguards,
firefighters, and peace officers who come in contact with
persons afflicted with a contagious disease while providing
their services. To the extent that this bill would apply to local
publicly operated health facilities it would impose a
state-mandated local program.

This bill would expressly limit the authority of the health
facility and the emergency medical care personnel in
disclosing confidential medical information.

The California Constitution requires the state to reimburse
local agencies and school districts for certain costs mandated
by the state. Statutory provisions establish procedures for
making that reimbursement, including the creation of a State
Mandates Claims Fund to pay the costs of mandates which do
 not exceed $500,000 statewide and other procedures for

99 50
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claims whose statewide costs exceed $500,000.

This bill would provide that no reimbursement shall be
made from the State Mandates Claims Fund for costs
mandated by the state pursuant to this act, but would
recognize that local agencies and school districts may pursue
any available remedies to seek reimbursement for these costs.

Vote: majority. Appropriation: no. Fiscal committee: yes.
State-mandated local program: yes.
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The people of the State of California do enact as follows:

SECTION 1. Section 1797.188 is added to the Health
and Safety Code, to read:

1797.188. All persons described in Sections 1797.170,
1797.171, 1797.172, 1797.182, and 1797.183, whether
volunteers, partly paid, or fully paid who, when
performing any of the functions described in the section,
have been in contact with a person afflicted with a
contagious disease, as defined by Section 2500 of Title
XVII of the California Administrative Code and as may
be amended from time to time, shall be notified of the
disease and advised as to the recommended medical
treatment by the health facility treating the afflicted
person.

The duty to notify, as prescribed, by this section,
includes a reasonable investigation of whether one of the
persons described in this section may have been in
contact with a person afflicted with a contagious disease.

Nothing in this section shall be construed to authorize
the further disclosure of confidential medical information
by the health facility or any of the emergency medical
care personnel described in this section except as
otherwise authorized by law.

Health facility, as used in this section, means a health
facility, as defined in Section 1260, including a publicly
operated facility.

Notwithstanding Section 1798.206, violation of this
section is not a misdemeanor.

SEC. 2. Reimbursement to local agencies and school
districts for costs mandated by the state pursuant to this
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act shall be made pursuant to Part 7 (commencing with
Section 17500) of Division 4 of Title 2 of the Government
Code and, if the statewide cost of the claim for
reimbursement does not exceed five hundred thousand
dollars ($500,000), shall be made from the State Mandates
Claims Fund.



FOR YOUR INFORMATION

From California AIDS Update, October 1985, published by Senator David Roberti

AIDS-RELATED LEGISLATION INTRODUCED IN 1985

SB 678, Roberti (D-Los Angeles)
Extends the sunset of the State AIDS

Advisory Committee to July 1990, adds

representatives of the University of
California AIDS Task Force and State
Department of Mental Health to the
committee as ex officio and non
voting members.

Status: SB 678 was signed by the
Governor.

SB 1251, Roberti (D-Los Angeles)
Restored 5$4.9 million of funds

eliminated from the State Budget last
June to fund AIDS research, education

SB 1328, Marks (R-San Francisco
Would establish Medi-Cal eligibility
for victims of catastrophic illness
and establish a formula for determin-
ing the share-of-cost for eligible
individuals.

Status: This 2-year bill has not yet
been assigned to a policy committee
but should begin moving in January.

AB 403, Agnos (D-San Francisco)

Protects the privacy of individuals
tested for AIDS antibodies, prevents
the antibody test from being used as
a condition for insurability or

and direct service programs.~—~~ﬁ~~—ﬁ—wemp}eymentT—eetabliﬂheé—penaktiesfand

tatus:SB 1251 was signed by the
Governor.

SB 292, Marks (R-San Francisco)
Strengthens confidentiality protec-
_tions for AIDS researchers and par-
ticipants in AIDS research studies.
Status: SB 292 was signed by the
Governor. .

SB 1327, Marks (R-San Francisco)
Would require Medi-Cal to pay health
insurance premiums for 36 months for
eligible individuals with a cata=
strophic illness.

Status: This 2-year bill has not yet

been assigned to a policy committee
but should begin moving in January.

created new misdemeanor for negligent
or willful disclosure of antibody
test results.

Status: AB 403 was signed into law

last spring.

(D-Los Angeles)
Provided $5 million to establish
alternative test sites for individu-
als wishing to be tested for AIDS
antibodies and specified that tests
be performed in an anonymous manner.
:« AB 488 was signed into law

last spring.
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BOWEN REBUFFED ON KEY BUDGET APPEALS

HHS Secretary Otis Bowen, MD, lost his fiscal 1987 budget appeals to
‘the Office of Management and Budgeti (OMB), Administration officials
confirmed last week. Bowen had sought to overturn OMB proposals to
slash funding for the National Institutes of Health and to make dra-
matic reductions in Medicare payments to physicians. OMB prevailed
with the support of President Reagan's Domestic Policy Council. Bowen
did manage to knock out OMB's proposal to take hospital occupancy into
account in determining the size of a facility's capital payment.

ADMINISTRATION PLANS $1 BILLION PHS RESCISSION

The Reagan Administration will seek to rescind as much as $l billion.
in fiscal 1986 funding for public health programs, including a sharp
reduction in funds for biomedical research, Administration officials
_ told MEDICINE & HEALTH last week. The White House expects to send the
. rescission request to Congress shortly after legislators return from
their mid-session recess on January 21. Funding for the National
-~ 1Institutes of Health (NIH) would undergo the deepest cut, ir the form
of a planned $359 million rescission. The Administration also will =
‘seek to rescind $16 million provided by Congress for a new experiment<
"al treatment program for victims of acquired immune deficiency syn- .
drome (AIDS) To become permanent, the rescission request must be ’
approved by Congress, but the President can impound the funds for 45
working days while the request is pending.

STEELMAN NAMED AT OMB, BOWEN NARROWS CHOICES

Deborah Steelman has been selected by Office of Management and Budget
Director James Miller III to serve as OMB associate director for human
resources. She replaces John Cogan, who left that key post in early
October. Steelman, 30, moves to OMB from the White House, where she
was President Reagan's assistant for intergovernmental affairs. She
has no previous health policy experience. Meanwhile, HHS Secretary
Bowen is narrowing his choices to f£ill HHS vacancies. Bowen hopes to
make some announcements in the next 10 days, aides said. Bowen met
last week with Rand Corporation senior economist Paul Ginsburg to
discuss the job of assistant secretary for planning and evaluation.

FOR-PROFIT COSTS HIGHER(p.2) ADMINISTRATION SEEKS '86 HEALTH CUTS(p.3)

-/ CDC BANS EXPLICIT AIDS MOVIES(p.2) CATASTROPHIC INSURANCE STUDIED(p.3)

PERSPECTIVES -~ 1985 INDEX (insert)

Your News and Service Bureau in the Nation’s Capital



JOINT ACTION WITH THE
CALIFORNIA HOSPITAL ASSOCIATION (CHA)

At its meeting in December, the CMA/CHA Liaison Committee considered a
discussion paper on AIDS and referred four recommendations to the Committee
on AIDS. These were that CMA and CHA should:

{:). Develop joint guidelines for physicians and hospitals coveringls
AIDS, precautions and guidelines.

Support separate funding for the treatment of AIDS, primarily
from federal funds generated from general revenues.

)

Oppose steps by private payors or others that would result in
discrimination against AIDS patients or persons with AIDS virus
antibodies.

a Q) $;D

: Support the allocation of federal funds to educate and train
health care workers in treating AIDS patients.

Attached for your information are the original reports to the Liaison
Committee, and a follow-up letter from CHA.



California Hospital Association

1023 12th Street  P.O. Box 1100  Sacramento, CA 95805-1100 916/443-7401

January 16, 1986

-

Mark Madsen, Director JAN 31 Iggg

Continuing Medical Education
California Medical Association
44 Gough Street

San Francisco, CA 94103

Dear Mark:

As we discussed during our telephone conversation, CHA and CMA will be
forming a joint committee on AIDS for the purpose of supporting the
major recommendations which evolved from the December 18th CMA/CHA
Liaison Committee Meeting, and to develop guidelines which will assist
hospitals and physicians involved with the treatment of AIDS. It is my
understanding that CMA currently has a small working committee of
three physicians who meet regarding polices and legislation concerning
AIDS treatment, and that their next meeting has been scheduled for
January 30.

Pursuant to our conversation, I will expect to hear from you after
that meeting regarding plans for the formation of a joint CMA/CHA Task
Force on AIDS.

CHA plans to introduce legislation which will address some of the
problems of AB 403 (confidentiality and HTLV III testing). Our legal
counsel is working on this issue, and has reported that numerous
physicians, as well as hospitals have contacted them for clarification
on AB 403 since it went into effect last spring. I have contacted
Bill Cleveland regarding our plans. I hope that CMA will support this
effort, and I will keep you informed on our progress.

I am looking forward to working with you this year.

Sincerely,
fm,
Sally nn

Government Relations Coordinator

SEL:cb



STAFF ASSIGNMENTS RESULTING FROM UEC 2 7 1905
CMA/CHA LIAISON COMMITTEE MEETING

December 18, 1985

6. AIDS.* Refer discussion paper on AIDS to CMA's Task Force ‘Madsen
for review and evaluation of accuracy. Proceed
with recommendation # 1 and invite CHA repre-
sentatives to meeting; develop recommendations on
#s 2, 3 and 4, (Attachment B)



ATTACHMENT B

December 10, 1985

TO: CMA-CHA Joint Liaison Committee
FROM: C. Duane Dauner and Robert H. Elsner

SUBJECT: Acquired Immune Deficiency Syndrome (AIDS)

AIDS is a societal health problem of huge proportions. Following
are some points of interest.

- Of 14,862 reported AIDS cases in America as of
November 1, 1985, 7,628 were already dead. (California
with 3,378 reported cases represents 23% of the total.)

- The federal Centers For Disease Control estimates that
1 million Americans have now been exposed to the AIDS
virus. (In California, 23% of the total means an esti-
mated 230,000 infected individuals.)

- 0f those exposed, 10% (100,000 in the U.S., 23,000 in
California) are expected to develop AIDS over the next
five years.

- Of those exposed, another 20% (200,000 in the U.S.,.46,000
in California) are expected to develop AIDS-related diseases.

- Of those exposed, the remaining 70% (700,000 in the U.S.,
184,000 in California) will show no symptoms but may
unknowingly be carrying and spreading the virus for years.

- AIDS is silent over a long period of time. Individuals
may carry the AIDS virus and infect others without ever
coming down with the disease themselves.

- While most (73%) of the AIDS victims in the United States
to date have been homosexuals, AIDS is not a homosexual
disease. In Africa and Haiti and in the United States
military, it is predominant among heterosexuals.

- AIDS is expected to continue spreading until the year 2000--
even if an effective treatment of a protective vaccine becomes
available in four or five years.
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AIPS patient care will consume tremendous health care resources for
which neither the public nor private health sectors are prepared.

- The average AIDS victim is 34 years old, in his prime .
productive years and in the age category least expected
to require health care services.

- The average cost of medical care for an AIDS patient in

* the United States is currently $140,000. (Projected over
the next five years for the estimated 23,000 AIDS cases
in California alone, the medical care costs could be
$3,220,000,000.)

- Increased experience in the handling of AIDS patients should
lead to more effective organization and management of the
treatment process and lead to lower per case costs. On the
other hand, new and experimental drugs and treatment modali-
ties could in turn increase those costs.

- The cost of AIDS patient care was not anticipated in calculat-
ing the Medicare prospective payments rates, Medi-Cal rates
or actuarial insurance tables.

- In California, the average length of stay for an AIDS patient
per hospitalization exceeds 15 days compared to 6.3 for all
other patients. (The AIDS patient usually experiences 2 or
3 hospitalization periods in the course of the illness.)

o The average cost per hospitalizatioh for an AIDS .
patient exceeds $16,000, more than three times the
average cost for all other patients.

o The primary sources of payment to the hospitals for
AIDS patient care are:

Medi-Cal ....ceens v.v.....25% of the patients
Medicare ...ceco.- vuuv.... 3% of the patients

o The average uncollectibles (that is the revenue lost
to the hospital) for the hospitalization of an AIDS
patient is $5,214 compared to $1,546 for all other
patients.

- The public and private hospital systems in California are
having to absorb an average loss of $5,214 on the 3,378 AIDS
cases reported in the state to date. That is $1,762,000.

- 23,000 AIDS cases in California over the next five years could
result in hospital losses totaling $119,922,000. Neither the
public nor private hospital sectors can absorb this loss..

- Losses will be incurred by physicians treating AIDS patients

as well. .
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Life and health insurance companies will endeavor to identify and isolate
all potential AIDS victims who apply for insurance in order to protect
against unexpected and unusual losses.

- Those denied health insurance for reason of a positive AIDS

antibody test would not have insurance coverage for any of
their other health care needs throughout their lifetime,
thereby exacerbating the uncompensated care problem.

Health care professionals and their support staffs are being confronted
with a disease entity with characteristics considerably different from

that for which they were trained and, for some, with potential personal
implications beyond that which they are prepared to take.

- Health care workers are especially caring people, but they

are also human., While the evidence indicates that AIDS
cannot be transmitted to another person by casual contact,
the consequences of an accidental exposure are so severe as
to cultivate deep personal concerns and warrant extraordinary
precautions.

As the number of AIDS victims rapidly expands in the next

2 to 5 years, it is expected that the number of health care
workers confronted with serious personal dilemmas will like-
wise increase. Wrong decisions might be made by a large -
number of health care workers due to inaccurate or incomplete
information.

AIDS is different. From the standpoint of health care
providers, the AIDS patient requires particular attention

to those differences for significant personal, legal and
patient treatment reasons, such as:

o Developing treatment guidelines and procedures and
specialized care units or areas.

o Discharge planning and after-hospitalization care,
especially including extended care services.

o Access to clinics and outpatient care.

o Mental health needs and family counseling.

o Protection against accidental exposure.

o Training, motivation and safety for high-risk employees.

o Management of employees with AIDS and employees who
may test positive to the AIDS antibodies.

o Safety of pregnant employees and their fetuses.

o Responsibility to provide care versus the right to
work in a safe environment.

o Patient discrimination and privacy rights.
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- A program is needed to rapidly develop the tools from which
those health care workers who may be exposed to AIDS patients
can be trained on how to handle AIDS differences safely and .
with tenderness and confidence.

- A proposal for the training of 246,000 hospital workers in
California is estimated to cost $544,000. If funded, this
project would provide training manual and lesson plan models
for similar training throughout the country.

Liability issues are bound to emerge from all sides. Therefore, it is
essential that physicians and hospitals take every reasonable precaution,
including proper diagnosis jdentification, communication between
physicians and hospitals, safety protocols and discharge procedures.

Attached is a background of CMA activities related to AIDS.
RECOMMENDATION: CMA AND CHA SHOULD:

1. DEVELOP JOINT GUIDELINES FOR PHYSICIANS AND HOSPITALS
COVERING AIDS, PRECAUTIONS AND GUIDELINES.

2. SUPPORT SEPARATE FUNDING FOR THE TREATMENT OF AIDS,
PRIMARILY FROM FEDERAL FUNDS GENERATED FROM GENERAL
REVENUES.

3. OPPOSE STEPS BY PRIVATE PAYORS OR OTHERS THAT WOULD
RESULT IN DISCRIMINATION AGAINST AIDS PATIENTS OR
PERSONS WITH AIDS VIRUS ANTIBODIES. .

4. SUPPORT THE ALLOCATION OF FEDERAL FUNDS TO EDUCATE
AND TRAIN HEALTH CARE WORKERS IN TREATING AIDS PATIENTS.

CDD:1b
Attachment



BACKGROUND OF CMA ACTIVITIES

In order to respond to the variety of AIDS issues and legislation, Council
formed the Ad Hoc Committee on Acquired Immune Deficiency Syndrome (AIDS) in
April 1985. The Committee has met twice, and has considered a variety of
legislative bills and other issues.

At its September 12, 1985 meeting, the Committee reviewed numerous requests
for information and guidelines on the evaluation, care and treatment of AIDS
patients. The Committee also considered requests for guidance on AIDS in
correctional facilities and morbidity reporting in hospitals. Two CMA media
productions were reviewed: an article scheduled for publication in the
November issue of California Physician and a CMA/HSN video production. The
two "Health Tips" on AIDS were revised, and the Committee reviewed plans for
an Annual Scientific Assembly program on AIDS.

Current legislation was also reviewed, and comments on specific bills have
been forwarded directly to the Commission on State Legislation.

In addition, the Committee considered Resolution No. 719a-85 (attached),
adopted at the 1985 Annual Session of the House of Delegates, which
encourages component societies to identify physicians willing to care for
AIDS patients and make that information available through local referral
services and AIDS resource organizations. In a letter to presidents of the
component societies, CMA President Clarence S. Avery, MD, has requested
implementation of this resolution, and stated that information regarding
diagnostic guidelines, treatment protocols, patient services,
epidemiological data and research on therapy regimens is available from
CMA's Department of Continuing Medical Education. The Committee is
therefore reviewing current information suitable for dissemination and will
follow-up on this letter.

At its October 1985 meeting, the CMA Council adopted the attached policy
statement on AIDS.

12/4/85
US/sc
Attachments

The above report was prepared for the CMA-CHA Liaison Committee.



HTLV-III TESTING AND CONFIDENTIALITY ISSUES

CMA's Committee on Blood Banks has been considering all aspects of antibody
testing, and has forwarded a number of questions to this Committee for
discussion,

Al What is a confirmed positive test result as it applies to the
donor notification?

2 What is the definition of a non-reactive as it relates to AB488,
Section 2, 1603.1(A) that reads "only units that are found non-reactive
shall be used in vitro for humans in the state"?

Fe Can phresis products be released without completing an HTLV-III
Antibody test, if the donor has tested negative on recent previous

donations? What is considered an acceptable time interval?

4. Are members of health care teams to be informed of HTLV-III Antibody
positive test results in a patient?

The Committee on Blood Banks also heard of a situation where a patient tested
positive and the local blood bank asked for a release to notify the physician.

The patient refused, and the local blood bank and component medical society is
concerned not only with the health care team's exposure to the blood, but also
with the exposure of the patient's spouse and any unborn children, in the

event of a pregnancy.

Further, the Commission on State Legislation, at its October workshop, recommended

"That CMA support efforts to relax the confidentiality provisions of
existing AIDS antibody testing statutes."
To guide you in dealing with these issues, attached you will find:

I, Report to the Commission on Community Health Services from the
Committee on Blood Banks, December L7 a8 5

2 Confidential Report on ACCMA Council meeting of January 9, 1986.

30 Report to Council from the Commission on State Legislation,
November, 1985,

4, San Francisco Medical Society Advisory Statement Regarding AIDS
and HTLV-III Testing, December, 1985

5 Letter from legal counsel re: confidentiality of AIDS records,
Jil y S5 G a

6. Recent article from Professional Liability Newsletter.

A Agenda for the Committee on Blood Banks, February 5, 1986,



/ ,uw/ug_,

Report to the Commission on Community Health Services
From The
Committee on Blood Banks

M. Silvija Hoag, M.D.
December 17, 1985

Resolution 113-85/A

Directed Donations

ANesolution No. 113-85 / A
Directed Blood Donations 5

RESOLVED: That the California Medical Association

believes that blood banks should strongly discourage

directed donations, except for those patients who wish to <25y
use their own blood for themselves, in elective surgery X
cases. '

ACTION: Refer to Council with recommendation that designaied

donor programs be monitlored by the appropriate CMA
Committee(s) which should report 1o the House of Delegates

next year.
Referred to;: Commities on Blood Banks.

The Committee on Blood Banks has extensively studied this issue.

During the course of their investigation, they discovered that the
California Blood Banks System conducted a survey of the various blood
procurement centers throughout California. On November 21, 1985 the
Committee met and invited as their guest Carol Bell, M.D., Chairwoman
of the California Blood Bank System's Scientific Advisory Committee.
This advisory committee conducted the survey regarding designated donor
programs. The summary of the survey is as follows:

® 51 survey questionnaires were sent out and 37 responses were
received. 21 of these responses were from community blood centers
which supply approximately 1 million units annually. Sixteen of the
responses were from hospital transfusion services which represented
5900 beds.

e All respondents indicated that designated donor programs are costly
in terms of personnel, time and effort. This cost is passed on the
the recipients or is absorbed in general costs. The charges range
from $0 to $26 per unit collected, plus additional charges by
hospital transfusion services for handling designated units in some
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instances. At this time, third party payments are not available for .
these increased costs.

e Concern was raised that designated donor programs create two classes
of recipients for blood: those who cannot obtain designated donors
due to the additional charges per unit of blood; and those who can
pay for this service and have elective procedures. Another concern
focuses on those individuals who do not have close friends willing to
donate blood.

e Several logistical problems were noted, such as the necessity to
change surgery dates; the necessity to change hospitals; a lack of
physician understanding of the testing requirements; and severe
questions regarding the ability to release unused units.

e Designated donors have made a limited contribution to available
supplies. 30 percent of these donors are first time contributers,
but continuation of volunteers to donate is very low. Currently,
approximately 50 percent of designated donor units go into a general
pool. The designated donor units drawn indicates an average of 2 _-
units per patient. The ratio of donor deferral or unusable units is . -
the same or higher in designated donors than in the general blood

bank pOOl.

e All survey respondents indicated they would not have started
designated donor programs if it could have been avoided. .

e The greatest utilization of designed donor programs has been in high
AIDS "awareness" metropolitan areas. .

e The summary for the report indicates that the designated donor
program is a pluralistic approach with only a few happy participants.

In addition, the Committee members extensively discussed various
designated donor programs that operate in their respective counties.
Currently, no scientific evidence is available that directed donor
programs provide safer blood or improve medical treatment, except in
same instances of kidney transplant patients or family members in
pheresis programs. Blood testing requirements preclude the
availability of designated donor blood in times of emergencies.
Occassional delays have been recorded in transfusions while waiting for
designated donor blood to be processed and have caused & prolongation
in hospital stays, thereby adding another cost factor. Also,
designated donations may not be advisable in some instances of husband
to wife in childbearing age, or parent to low birth rate infant, unless
that blood has been irradiated.
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The Committee did note that no major problems have occured as long as
designated donors constitute a low percentage of overall collections.
With few exceptions, designated donor units are used within a blood
bank service area, and therefore shipping of units has not become an
issue. The Committee is concerned that fear of HTLV-III/LAV
transmission has not decreased appreciably since antibody testing has
been implemented at blood banks. Apparently, many Californians remain
unaware of the fact that this type of testing has rendered blood
essentially "safe." Also, patients do not know that blood in
California is obtained from volunteer donors, except when specified
exceptions are noted as per California law. However, the Committee
believes the provision of designated donor programs provides a
perceived benefit to patients and their families, which may also create
an equally strong negative emotional response in patients who cannot
provide donors. Some patients believe that blood will not be available
for them if they cannot find donors. Many physicians like designated
donors because "it makes patients feel better" about receiving
transfusions when autologous transfusions are not an option.

Since the inception of designated donor programs, several organizations..
have made statements discouraging their use. These organizations X
include the American Medical Association, the American Association of ..
Blood Banks, the American Red Cross, and the California Blood Bank
System. These organizations continue to discourage such programs.

Following this extensive discussion, the Committee voted to recommend
the following statement:

RECOMMENDATION: e THAT CMA BELIEVES DESIGNATED PROGRAMS SHOULD
BE DISCOURAGED; HOWEVER, THAT PROGRAMS MAY HAVE
SOME LIMITED PSYCHOLOGICAL BENEF FOR THE
RECIPIENTS,

2. Summary Regarding the Current Status of HTLV-III Antibody Testing - For
Information

The Committee discussed the development of a summary statement
regarding the current status of HTLV-III antibody testing. Committee
members have been gathering information and data regarding this testing
procedure to develop an article. An outline has been developed which
covers such items as the purpose of the test, description of the test,
definition of a positive test result, requirements for testing, donor
information, and several other germane items. An outline of this
information has been included as an addendum to this report.

During the complling of this data, it was discovered that there is no
clear DHS definition for "reactive test result."” This forces many
blood banks to throw out initially reactive units of blood. The
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Committee believes clarification is necessary. Therefore, the .
Comnittee voted that the following questions be referred to the AIDS
Task Force:

1. What is a confirmed positive test result as it applies to the donor
notification?

2. What is the definition of a non-reactive as it relates to AB488,
Section 2, 1603.1(A) that reads, "only units that are found non-
reactive shall be used in vitro for humans in the state.

3. Can phresis products be released without completing an HTLV-III
Antibody test, if the donor has tested negative on recent previous
donations? What is considered an acceptable time interval?

4. Are members of health care teams to be informed of HILV-III

__ Antibody positive test sults in a patient?
5. Huly =4 o5 9”2%2 VL%

The Committee believes these questi will ultimately result in a more
clear approach to the testing of blood for HTLV=-III antibody. -

Therefore, the Committee voted that: Z 2% 1

RECOMMENDATION: e THE OOMMISSION REFER THESE QUESTIONS TO THEYAIDS
— TASK FORCE; AND THAT

[ 2 4 ﬂf .
,;f‘T \,L-"”JL [/ e IP NECESSARY, THE AIDS TASK FORCE ACTIVELY »
" o M COLLABORATE WITH THE BLOOD BANK COMMITTEE IN THE
v A DEVELOPMENT OF A LETTER TO KENNETH KIZER, MD, MPH,
ey A DIRECTOR OF DHS, FOR CLARIFICATION ON THIS ISSUE.

{1

“3. Blood Labeling

The Committee reviewed unconfirmed information that the American
Association of Women Voters has retained Doris Allen of the California
Assembly to introduce a bill that would separate blood male and female.
This assumes female blood is safer than male blood. The Committee felt
strongly regarding this issue and approved the following:

RECOMMENDATION; @ THAT CMA STRONGLY OPPOSE ANY LEGISLATION WHICH
SUPPORTS BLOOD LABELING WITH REGARDS TO GENDER.

4., Reporting of HTLV-III Antibody Reactive Tests to Personal Physicians

The Comnitttee reviewed a report regarding the notification of
physicians whose patients have received blood or blood components from
donors who currently test HTLV-III antibody confirmed positive.
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. A limited study of patients who have received blood products from
donors who subsequently have been diagnosed as having AIDS, indicates

that such patients have an increased chance of having the HTLV-III
antibody. Precaution and prophylatic measures can be recommended to
blood recipients who are HTLV-III reactive. Therefore, there may be
reason for informing the personal physician. Currently,/blood banks
have made a decision to implement such a policy. The ynformation
requires action on the Commission level, but the Commi believes you
should ?L aware of this activity.

o A
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CONE D ENT
EIDETIAL
d JR= e M W ORN CAL ASSOCIATION

Interoffice Memorandum

To______Bob Elsner Date__1/10/8G

uu |
From___Paul K. Strobel VMSL i

Subject_ACCMA Council Meeting
January 9, 1985

ETHICAL DILEMMA

Decided not to notify a surgeon and his surgical team that a patient undergding
elective surgery on January 10 tested positive to the HTLV-III antibody screen.
The ACCMA Blood Bank requested a release from the patient (a young, married- ~
man with a child) to notify the physician. The patient refused and current
state law prohibits disclosure, with monetary and criminal penalties for
willfully breaching confidentiality.

The Council is not only concerned with the surgical team's exposure to the
patient's blood, but is even more concerned with the wife's exposure because of
sexual contact as well as the effect on an unborn child in the case of a pregnancy.

As legal counsel pointed out, "It's a lousy law and we should use this anecdote
(and others) when we try to change it (the law in Sacramento)."



Extract from report to Council of the Commission on State Legislation,
November, 1985

VI. REPORTING LAWS/PHYSICIAN RESPONSIBILITY/RAW MILK

A. PHYSICIAN REPORTING LAWS

Physicians are subject to a variety of reporting requirements, including
crimes of violence, negligence, abuse, and matters relating to Workers'
Compensation injuries. CMA is unaware of new communicable diseases which
require legislative consideration, but is concerned about existing legis-
lative treatment of confidentiality issues associated with AIDS antibody- °
testing. In addition, a recommendation has been made to merge the CMA ad

. hoec Task Force on AIDS with the CMA Committee on Sexually Transmissible
Diseases, ;

RECOMMENDATIONS :

1. That CMA continue to approve efforts to increase funding for child
protective agencies.

2. That CMA not sponsor legislation to repeal the reporting requirements
concerning nonabusive sexual conduct in children until the -results of
pending litigation are known.

3. That CMA not consider sponsoring legislation to repeal the "healing by
prayer” provisions of Section 270 of the Penal Code until the results
of pending litigation are known, and that CMA consider filing an
amicus curiae brief with the Walker case if deemed appropriate by
Legal Counsel.

4. - That CMA seek no change in mandatory reporting standards in the Child
Abuse, Elder Abuse and the Dependent Adult Abuse Reporting Laws at the
present time, unless unacceptable amendments are proposed.

5. That CMA support efforts to relax the confidentiality provisions of
existing AIDS antibody testing statutes. .



SAN FRANCISCO MEDICAL SOCIETY
ADVISORY STATEMENT REGARDING
AIDS AND HTLV-III TESTING
December 1985

250 Masonic Avenue
PO Box 18719

San Francisco, CA 94118
415 5676230

The following statement is the product of intensive review by the San Francisco Medical
Society Bioethics Committee and AIDS Task Force and was approved by the SFMS Board of
Directors in December of 1985. Representatives from a broad spectrum of private and
governmental medical organizations participated in the development of the statement. The
recommendations contained herein are intended as advisory guidelines to San Francisco for
the continuation of the difficult battle against the spread of AIDS. They are in no way
intended for use as coercive measures or by parties other than concerned individuals, their
physicians, and recognized organizations serving the interests of public health.

WHEREAS the AIDS epidemic poses an extremely serious threat to the health of all individuals,
and

WHEREAS the San Francisco Medical Society is deeply concerned about the health of all
members of society, including those in groups at high risk for AIDS:

1. The SFMS fully supports the provision of all needed resources for the care of people
with AIDS and AIDS-related conditions, and for research and treatment of this disease.
® .

The SFMS strongly encourages all individuals in groups at risk for AIDS and anyone
having sexual contact with those in high risk groups to be voluntarily tested for
HTLV-MI antibodies. ‘

3. The SFMS strongly supports the continued confidentiality of the HTLV-III test and
the continuance of the anonymous testing site program.

4. All persons at risk for AIDS are urged to practice safe sex (sexual practices that do
not involve the transmission of bodily fluids) at all times. Sharing of needles and
syringes among drug users is also an unsafe practice that should be avoided at all cost.

5. As AIDS is primarily a sexually-transmitted disease, all individuals, regardless of
sexual orientation, who have had or currently have multiple sexual partners should
consider themselves at risk for the disease. Anyone at risk for AIDS should eliminate
those sexual activities that put him or her at risk.

The SFMS wishes to remind all interested persons that the HTLV-III test is NOT a test for
AIDS itself, but is a test for the virus which can cause AIDS. Medical research indicates
that only a minority of those infected with the virus (and thus testing positive) will subsequently
develop AIDS. Thus it is extremely important that those at risk of becoming infected and
those already exposed to the virus make every effort to avoid behaviors, conditions, and
potentially infectious agents which might place unnecessary stress upon their health. People
choosing to be tested are strongly advised to avail themselves of the educational resources

provided by AIDS-aware community organizations such as the San Francisco AIDS Foundation
. and the Department of Public Health and ‘to seek appropriate medical advice and care when
indicated.
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July 25, 1985

Mr. Steven Heilig
SAN FRANCISCO MEDICAL SOCIETY
250 Masonic Avenue

San Francisco, CA. 94118

RE: Confidentiality of AIDS ‘Records

Dear Steve:

You have asked for guidelines concerning the proper
handling of medical records for AIDS patients.

As you are probably aware, the California legislature
recently enacted legislation governing the confidentiality
of the results of blood tests to detect antibodies to the
probable causative agent of AIDS. These statutes, Health
and Safety Code §§199.20, et seq., provide broad protection
for the confidentiality of the identity of individuals who
are the subject of such tests. Generally speaking, information
which would identify or provide identifying characteristics
of any individual who is the subject of such a blood test
cannot be obtained by subpoena or other legal process, regard-
less of whether the action is civil, criminal, administrative,
legislative, or some other type of proceeding. Moreover,
physicians may disclose test results only on written authori-
zation specifying to whom the disclosure is to be made, and
a separate authorization form must be signed for each disclosure
of identifying information. A copy of an authorization form
satisfying this requirement is attached.

Although other limited exceptions apply to blood
banks and hospitals, the only exception to these confidentiality
requirements applicable specifically to physicians is the
mandatory reporting obligation established by Health and Safety
Code §1603.1(c). This section requires a physician to report
to the county health officer all transfusion-associated AIDS
cases. The law also permits reporting pursuant to requirements
which may be imposed by DHS or the Centers for Disease Control.
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The law establishes specific penalties for improper
disclosure. Health and Safety Code §199.21 provides a penalty
not to exceed $1,000 plus court costs for negligent disclosure
of such information, or a penalty of from $1,000 to $5,000
plus court costs for willful disclosure. Any penalties and
costs assessed for negligent or willful disclosure are to
be paid to the subject of the test. Additionally, if the
disclosure results in "economic, bodily, or psychological
harm to the subject of the test", such disclosure may be punish-
able as a misdemeanor by imprisonment in the county jail not
to exceed one year, Or a fine not to exceed $10,000, or both.
Moreover, a person negligently or willfully violating these
confidentiality provisions is liable for all actual damages,
including damages for economic, bodily, or psychological harm
sustained as a result.

Physicians must understand that the law imposes
special restrictions upon Tnformation which discloses the =
Tesults of a blood test to detect antibodies to the probable
causative agent of AIDS. Although the law is not entirely .
clear, the law may be interpreted broadly to protect all medica
information which discloses directly or indirectly the result
of such blood tests, that is, all information indicating that
an individual is an AIDS patient. Physicians should institute
some system which adequately alerts the physician and appro-
priate office personnel to the confidential nature of this
information. It is probably advisable to separate AIDS records
physically from other information contained in the patient's
chart by, at a minimum, placing it on a separate page. In
additicn, *“he physiciar's office personnel should be instructed
concerning the importance of safeguarding this information,
and the legal limitations on disclosure as discussed above.

It should be emphasized that these limitations apply to all
releases, transmissions, disseminations, oOr communications,
whether they are made orally, in writing, or by electronic
transmission, and supercede other laws authorizing or requiring
the release of other types of medical information except,
perhaps when due to a medical emergency, disclosure of infor-
mation is necessary for treatment purposes before a signed
authorization can be obtained.

There are two further areas which should be discussed
in connection with AIDS patients. First, although the law
does not specifically address cases involving minor or incompe-
tent AIDS patients, we believe general principles of consent
law should apply. Therefore, the individual with legal author-
ity to make health care decisions for an incompetent, adult
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patient should be located, and his or her informed consent

to treatment obtained. 1Individuals who may have such legal
authority include an attorney-in-fact designated in a valid
durable power of attorney for health care or a conservator.

In the absence of such an individual, there is legal authority
suggesting physicians may properly rely on the informed consent
of immediate family members or "significant others". 1In the
event the physician believes that an improper decision is

being made, or where there is disagreement among the affected
surrogates, it would be advisable to seek a court order before
treatment is withheld or withdrawn. 1In addition, the parents
or legal guardians of a minor AIDS patient should be required
to make treatment decisions and sign authorization forms before
the minor's records are released except in cases where the
minor is legally entitled to consent for care on the minor's
own behalf. Minors authorized to consent to AIDS treatment
include:

1) married (or divorced) minors; and

2) minors on active duty with the U.S. armed forces;.
and

3) minors emancipated by a court order; and

4) self-sufficient minors (minors 15 years or older
living away from home and managing their own
financial affairs); and

5) minors 12 or older seeking care for any sexually
transmitted diseases or any infections contageous
or communicable disease of the type which must
be reported to the local health officer.

A physician treating a minor who falls within one of these
provisions must obtain the minor's informed consent. 1In addi-
tion, the treating physician generally may not disclose medical
information concerning such care to the minor's parents or
legal guardian except pursuant to a written authorization
signed by the minor. Of course, physicians may and should
encourage minors to authorize appropriate disclosure.

Second, the law generally requires that the written
consent of an individual be obtained before that individual's
blood is tested for evidence of antibodies to the probable
cause of AIDS, and that the test be performed in laboratories
specifically approved by DHS to perform this test. Physicians
planning to order these tests or considering providing testing
services should ensure all legal requirements are met.
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I hope this information is helpful. Please don't
hesitate to call if you have questions concerning this material.

Sincerely,

“.\_4,1»11‘-"" ot ?}bw v

Catherine I. Hanson

CIH/syc



. AUTHORIZATION FOR' DISCLOSURE OF THE RESULTS OF A BLOOD TEST 1O DETECT AIDS
A. EXPLANATION:
This authorization for use or disclosure of the results of a blood test to
detect acquired immune deficiency syndrome (AIDS) is being requested of you to
comply with the terms of the Confidentiality of Medical Information Act, Civil
Code Section 56 et seq. and Health and Safety Code Section 199.21(g).
B. AUTHORIZATION

I hereby authorize

[Name of Physician]
to furnish to

[Name or Title of Person Who 1s to Recelve the Results]
the results of blood tests to detect acquired immune deficiency syndrome
(AIDS) and medical records and information pertaining to the treatment of
AIDS.

C. USES

The requester may use the information for any purpose, subject only to the
following limitations: .

D. DURATION

. This authorization shall become effective immediately and shall remain in

effect until .
[Date]

E. RESTRICTIONS

I undarstand that the requester may not further use or disclose the medical
information unless another authorization is obtained from me or unless such
use or disclosure is specifically required or permitted by law.

F. ADDITIONAL COPY
I further understand that I have a right to receive a copy of this

authorization upon my request.
Copy requested and received: Yes No Initial .

. Date: 19
* Signature

Printed Name

. NOTE: This form must be in at least eight-point type.
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Will Acquired Immune Deliciency Syndrome piove o
be the major public health problem of the twentieth cen-
tury? Unless a vaccine or effective therapy is developed
within the next few years, the answer is, “quite possibly.”
But the full scope of the problem will not be appreciated
without extensive epidemiologic studies. This involves
tracing the changing patterns of HTLV-IIl infection in
various populations.

COMMENT: While voluntary testing can yield sig-

nificant information, it is compulsory
testing which will provide the earliest and most
complete epidemiologic data. So far, the Califor-
nia legislature has only mandated HTLV-lII deter-
minations for blood donors. Recent addilional leg-
islation, as discussed below, indicates a public
policy in opposition to mandatory testing. The state
policy on this issue can shift, however so it is
worthwhile considering the constitutional impedi-
ments to compulsory testing ordered by a stale.

The major issue concerns the individual's constitu-
tional right of privacy. This can be reduced {c two con-
siderations: first, the invasion of bodily integrily by draw-
ing blood in order to test for HTLV-lIl infeclion. Second,
the dissemination of this information lo various health
personnel responsible for followup and statistical
analysis, plus the identification of sexual contacts. This
last point is a particularly important public health con-
cern, since the great majority of seroposilive palienls are
infectious, presumably for life.

.- -The United States Conslitution does not specilically
mention any right to privacy. However, in a line ol deci-
sions going back to 1891 the Supreme Court has
recog nized that a fundamental right of personal privacy,
or at least a guarantee of certain areas or zones of
privacy, does exist under the Constitution. These rights
include activities relating to marriage, procreation, con-
traception, family relationships, child rearing and educa-
tion. This list is not all-inclusive; it merely indicales the
major thrust of these cases.

When governmental action is directed against an in-
dividual's fundamental rights, the Supreme Court has
held that it may be justified only by a “‘compelling stale
interest.”” Therefore, in a constitutional tesl of a state
program to establish an extensive, compulsory and
ongoing epidemiologic survey of HTLV-ll infection, the
conclusions which can be drawn from presently known
facts would be controlling. What are these facts?

As of September 23, 1985 the Cenlers for Disease Con-
trol had identified 13,402 cases of AIDS in the United



States, 6,830 of whom are dead. It is estimated that an
additional 500,000 to 1 million Americans test
seropositive for HTLV-IIl. Perhaps as many as 10% of
seropositive individuals will manifest AIDS over a five
year period, and 100% of those afflicted will die.

The rapidity of spread of the disease in a particular
group is indicated by an article in the August 1985 issue
of Annals of Internal Medicine, “The Acquired Im-
munodeficiency Syndrome in a Cohort of Homosexual
Men: A Six-Year Followup Study" by Harold W. Jaffe, M.D.
et. al. In a study originally planned to evaluate the in-
cidence and prevention of hepatitis B virus infections,
6,875 homosexual and bisexual men in San Francisco
were evaluated bewteen 1978 and 1980. A blood
specimen from each participant was obtained and the
sera were frozen and stored. In 1984 blood specimens
from a cohort of this original patient set were obtained.
4 5% of the stored sera from 1978-1980 were positive for
HTLV-lIl. 67.4% of the smaller group studied in 1984 were
positive.

However, it is erroneous to consider AIDS an ex-
clusively homosexual disease. Only about 73% of AIDS
patients have been homosexual or bisexual men. So
perhaps the most critical question for the epidemiologist
is how rapidly seropositive tests will accumiate in the
general population.?

How might such an investigation proceed? Since pro-
stitutes and intravenous drug users (and there is an
overlap of these groups) are probably the most impor-
tant initial vectors for heterosexual spread, a study of
each group, extending over several years, is logical. But
can these two classes of individuals be required to sub-
mit to study?

If one is considering a wholesale, compulsory gather-
ing of presumed drug users and prostitutes for testing
and followup, under current constitutional safeguards
such an investigation would almost certainly be
unconstitutional .4

Are there more restrictive circumstances which would
permit a partial inventory of these high risk groups? Yes.
Prostitutes present the most obvious case. Routine
venereal disease testing of arrested and convicted pro-
stitutes has been practiced in virtually all states for years.
*‘Mandating the test for HTLV-lll would only be one more
parameter of venereal disease investigation. The followup
of those patients who tested positive would also be a
routine and established public health measure.3

What about epidemiologic investigation of broader
populations? Here the nexus for testing could be

3This September Belgian medical reasearchers reported that over 10% of the heterosex-
ual adult population in Rwanda are seroposive for HTLV-IIIl. Among prostitutes in Awanda
the incidence is about 80%. :

4 In a slate where prostilutes are licensed, the examinations could be a condition of
licensure.

sConsidering the fact that a positive test indicates the likelihood on an infeclious state,
what could be done 1o control the prostilute? Most states make it a misdemeanor for
an individual 1o intentionally expose another 1o the risk of contracling a venereal disease.
The ellort 1o control prostitutes’ vocational behavior would prove diflicult, yet this is
one more traditional aspect of public health control of veneral disease thal offers an
approach to the public health problem.

FDISCUSSION:

premarital examinations, prenatal evaluations, and health
exams for certain jobs such as teaching or child care.
In each of these situations existing laws provide for man-
datory venereal disease testing in most stales. .

This article discusses what is constitutionally permissi- -
ble if a state decides to pursue a policy of compulsory -
testing for HTLV-lIl among certain populations or classes.
How likely is it that the California legislature will soon
require HTLV-III testing for certain groups? Because of

__the risk to newborns if the mother is HTLV-II positive, :

required premarital testing seems especially reasonable.

But it may be a long time before there is a broader, com-
pulsory epidemiologic investigation. This is because of
“‘urgency’’ legislation signed by the governor on April
3, 1985.

Assembly Bill 403 (codified in the California Health and
Safety Code, Section 199.22) states, “No person shall
test a person’s blood for evidence of antibodies to the
probable causative agent of AIDS without the written
consent of the subject of the test...” The exception con-
cerns the testing of donated blood.

Confidentiality with regard to blood test results is pro-
vided for by Health and Safety Code Section 199.21. Cer-
tain reporting requirements of the state and federal public
health departments are exempted, but all disclosures (un-
less the patient consents) are forbidden and certain
penalties are imposed. A cause of action is specifically
created for improper disclosure, and the plaintiff m e
for “actual” damages. This includes both econom d
psychological injury.

Section 199.21 of the Health and Safety Code states,
“The results of a blood test to detect antibodies to the
probable causative agent of Acquired Immune Deficiency
Syndrome shall not be used in any instance for the deter-
mination of insurability or suitability for employment.” A
New York Times editorial on September 23, 1985 noted
the problems for insurance carriers, especially life com-
panies, created by this law.

COMMENT: The new laws are detailed, and only
the highlights are presented here.
This urgency legislation was passed with little pub-
lic discussion, out of concern for the often hys-
terical response of the general public to the AIDS
epidemic. The concern for confidentiality seems
perfectly justified, but the proscription on manda-
tory testing has serious implications. For example,
tracing the development of seropositive reactions
in the prostitute population could yield vitally impor-
tant information to public health authorities, ana
the value of premarital testing is obvious. It will be
interesting to see if legislative policy changes as
the AIDS problem evolves.

#The issue of specificity/sensitivity and lalse positive results in testing '.o”’die
1o HTLV-Iil is outside the scope of this arlicle. It is discussed in the JAMA ne 2
and Oclober 4, 1985. The problem is especially signilicant in testing low risk groups:
For premarital and prenalal exams, elc., the need for carefully retesting posiliv
responses is obvious.
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COMMITTEE ON BLOOD BANKS

Wednesday
February 5, 1986 2:00PM - 6:00PM Los Angeles Marriott
AGENDA
*1. Roll Call
*2. Minutes
*3. Alternative Test Site Program

*6.

10.

e Correspondence from Robert E. Anderson, MD, Chief
AIDS Section, DHS

e Drago M. Schmidt, MD's Personal Comments

e AMA Resolution

Guidelines for Notification of Blood Donors Found to be
Reactive for HTLV-III Antibody -- DHS Draft

Legislative Update

Designated Blood Donor Legislation
AMA Resolution

ARC Position

Blood Safety Articles

Miscellaneous Articles

e Blood Transfusion Act of 1985
e AIDS Update

01d Business
New Business
Next Meeting

Adjournment

*Indicates Materials Enclosed



Committee on Blood Banks

November 21, 1985 2:00 - 6:00 p.m. San Francisco Airport Hilton

1. Roll Call

Members Present Members Absent

R. Richard Adrouny, MD Arnold R. Abrams, MD
Stanley A. Clark, Jr, MD Vincent Caggiano, MD
Hans H. Dibbern, MD Robb Smith, MD

Myron Fisher, MD Takkin Lo, Student
M. Silvija Hoag, MD, Chair

Arvid R. Magnuson, MD Guest

Emmett B. Reilly, MD Carol Bell, MD, CBBS
Dragutin M. Schmidt, MD

Edward E. Tueller, MD Staff

Catherine Maley, Coordinator -
Mark Madsen, CMA AIDS T.F.

2. Minutes

The minutes were approved with the understanding that A. Richard
Adrouny, MD, will be added to the "members present" 1list.

3. Directed Blood Donations

Dr. Hoag reported the Commission on Community Health Services, to which
this Committee reports, has requested a report regarding directed blood
donations, which would respond to Resolution 113-85. Carol Bell, MD,
Chairperson of California Blood Banks System's (CBBS) Scientific
Advisory Committee, was invited to give a report which is in response
to this committee's letter asking for information from CBBS regarding
this dissue.

Dr. Bell reported survey results of CBBS members. 51 questionnaires
were distributed to Institutional and Associate Institutional members
to collect data relating to directed donor programs. Of the 37 replies
received, the following was learned:

e the replies represent 21 blood centers supplying approximately
1,000,000 units annually and 16 transfusion services representing
5,900 beds;
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e 2 of the major blood centers which account for 484,000 of the
1,000,000 units DO NOT have directed donor programs and actively
OPPOSE the concept;

o the remaining 35 respondents draw 597,000 units annually and 28 offer
directed donation programs; 7 do not;

e the above directed donor programs draw approximately 23,000
units/annually from directed donors;

o the patients generally receive 1/2 of the directed donor's blood and
the other 1/2 goes into the general pool which means of the 597,000
units drawn, 12,000 - 14,000 units (annually) in the pool are from
directed donor units NOT used by the designee;

® there is an increased workload:

-recordkeeping;

-inventory segregation;

-patient identification;

-surcharge to cover the cost for this service ranged from $1 - $26
per unit and additional charges at some hospital transfusion

services;
-Most respondents felt their costs were recovered;
. -third party payment not available for increased cost.

e the majority of respondents would not have begun a program if they
could have avoided the community pressure to provide this service;
one large blood center created their own publicity campaign to
actively oppose the service; however, centers in areas with many
potential high-risk donors were very enthusiastic for the program;

e 30 percent (average) were first time donors. One center commented
that although 64 percent were first time donors, few (if any) could
be recruited for a subsequent non-directed donation;

-designated donor contribution to available supply is small;
-since most are regular donors, it only erodes volunteer donor
base.

e the problems of this service generally include:

-designated donor not available for emergencies (lack of patient
and physician knowledge of time requirements for processing;

-incfeased workload complicated by:

e rescheduling of planned surgeries, and hospital transfers;
however, creates positive feelings in patients who believe
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designated donations are safer, with equally negative feelings
for those who cannot obtain designated donations for whatever
reason.

Summary :

Designated donor program is a pluralistic approach with only a few hapy
participants.

Each committee member reported on directed donations in his/her
individual area; the general concensus was:

1. There is no scientific evidence that designated donor provides
safer blood or improved patient care, except for reported benefits
for kidney transplant patients or family members in pheresis
programs.

2. Blood testing requirements preclude the availability of designated
donor blood in times of emergencies. Occasional delays have been
recorded in transfusions while waiting for designated donor blood
to be processed and have caused a prolongation in hospital stays,
thereby adding another cost factor.

3. Also, designated donations may not be advisable in some instances
of husband to wife in childbearing age, or parent to low-birth rate .
infant, unless the blood is irradiated.

4. However, there is a perceived benefit by patients and patients'
families believing that designated donation blood is safer; the
concensus seemed to be that it generally worked well in reassuring
certain patients.

5. The Committee did note that no major problems have occured as long
as designated donors constitute a low percentage of overall
collections. With few exceptions, designated donor units are used
within a blood bank service area, and therefore shipping of units
has not become an issue. The Committee is concerned that fear of
HTLV-III transmission has not decreased appreciably since antibody
testing has been implemented at blood banks. Apparently, many
Californians remain unaware of the fact that this type of testing
has rendered blood essentially "safe."" Also, patients do not know
that blood in California is obtained from volunteer donors, except
when specified exceptions are noted as per California law.
However, the Committee believes the provision of designated donor
programs provides a perceived benefit to patients and their
families, which may also create an equally strong negative
emotional response in patients who cannot provide donors. Some
patients believe that blood will not be available for them if they
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cannot find donors. Many physicians like designated donations
because "it makes patients feel better" about receiving transfusion
when autologous transfusions are not an option.

The American Medical Association, the American Association of Blood
Banks, the American Red Crosos, CCBC and College of American
Pathologists have made statements discouraging designated donations.
This position has not changed.

Following this extensive discussion, the Committee recommended the
following statement:

RECOMMENDATION: o THAT CMA BELIEVES DESIGNATED PROGRAMS SHOULD BE
DISCOURAGED; HOWEVER, THAT SUCH PROGRMS MAY HAVE
SOME LIMITED PSYCHOLOGICAL BENEFITS FOR THE
RECIPIENTS.

Supporting comments include:

1. No scientific evidence that it is safer or that it improves medical =
treatment.

2. Has psychological and emotional benefits perceived by the patient
when they can provide their own donors and strong negative emotions
. when they are not able to obtain donors.

3. O0fficial blood bank systems' positions have not changed
regarding this issue, which is to discourage these programs.

4. Many physicians are pleased that their patients feel better about
transfusions; autologous blood donations do provide greatest
safety for recipient and should be encouraged whenever this option
exists..

5. Has not created major logistical problems in most areas.

4. Current Status of HTLV-III Antibody Testing

The Committee discussed the development of a summary statement
regarding the current status of HTLV-III antibody testing. Committee
members have been gathering information and data regarding this testing
procedure to develop an article. An outline has been developed which
covers such items as the purpose of the test, description of the test,
definition of a positive test result, requirements for testing, donor
information, and several other germane items. An outline of this
information has been included as an addendum to this report.
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The Committee will review Dr, Hoag's draft summary and send their
comments to staff. In addition, the Committee believes that
clarification is necessary on various issues relating to HTLV-III
testing and voted the following questions be referred to (and to work
together with) CMA's AIDS Task Force to seek regulatory action by
Public Health Division:

1. What is a confirmed positive test result as it applies to the donor
notification?

2. What is the definition of a non-reactive as it relates to AB 488,
Section 2, 1603.1(A) that reads, "only units that are found non-
reactive shall be used in vitro for humans in the state (IR versus
RR).

3. Can phresis products be released without completing an HTLV-III
Antibody test, if the donor has tested negative on recent previous
donations? What is considered an acceptable time interval?

4. Are members of health care teams to be informed of HTLV-III B

Antibody positive test results in a patient? Or what type

infection precaution notice should be applicable without breaking

the confidentiality?

5. Release of test results for autologous donatins - 60 day waiting .
period should not apply (Should authorization for release of
information be obtained for autologous donors - testing at
autologous units is not mandatd at this time).

AB 403 prohibits the use of blood test results in determining
insurability; however, in California this provision may be challenged
in court. The alternative test sites advise those whose tests are
positive to find out their physician's willingness to keep their
positive test results out of their medical record. If they will not
agree to that, the person should find another physician.

5. Title 17

DHS has sent out notice for proposed changes in regulations to amend
Section 1002 (a)(3) of Title 17. The Committee made the following
comments which will be relayed to DHS:

e 1002 (a)(2) change age from 18 to 17. This should be updated in
accordance with SB 135.

e 1002 (a)(3) change sentence structure only so it now reads, "if he
passed his 66th birthday except donors 66 or older may be accepted
with approval..."
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¢ 1002 (a)(5) This no longer applies because according to SB 488,
persons are placed on the deferred donor 1ist without listing the
reason.

e This committee has many more changes to recommend in other areas of
Title 17 which are in dire need of being completely revised.

Blood Labeling

The Committee reviewed unconfirmed information that the American
Association of Women Voters has retained Doris Allen of the California
Assembly to introduce a bill that would separate blood male and female.
This assumes female blood is safer than male blood. The Committee felt
strongly regarding this issue and approved the following:

RECOMMENDATION: o THAT CMA STRONGLY OPPOSE ANY LEGISLATION WHICH
SUPPORTS BLOOD LABELING WITH REGARDS TO GENDER.

Disaster Plan for Acquisition and Distribution of Blood and Blood
Products

The Committee was presented with the Emergency Medical Services
Authority's (EMSA) Disaster Contingency Plan for the Acquisition and
Distribution of Blood and Blood Products. In July, 1984, when the plan
was being written, the Committee reviewed and made recommendations, so
EMSA would Tike the Committee's review and any new recommendations that
would be used for a rewrite of this document. The Committee will send
their comments to Staff who will route them onto EMSA.

Reporting Donor HTLV-III Antibody Reactive Test Results to Personal
Physicians of Previous BTood or Blood Component Recipients

The Committee reviewed a report regarding the notification of
physicians whose patients have received blood or blood components from
donors who currently test HTLV-III antibody confirmed positive.

A Timited study of patients who have received blood products from
donors who subsequently have been diagnosed as having AIDS, indicates
that such patients have an increased chance of having the HTLV-III
antibody. Precaution and prophylatic measures can be recommended to
blood recipients who are HTLV-III reactive. Therefore, there may be
reason for informing the personal physician. Currently, only three
blood banks have made a decision to implement such a policy.

Next Meeting

The next committee meeting will be held on Februry 5, 1986 from 2:00 -
6:00 p.m. at the Los Angeles Marriott Hotel.
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11. Adjournment

There being no further business, the Committee adjourned at 5:30 p.m.



STA™t OF CALIFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEJIAN, Governor

- DEPARTMENT OF HEALTH SERVICES

714/744 P STREET

. SACRAMENTO, CA 95814

AIDS Section December 16, 1985
P.O. Box 160146 Y
Sacramento, CA 95816-0146

(916) 445-0553

M. Silvija Hoag, M.D.

Medical Director

Blood Bank of the
Alameda - Contra Costa Medical
Association

6230 Claremont Avenue

P.0O. Box 2895

Oakland, CA 94618

Dear Doctor Hoag: -
MEDICAL DIAGNOSTIC USE OF THE HTLV-III TEST

Any licensed laboratory can offer the HTLV-III - EIA
Antibody test for viral diagnostic purposes. They must meet

. the same requirements for this test as other non-syphlis
serological procedures. Requirements would include
establishment of normal values, performing the test with
appropriate controls, written documentation of the procedure,
and guidelines for interpretation. The fact that the FDA
approved use of the test is for screening of blood does not
limit its use for medical diagnostic purposes. Third party
payers may not choose to reimburse for the procedure,
however, until its utility for medical diagnostic purposes
is well established.

Sincerely,

J{e

Robert E. Anderson, M.D., Chief



STUDY OF HTLV-III ANTIBODY TEST RESULTS .

Rate of Repeatably Reactive Donors by EIA from American Red Cross

Area: Los Angeles & Orange Cos. Period Ending: Aug. 5 = Nov. 25, 1985
Number Reactivity
Categories Male Female Total Male Female Total

1) Total donor units

tested in 66,539

test reactive

I I I

I | I | I I |

l | | | | I |

I | | I I | I

| I | 47,863 | 114,402]| xxx | - oxxx | XXX

| reporting period | | | | | |

I | I I I | |

I l | | | | |

|2) Initial test | | | . | | |

| non-reactive | -—— -—= | 113,332| - --= | 99.06%
| | | - | | |

I | I | I | |

I I | | | | | -

|3) Initial test | | | | | |

| reactive; repeat | -— ] -—= 1,070] —-——— -— | .93%
| test non-reactive | | | | | |

| | | | | | |

| 4) Initial test | | | | | | * .
| reactive; repeat | 256 | 122 | 378| .384% | .254% | .3304%
I I I | | [ |

| | | | I I |

* 33 Donors per 10,000.
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ALTERNATE TEST SITES

The Incidence of Repeatably Reactive Test results have been
published.

Follow-up, in most instances, at the state-approved
alternate test sites is limited to providing advice
regarding the significance of the test results. The
significance or probability of the test's accuracy is
directly related to the volunteer's risk group.

The high risk volunteer can learn that he is probably
infectious or not yet infected. 1In either case, knowledge
of safe sex practices is provided, in an attempt to educate
so that the infected do not infect the uninfected, and that
the uninfected may remain so.

Repeatably reactive volunteers are referred, as needed, for
medical or psychological evaluation and assistance.

They are encouraged to notify their lovers themselves.
Special studies, such as "S.F. Women's Cohort Study," are

recruiting bisexual males and reactive females for in depth
follow-up.

AIDS Section
121985



A BRIEF HISTORY
" OF THE
HTLV-III ANTIBODY
ALTERNATIVE TESTING SITE PROGRAM

Assembly Bill No. 488 (approved by the Governor on April 3,
1985 and filed with the Secretary of State on April 4, 1985)
requlres counties designated by the State Director of Health
- Services to establish a testing program for the detection of
antibodies to Human T-Cell Lymphotropic Virus-Type III, the
probable causative agent of AIDS.

The development of an Alternative Testing Site (ATS) Program
was necessary to ensure the safety of the State's blood

supply. A major concern was that persons who may be at riskX of
ccntract;ng AIDS would go to donate blood just to be tested,

if blood banks were the only immediate source of free and -
easily accessible testing.

Assembly Bill 488 .appropriated the sum of $5,000,000 for a .
three (3) year period, to the State Department of

Health Services for the purpose of administering HTLV-III

Antibody Testing at the Alternate Test Sites. On April 22,

1985 the Department was also granted Federal funds of

$2,455,578 for this testing program for a three-month period

from Aprll 26 to July 24, 1985. A request had been granted

to extend this funding to October 22, 1985, and a subsequent
request for an extension has been granted through April 30,

19886.

As a result of AB 488, thirty-one (31) health jurisdictions
were designated to prov1de non-blood bank (alternative)
HTLV-III Antibody testing. Fifty-three (53) testing sites
have been established within these jurisdictions. On May 13,
1985 San Bernardino County was the first Alternate Test Site
to begin testing. Orange County followed on June 3, 1985.

By the end of June, eight (8) jurisdictions were testing; and
by the end of July twenty-four (24) jurisdictions were
testing at forty-one (41) testing sites.



HTLV-IITI ANTIBODY TESTING SYNOPSIS

As of Thursday, December 5, 1985 twenty-nine (29) jurisdictions
are testing, with 49 Alternate Test Sites in operation. A total
of 21,044 people have been tested since the program began, with

a current positivity rate of 19%.

The attached charts and figures (graphs) represent testing data
obtained through the month of October 1985. Data depicted under
. the headings of "not stated" or "other" reflects informatioan not
categorized into specific risk groups by the volunteer., It should
be noted that of the total number tested in this period (15,211),
5,044 (337) were not identified by risk group., Of these 5,044,
3559 (71%) were reported by San Francisco County, which has not

as yet initiated reporting by risk group.

Bob Hirsch
AIDS Section

. 12/11/85
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INTRODUCTION

To assist local and state health departments to respond to the Ticensure of
the HTLV-II1 antibody test, the Association of State and Territorial Health
Officials (ASTHO) convened a meeting on March 1 and 2, 1985, to develop na-
tional guidelines for the initial community use of this test. Participants
at this meeting included the executive committee of ASTHO, together with
state epidemiologists, private physicians experienced in dealing with AIDS,
representatives of city and county health departments, gay rights groups,
blood banks and staff of CDC.

The actual public demand for this test at sites alternative to blood banks
is unknown. Actual experience will dictate the degree of necessary
safeguards, and the number of alternate testing programs required. State
and local health departments will need to monitor the situation closely and
implement a program that best fits their needs and circumstances.

" The following recommendations for HTLV-II1 antibody testing in the community
were reviewed and adapted from the ASTHO recommendations, for use in
California by the State AIDS Task Force and by the Department of Health
Services. The only major difference from the ASTHO recommendations is that
the California guidelines state that additional test(s) on a repeat blood
specimen is not required if the person with a reproducible positive test is
in a known risk group for AIDS.



I.

GENERAL PRINCIPLES:

1-

The HTLV-III antibody test is not a test to diagnose Acquired
Immunodeficiency Syndrome (AIDS), but may be of assistance in con-
firming the diagnosis, especially in a person with no known risk
of exposure to AIDS. The test can distinguish whether someone in
a high risk group has or has not been infected with the HTLV-III
virus.

The HTLV-III antibody test is a useful tool that can assist in
protecting the nation's blood supply, and is a valuable test to

~assist research efforts into the AIDS problem,

At the present time, the HTLV-III antibody test is not recommended
for any purposes other than those stated above. The HTLV-III test
should not be used for generalized screening or as a precondition
for employment, evidence of insurability, or admission to school

or the military.

Recause of the serious potential for harm to the individual
resulting from misinterpretation of the HTLV-III antibody test
results, great care must be taken to inform the public and health
care professionals about limitations in current understanding of
the test results and of the entire disease process labeled
Acquired Immunodeficiency Syndrome.

Information gathered from the testing or counseling of individuals
should be kept strictly confidential.

State and local health departments, working in concert with the
private medical and hospital communities, university systems,
blood banks and plasma centers should establish a network and
referral system (where not previously established) of physicians
and other health care providers with expertise in dealing with
AIDS.

There is limited availability currently of tests to detect the
virus itself. In the absence of such tests, it is useful to
determine whether there is any clinical or epidemiologic evidence
of exposure to HTLV-III (i.e., is the individual in an “at-risk"
or "high-risk" group). If so, the predictive value of the posi-
tive result (or the likelihood that the positive result truly
represents infection with HTLV-III may be about 99%). When such
clinical or epidemiologic evidence is lacking ("low-risk"), inter-
pretation of test results is even more difficult and the
predictive value of a positive test may be less than 10%. In the
latter circumstance, much attention must be paid to seeking or ex-
cluding additional evidence of infection, including confirmatory
serologic testing, virus isolation (if possible), and evidence for
spread to or from reqgular sexual partners.
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For purposes of this document, persons tested for HTLV-III an-
tibody will be classified in one of two ways prior to a medical

assessment:
e High risk: Persons with known risk of exposure to AIDS. This

group includes all men who have had sexual contact resulting in
the exchange of secretions with another man, intravenous drug
users, persons with hemophilia, and other persons who receive
blood or blood products (excluding immune globulin and
hepatitis B vaccine), and persons who have had sexual contact
with a person who has AIDS or an AIDS-related condition or who
is at increased risk of exposure to AIDS.

Low risk: Persons -with no known risk of exposure to AIDS or

HTLV-111. This group includes all persons to whom the risk

factors listed on the high risk group do not apply.

\
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PUBLIC INFORMATION RECOMMENDATIONS

State and local public health departments, in concert with blood

banks, plasma centers, community organizations, and private health
care providers, as applicable, are urged to take appropriate measures
to educate the public about the HTLV-III antibody test.  More specifi-
cally, it is recommended that:

1.

State and local health departments, together with blood banks,
plasma centers, private providers and community groups, should
strongly urge individuals not to donate blood or plasma for the
purpose of determining their HTLV-III antibody status.

The HTLV-1I1 antibody test is of value for screening donated blood
and in some clinical and research situations as an adjunctive
diagnostic test. In addition, it is useful in distinguishing
whether someone in a high risk group has or hasn't been infected
with the virus. An individual may want to know this to relieve
his/her own anxiety and to avoid transmission to others if he or
she is positive. State and local health departments, blood banks,
plasma centers and organized medical groups should urge health
care providers using the HTLV-III antibody test in these situa-
tions to explain the test's limitations and implications to their
patients or clients prior to its use.

Where HTLV-III testing is performed in alternate testing sites,
state and local health departments should assure that information
is provided to the person prior to the test. This information
should explain the intended use of the test, its limitations for
other purposes, and the potential consequences to the individual
of being identified as serologically positive.



B

III. RECOMMENDATIONS FOR NOTIFICATION OF POSITIVE RESULTS

State and local health departments are urged to work with blood
banks, plasma centers, alternative testing sites, private providers,
laboratories and others who may be performing-anti-HTLV-III testing to
assure that no results are released to an individual until the initial
HTLV-II1 positive test result can be repeated. At a minimum, this re-
quires another test on the same sample of blood.

After a test on the initial blood sample has been repeated and is
again positive, state and local health departments are urged to:

1. Assure that blood banks, plasma centers and other providers using
the HTLV-1I1 test for primarily low risk groups communicate infor-
mation concerning all positive results in person by an individual
with an understanding of the implications of a positive test
result, and who can explain the additional steps necessary to as-
sess the meaning of such a positive test result. (See
recommendation IV.(1) for the rationale for requiring a personal
communication.) ' )

2. Assure that the individual with a positive test result is either
provided individualized medical assessment at the time of initial
notification of positive results, or is referred to an organiza-
tion or health care provider who can provide such an assessment.
(See additional requirements for alternative screening programs in
Section 1IV.)

3, Assure that for a person with a positive test result and with no
known risk of exposure to AIDS that another test is performed on a
different sample of blood, whether by providing the service
directly or by referral.

4. Assure that if the repeat test is also positive on the second
blood sample, a medical assessment is offered, either directly or
by referral. Persons who are known to have some risk of exposure
to AIDS, can be offered or referred for such medical assessment
without a repeat test on a second blood sample. Included in the
assessment should be the following: '

"a. A risk assessment to determine high risk or low risk sexual
activity; drug use history, especially intravenous drug use;
presence of hemophilia; blood transfusion receipt history; ex-
posure to individuals that are in these high risk groups; and
other potential risk factors.

b. A sign and symptom inventory and clinical assessment, with
focus on general systemic problems, jncluding unexplained
weight loss, fever, diarrhea, dyspnea and dysphagia.
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A physical examination with particular attention to lymph node
examination, oral examination for thrush, splenic palpation,
genital, rectal and fundoscopic examinations, and special at-
tention to skin or mucous membrane lesions suggestive of
Kaposi's sarcoma.

A minimal laboratory examination, including a complete blood
count, differential, WBC, VDRL and sedimentation rate.
(Enumeration of the T-lymphocyte subset is an expensive test
and not felt to be essential in this initial assessment, al-
though in some areas of the country the test may be available
at a reasonable cost).

After this medical examination and counseling, patients
with repeat positive HTLV-III tests should be divided into two
groups:

e High risk -- those persons felt to be at high risk for
developing AIDS based on risk assessment or symptoms.

o Low risk -- those persons with no apparent risk factors,
normal laboratory and examination findings, and no
symptoms.

Further medical follow-up is indicated for both groups,
but as detailed.in Sections V and VI, should be different as a
result of this evaluation.
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RECOMMENDATIONS FOR ALTERNATIVE TESTING SITES

State and local health departments and agencies are strongly
urged to work with hlood banks, plasma centers, community groups,
laboratories and private providers where alternative testing sites are
established. The location and assignment of administrative respon-
sihility for alternative sites must be determined within each
jurisdiction to best fit local needs and circumstances. Where such
sites are-established, it is recommended that state and local health
departments assure that the following conditions are met.

1. Each person tested for HTLV-III antibody at an alternative site
should be provided the results in person during a scheduled return
visit. A personal presentation of the test results (whether posi-
tive or negative) is the only method which:

o Does not involve potentially serious risk to the privacy of the
individual;

o Permits an assessment of the individual's emotional reaction
and provides an opportunity for a private and sensitive ex-
planation of the implications of the results; and

o Permits persons in recognized risk groups for AIDS who have a
negative test result to understand the limitations of the test,
and to be informed of methods to reduce their personal risk,
and the risk to others, of exposure to the HTLV-III virus.

2. Alternative site staff must be trained and experienced in assess-
ing and responding to people about sensitive and potentially life-
threatening issues. Such staff need not be persons with academic
credentials. However, referral relationships with trained profes-
sionals should be established.

3. Strictest confidentiality must be maintained. This can be done in
a number of ways, including use of the procedures followed for re-
search protocols (including an Institutional Review Board
protocol); strict adherence to standard procedures for confiden-
tiality in clinical settings; or use of a patient number rather
than name to assure complete record anonymity. No information
about an individual should be shared with any other organization
or individual without the signed permission of the individual who
was tested., However, summary statistical information wihout in-
dividual identifiers should be provided to public health
authorities if requested.

4. Persons should be fully informed about the limitations and im-
plications of the test prior to providing the test. In addition,
the person should be informed of how the results will be communi-
cated or made available to him/her; how and where the results will
be recorded; where the results might be reported; and



who may have access to them. Any possible future uses of the per-
son's name for medical follow-up or research should require a
signed consent and should be considered separately to avoid
confusion,

A record of the information provided to the patient should be
maintained in a confidential patient record containing the results
of the HTLV-III testing.

A11 alternative testing sites for antibody to HTLV-III must be
medically supervised. In addition, physicians, nurses and mental
health professionals with additional specific training should be
an integral part of a referral network.

A11 alternative test sites should have access to a referral list
or a system of referral to physicians and other health care
providers specializing in treatment of AIDS or AIDS-related condi-
tions, and should establish, to the extent possible, working
relationships with these providers.

Referral for medical follow-up for all persons with positive test
results must be assured, and all persons at an alternative test
site wishing further information should be informed of a referral
network of health care providers with expertise in dealing with
AIDS.

Charges for services provided at alternative sites, especially
blood testing, should not be made if at all possible. Provision
of low or preferably no cost services are an important incentive
to keep persons from utilizing blood banks or plasma centers for
initial testing. Costs and charges for the more expensive medical
assessment recommended in subsection III(3) will have to rely, for
the most part, on individual arrangements with private physicianrs
and health care providers. However, consideration should be given
to financial assistance for those persons in need of service and
without adequate resources.

State and local health departments should compile and main-
tain a list of alternative test sites and make this information
available to persons wishing access to those sites. State health
departments also may consider establishing an "800" number to
provide this information, as well as other general advice and
referral services. Alternatively, a "900" number, which costs the
caller 50 cents, may be considered.
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FOLLOW-UP RECOMMENDATIONS FOR HIGH RISK INDIVIDUALS WITH REPEAT
POSITIVE TEST RESULTS

State and local health departments are urged to work with blood
banks, plasma centers, private providers, community organizations and
others providing HTLV-III testing to assure that high risk individuals
be advised to establish a relationship with a physician who can, by
reason of training and experience, continue to evaluate the patient
for signs and symptoms of AIDS or related conditions. If a person
cannot be designated as at high risk or low risk for HTLV-III infec-
tion, then it is appropriate to provide follow-up recommendation for
both high and low risk individuals. High risk individuals are defined
as persons with known risk of exposure to HTLV-III, or of high risk of
acquiring or transmitting the HTLV-1I1 virus. This group includes all
men who have had sexual contact with another man, intravenous drug
users, hemophiliacs and other persons who have had sexual contact with
a person who has had an HTLV-III jnfection or who is at increased risk
of exposure to HTLV-III. It is also recommended that:

1. High risk individuals be advised of the early clinical manifesta-
tions of HTLV-II1 infection, AIDS, and AIDS-related conditions and
advised to seek immediate medical attention if any of them occur.

2. High risk individuals be advised that the prognosis for an in-

. dividual infected with HTLV-III (the probable cause of AIDS) over
the long term is not known. However, available studies conducted
among homosexual men indicate that most persons will remain in-
fected, but asymptomatic.

3. High risk individuals be advised to seek medical evaluation and
followup at least twice annually, and more frequently as indicated
for an individual who develops signs or symptoms suggestive of
HTLV-III infection, AIDS, or AIDS-related conditions.

4. High risk .individuals be advised that although the person may be
asymptomatic, there is risk of infecting others by sexual inter-
course, sharing needles, and possibly through saliva or exposure
through oral-genital contact or intimate kissing. The efficacy of
condoms in preventing infection with HTLV-III is unproven, but the
consistent use of them may reduce transmission.

5. High risk individuals be advised that blood, plasma, body organs,
other tissue or sperm should not be donated.

6. High risk individuals be advised that toothbrushes, razors, or
other implements that could become contaminated with blood should
not be shared.

7. High risk individuals be advised that children born since 1979 to
women with a positive HTLV-III test should be clinically
evaluated. -
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High risk individuals who are women, or women who have a high risk
sexual partner who has a positive test, be advised that they are
at increased risk of acquiring AIDS, and that any offspring is at
increased risk of acquiring AIDS.**

High risk individuals be advised that in the absence of close or
intimate contact, household contacts need not be referred for
testing at this time.

High risk individuals be advised that after accidents hesu1t1‘ng in
bleeding, contaminated surfaces should be cleaned with household
bleach freshly diluted 1:10 in water.

High risk individuals be advised that devices that have punctured
the skin, such as hypodermic, tattoo and acupuncture needles,
should be steam sterilized by autoclave before reuse or safely
discarded. Whenever possible, disposable needles and equipment
should be used.

High risk individuals be advised that when seeking medical or den-
tal care or illness, they should inform those responsible for
their care of the positive HTLV-III results so that appropriate
evaluation can be undertaken and precautions taken to prevent
transmission to others.

High risk individuals be advised that most persons with positive
HTLV-I1I test results need not consider a change in employment.
However, if they are employed in medical, dental or other health
care professions and performing invasive procedures or if they
have skin lesions, they should take precautions similar to those
recommended for hepatitis B to protect their patients or contacts
from the risk of infection.

High risk individuals be advised that any sexual or needle-sharing
partner of a person with a positive test should be advised to seek
HTLV-1I1 antibody testing and clinical evaluation of potential
risk factors, symptom history, and physical findings.**

**Because there was no-current consensus on recommendations 8 and

14, these decisions should be left to the discretion of the
evaluating physician,
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FOLLOW-UP RECOMMENDATIONS FOR LOW RISK INDIVIDUALS WITH REPEAT
POSITIVE TEST RESULTS

State and local health departments are urged to work with blood
banks, plasma centers, private providers, community organizations and
others providing alternative test sites to assure that low risk per-
sons with repeat positive HTLV-III antibody tests be provided with
counseling. These persons are defined as those with repeat positive
results who are not members of known risk groups, have no signs or
symptoms of immune deficiency disease, and have a normal physical and
laboratory examination. It is recommended that:

1. Low risk individuals be advised about interpretation of these test
results. This should include an understanding that the proportion
of false positives in the low risk group will be high, and that
the patient's particular result may be of questionable
significance. The person should also understand that a positive
test -- if it is not a false positive -- measures only antibodies
to the virus which may indicate past or present exposure to HTLV-
111 or a related virus. In addition, the person should be
counseled that he/she does not appear to have AIDS, and that the
risk of developing AIDS in the future, if the test is not a false
positive, is small.

2. Low risk individuals be advised that, as a precautionary measure,
they should not donate blood, plasma, sperm or body organs.

3. Low risk individuals be advised that if no known risk factors are
present, currently there is jnsufficient evidence to warrant a
broad restriction on sexual relations.’ However, advice on sexual
relations and practices should be individualized.

4. Low risk individuals be advised that until more is known about the
status of a positive test in a low risk population, that testing
the patient's regular sexual partner may provide better or more
information to determine if the test result may be a true or false
positive. However, testing of other family members of low risk
patients is not advised.

5. Low risk individuals be advised that there is insufficient
evidence to warrant advising blanket postponement of pregnancy at
this time. However, each circumstance should be carefully
evaluated.
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Low risk individuals be advised that they should notify their per-
sonal physicians and dentists that they have had repeat positive
HTLV-III screening tests but were considered as having no known
risk of exposure to AIDS., Specific written information should be
provided to these persons for this purpose.

Low risk individuals be advised there is no need for any restric-
tions on employment, education, or other social contacts.

Low risk individuals be advised that additional referral is avail-
able if they have further questions or concerns.

Low risk individuals be advised to seek medical follow-up assess-
ment within six months in order to identify any potential changes
in their medical status or recommendations.

The nine recommendations above apply only to individuals who
have no abnormal physical or laboratory findings other than repeat

- positive HTLV-III tests, and are not in a known risk group for ac-

quiring AIDS. A1l other individuals with repeat positive HTLV-III
tests, whether with known risk factors (including being a sexual
partner of a person in a high risk group) but otherwise free of
findings, or with no known risk but some clinical findings, should
be given those recommendations provided to "high risk" patients.
There will be cases where low risk individuals desire to know all
recommended precautions concerning the transmission of HTLV-III
infection, AIDS, and AIDS-related conditions. In these cases, it
is suggested that the recommendations for high risk individuals
also be given to the individual. In addition, where the in-
dividual clinician is uncertain as to the risk status of the
person who has been tested, it is suggested that both sets of
recommendations be given to the individual.
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Catherine Maley, Staff Coordinator
California Medical Association

L4 Gough Street

San Francisco, CA 94103-1223

Dear Miss Maley:

Enclosed is my proposed version of narrative information on HTLV-11l
antibody test, as discussed during our recent committee meeting in San
Francisco.

HTLV-111 ANTIBODY TEST

The test for antibodies to HTLV-111/LAV/ARV virus currently is licensed
only for screening donated blood and plasma. It is a highly sensitive

and specific test but with a low predictive value in a low risk population.
Low level reactions however may be nonspecific but proposed refinements of
the test may hopefully eliminate this problem.

According to FDA a positive result is a repeatedly reactive test sample that
is reactive on two separate independent assays done as duplicates or single
tests at different times. Repeatedly positive test is the one which is re-
peatedly reactive with enzyme-linked immunosorbent assay (EL1SA test) or

which on retesting with Western blot test is positive for HTLV-11l antibody.

Western blot immunoelectroprecipittin test appears to be more specific but
needs very careful standardization. It is often used to assay significance
of positive ELISA test.

The State of California requires that HTLV-111 antibody testing be done on
all blood and plasma donors. This testing began in June of 1985 for units
of blood collected in California and all units received from out of state
have been tested since July 1, 1985. Only nonreactive units can be used
for transfusion.

The incidence of repeatedly reactive tests in donor population is | in 400.
Strongly reactive tests are found in 1 to 1,200. Such tests are also 94%
positive with Western blot technique and 56% have positive virus cultures.
No positive cultures or positive Western blot were found in samples with
negative repeatedly reactive ELISA tests. In summary, HTLV-111 antibody
testing has been demonstrated as highly useful in screening donated blood
or plasma. Combined with voluntary self exclusion by persons at risk of
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being exposed to HTLV-111 virus, the risk of transmission of the virus by
transfusion has been virtually eliminated.

The donors are informed in writing that the test was done on every unit donated
along with other currently required tests. The donors with confirmed positive
results will be notified as specified in the law A® 488. The law requires

that alternate test sites be established and functioning no sooner than 60 days
post donation. Positive donors will require followup; most of them will be
referred to their personal physician. The followup should include risk
assessment, clinical assessments of signs and symptoms, laboratory studies
including CBC and differential count and Western blot test if not done before.
Counseling of such at-risk individuals should include advice about postpone-
ment pf pregnancy and safe sex practices.

| hope this summary will be of help to Madam Chairman Dr. Hoag and the staff.
If there are any questions regarding my comments please let me know.

Sincerely yours,

Cadof

Drago M. Schmidt, M.D., Director
St. Luke's Hospital Pathology Dept.
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REPORT OF THE BOARD OF TRUSTEES

Report: PP
(1-85)

Subject: AIDS and HTLV-II1 Antibody Testing
(Resolution 9, A-85)

Presented by: William S. Hotchkiss, M.D., Chairman

Referred to: Reference Committee E
(John A. Martin, M.D., Chairman)

Resolution 9, (A-85), which was referred to the Board of
Trustees with a suggested amendment, reads as follows:

RESOLVED, That the American Medical
Association immediately request the U.S.
Department of Health and Human Services not
to proceed further on publishing the
information on AIDS and HTLV-TII Antibody
Blood Testing found in the January 11, 1985
edition of "Morbidity and Mortality Weekly
Report™ until the government has time to
consider valid objections to the language
therein; and be it further;

RESOLVED, That the AMA also urge the
Department of Health and Human Services to
pernmit blood collection centers to perform
HTLV-III antibody testing for their own use,
but to relieve the centers of any
responsibility for supplying test results to
test subjects until appropriate scientific
knowledge is available; and be it further;

The House of Delegates considered amending the resolution by
adding a resolve urging the government to “support studies to
determine the meaning, if anything, of HTLV-III positivity in
otherwise healthy people in non-high risk categories and to
determine what medical evaluation and recommendations should be
made . "

Past House Action: A-85:2545 A-B4:343,345,349; 1-63:121; A-83:24C

3
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Introduction

Acquired Immunodeficiency Syndrome (AIDS) presents a
significant challenge to the American medical community. This
challenge is being answered by intense research efforts seeking
improvement in medicine's capacity to prevent, diagnose, and treat
this syndrome. The nation's biomedical research community
jdentified the causal agent, the human T-lymphotropic virus type
I1II (HTLV-111) for AIDS and quickly developed a diagnostic
procedure to identify those who have been exposed to the virus.

The presence of antibodies to HTLV-III indicates exposure to
the virus and these antibodies constitute the basis for detection
by the diagnostic HTLV-III ELISA test. As presently performed,
the HTLV-III ELISA test does not discriminate between the presence
of antiviral antibodies and anticellular antibodies. Thus, the
specificity of this diagnostic tool has been questioned.

Notwithstanding the fact that a true positive ELISA test
indicates some exposure to the HTLV-III virus and not the presence
of AIDS, the severity of the disease coupled with the uncertain
implications of the HTLV-TI11 ELISA test poses a difficult dilemma
for the practicing medical community with respect to interpreting
and acting upon positive test results. A confirmatory procedure,
the Western Blot Test, is available for individuals who initially
test positive with the HTLV-III ELISA test. However, the
availability of the confirmatory test to the practicing medical
community is limited and this situation is compounded by delays in
both the processing of test specimens and the communication of
test results.

The following is a brief exposition of the scientific evidence
that underlies uncertainty regarding interpretation of the results
of the HTLV-III ELISA test. The diagnosis of AIDS is discussed at
length in two recent reports of the Council on Scientific
Affairs.ls2

Discussion of Scientific Evidence

Virus antigens used in the ELISA test are prepared from whole
virus grown in the leukemic cell line H9. Viral harvests from the
infected cells are "purified” by density gradient centrifugation
and are then disrupted prior to coating beads or microtiter
wells. If host cell antigen is incorporated into the virus
particle, "purification” by density gradient cannot be expected to
separate host cell and viral antigens. Even if host cell antigens
are not incorporated, density gradient centrifugation does not
assure the separation of these two groups of antigens. Thus, in
order to distinguish between antiviral and anticellular antibodies
in the ELISA test an wirinfected c8)l conkral (HY cells) is
necessary. None of the presently licensed HTLV-TII test kits
contain an uninfected cell control.
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At a recent Public Health Service workshop (31 July 1985),
"Experience with HTLV-III, Antibody Testing - Update on:
Screening, Laboratory and Epidemiologic Correlations," several
papers were presented that reported very high false-positive rates
(70% or higher) between initial and repeat ELISA test results, as
well as between repeatedly reactive ELISA test results and Western
Blot Test results. A number of ELISA positive sera were found to
be reactive with uninfected H9 cell antigens. The HLA antigens
Hl, Bw62, Bwé6, Cw3, DR4 and DQW3 have been jdentified in H9 cell
cultures (Weiss et al, Lancet 2:157, 1985). Using two commercial
screening assays, Kuhnl et al (Lancet 1:1222, 1985) reported that
27% of DR4 typing sera scored as positive for HTLV-III antibody.
At the PHS workshop on HTLV-III antibody testing, Dr. J. Menitove
of the Council of Community Blood Centers reported finding not
only anti-DR4 antibodies in repeatedly positive ELISA test sera,
but also found anti-HLA DQ3 antibodies in some of the same sera.
At this same meeting a subset of the normal population having no
kxnown risk factors for AIDS, multiparous females, was reported by
Dr. S.C. Lloyd of Serologics, Inc. to give equivocal ("biological
false positives") ELISA results using licensed HTLV-TII antibody
test kits. These females gave negative Western Blot Tests and
were shown to possess antibodies to both leukocycte and
erythrocyte antigens.

Conclusion

The first resolve of Resolution 9 (A-85) deals with
information contained in the January 11, 1985 issue of Morbidity
and Mortality Weekly Report. It should be noted that the
recommendations made in this issue are provisional and it is
stated at the end of the article that, "Revised reconmendations
will be published as additional information becomes available and
additional experience is gained with this test." The Board notes
that the Public Health Service is presently considering revising
these recommendations and a new set can be expected before the
next meeting of the House of Delegates.

The second resolve of the resolution seems to imply that blood
collecting centers are required by Food and Drug Administration
regulations to supply test results to test subjects. There is not
now, nor has there ever been, any FDA regulation requiring
notification of positive test results to donors. What is in
effect is a recommendation that they be notified. At a meeting
following the workshop on HTLV-TII antibody testing, Dr. Harry M.
Meyer, Jr, Director, Center for Drugs and Biologics, Food and Drug
Administration stated that the FDA does mot have any immediate
plans to require donor notification and would not consider doing
so until more is known about current tests.
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The Council on Scientific Affairs, from whom the Board sought
guidance on this matter, believes that at present twoO important 1issues
among the many important issues surrounding HTLV-III antibody testing
are:

1. The number of positive results with the
HTLV-III ELISA test that have been reported
for individuals in non-high risk categories.

2. The number of false-positive results that
appear to be due to anticellular antibodies
(which may or may not occur together with
antiviral antibodies).

These issues increasingly are confronting the practicing
medical community which is faced with interpreting HTLV-III test
results and acting upon such results in the best interests of
individual patients. Therefore, the Board of Trustees recommends
that:

1- The AMA urge the government to continue to support
studies to determine the meaning of HTLV-IIL
positive antibody test results in otherwise
healthy people in non-high risk categories to
determine what medical evaluations and recom-

" mendations should be made.

2. This report be adopted in lieu of Resolution 9,
(A-85).

REFERENCES
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Some ethical issues remain unresolved

HTLV-lll screening protects blood supplies

By late 1985, the threat of conlracting
acquired immune deficiency syndrome
(AIDS) by transfusion had been nearly
eliminated by a new test for exposure to
the virus that causes AIDS. Thanks to this
test, developed only last spring, blood
suppliers now can screen donations and
remove contaminated blood from the na-

-tion’s supply.

Five companies were selected by the
Dept. of Health and Human Services to
work with the National Institutes of
Health in developing a test to screen for
blood-borne antibodies to the HTLV-III
virus, which causes AIDS.

On March 2, Abbott Laboratories of
North Chicago, Ill., became the first to
receive approval from the Food and Drug
Administration (FDA) to market its test
kit. On the same day that it received FDA
approval, Abbott began shipping HTLV-
Il test kits — which can test 100 blood
samples at once — to customers nation-
wide.

Later in March, Electo-Nucleonics of

. Fairfield, N.J., received FDA approval,
ollowed by Litton Bionetics of Charles-
C., in April. E.l. Du Pont De Ne-

ge, Mass.,
September..

Approved companies can sell and dis-
tribute their test kits domestically and
abroad.

received approval in

CONCERNED THAT BLOOD banks
would be inundated with people giving
blood so that they could be tested for
HTLV-IIl antibody, several state and local
public health departments established
“alternative test sites.” In some areas,
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these sites, many funded by the federal
ernment, have saved blood banks
having to perform hundreds of tests
for the “worried well.” In Boston, for in-
stance, up to one-third of those tested for
HTLV-lIl antibody at alternate sites said
they would have posed as blood donors
to get test results. :

In addition, directives from the Centers
for Disease Control (CDC) and the FDA
have asked people in high-risk categories
— homosexual and bisexual men, intra-
venous drug abusers, hemophiliacs, and
sexual partners of homosexual or bisexu-
al men — to self-exclude from donating
blood or plasma. In September, the FDA

revised one high-risk category to include

any man who has had homosexual con-
tact since 1977. Haitians were removed
from the high-risk list in March.

By summer, -virtually all blood being
collected, as well as that already stored,
was being tested for antibody to HTLV-
.

In August, the Public Health Service
recommended that HTLV-IIl testing be
carried out on blood or serum from the
donors of organs, tissues, or semen in-
tended for human use.

ADVENT OF THE screening test gave
rise to myriad administrative and ethical
questions, such as: Who should tell a per-
son that he is antibody positivel When
should he be told, and how?

Several state legislatures have devel-
oped notification protocols, such as wait-
ing 60 days after a confirmatory test be-
fore contacting the donor.

Still, no one knows for certain what a
positive test result means. The incubation
period for AIDS varies greatly from per-
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son to person, and the disease may never
develop despite a positive antibody test.

The procedure for HTLV-III testing at a
blood bank involves performing the
HTLV-III test on each unit of blood using
the enzyme-linked immunosorbent assay
test. If positive for antibody, the test is
rerun. If the test is again positive, the
donated blood unit is destroyed, and a
blood sample undergoes a confirmatory
test, most commonly the Western blot.
Only after the three tests are completed
is a 'donor notified and counseled as to
the steps that should be taken. Generally,
HTLV-Ill-positive patients are urged to
visit a physician for further testing and
diagnosis.

QUESTIONS CONCERNING THE legal
liability of blood banks implicated in
cases of transfusion-related AIDS have
yet to be resolved. To date, none of the
handful of lawsuits on the subject has
been heard in court.

Other court tests yet to come may in-
clude individuals or groups bringing suit
against an employer for dismissing, de-
moting, or otherwise recategorizing an
employe on the basis of the blood
screening test. One Texas firm, apparent-
ly the first in the nation to screen em-
ployes for AIDS, put its roughly two doz-
en food service workers through a battery
of blood and other diagnostic tests, “for
the good of all employes.” That action
drew fire from some national and local
gay groups.

Although no one was fired from that
company; the firm's management said
the tests were a result of AIDS publicity.

THE HTLV-I TEST was heartily en-,

dorsed by the AAmerican Assn. of Blood
Banks, the American Red Cross, and the
Council of Community Blood Centers as
a tool to keep the nation’s blood supphes
safe, .

In late August, {he CDC stated that lhe
HTLV-1Il test is very effective and effica-
cious. The director of the CDC’'s AIDS
Branch, James Curran, MD, said that, be-
cause of the .high efficacy of the test,
“transfusion-associated AIDS will peak,
then decline. We are doing an extraordi-
narily good job of screening the poten-
tially infectious blood out of the nation’s
blood supply.”

In September, the CDC reported a few
cases of health care workers contracting
AIDS from either needlestick injuries or
some type of direct contact with blood
from confirmed AIDS patients. The CDC
quickly referred those concerned to its
published sets of precautions — one for
clinical and laberatory staffs, and the oth-
er for health care workers and allied pro-
fessionals. In late November, the CDC
developed new. recommendations with
particular emphasus on health care work-
ers and others in related occupations,
called “Recommendations for Preventing
Transmission of Infection with Human T-

‘Lymphotoripic Virus Type IlI/Lympha-

denopalhy-Assocsated Virus in the Work-
place.”

As the year came to a close, dozens of
public and private facilities continued to
perform small- and large-scale tests on
the effectiveness of the HTLV-IIl screen-
ing test and on AIDS, the infectious dis-
ease that has killed 51% of its victims to
date. -

—Linda Bosy



STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEJIAN, Governor

DEPARTMENT OF HEALTH SERVICES

2151 BERKELEY WAY
ERKELEY, CA 94704

415) 540-2488

January 8, 1986

M. Silvija Hoag, M.D.

Medical Director

Blood Bank of The Alameda-Contra
Costa Medical Association

6230 Claremont Averue

Oakland, CA 94618

Dear Doctor Hoag:

Enclosed is a draft of permissive guidelines for notification of blood
donors found to be reactive for HTLV-III antibody.

We would appreciate any comments that you may have regarding the content
. of these guidelines and their application to blood banks and plasma
centers as soon as possible. Thank you.

Very truly yours,

Pl 77 Yo

Ronald M. Harkey
Examiner
Laboratory Field Services

RMH:bb
Enclosure
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BLOOD DONOR SCREENING FOR HTLV IIT ANTIBODY (anti-HTLV III)

PERMISSIVE GUIDELINES FOR NOTIFICATION OF REACTEVE DONORS

Introduction

Legislation enacted in 1985 (AB 488, Chapter 23) concerning the

-prevention of AIDS virus (HTLV III) infection by transfusion of blood

and blood products requires that the State Department of Health
Services shall develop permissive guidelines for blood banks and
plasma centers on the method or methods to be used to notify donors of
test results, i.e., donors who test reactive for antibodies to the
HTLV III virus.

The permissive guidelines which follow are based upon the best avail-

~able data but because the state-of-the art in the serology of HTLV III

infection is not yet definitive, revisions may be forthcoming as
methods are refined to produce better test systems to differentiate
false-reactive tests from true-reactive tests.

The suggested appropriate donor notification methods listed below are
based on a joint statement of the American Association of Blood Banks,
The American Red Cross and The Council of Community Blood Centers,
"Recommendations for Notification of HTLV-III antibody Positive Donors
and for Recipients of Products from Previous Donations" (June 7,
1985). Any notification method which satisfies the principles of
notification in Section III should satisfy the permissive guidelines.

Requirements for Donor Notification by Blood Banks and Plasma Centers

A. Notification by the Local Health Officer that the Alternate Test
Site(s) has been Functioning Adequately for 90 Days

B. Criteria for Donor Notification

1. Blood Banks and Plasma Centers Testing Blood/Plasma Units by

EIA Method and Corroborating EIA Repeatably Reactive Results
by a Supplementary Test Which is Highly Specific for anti-HTLV
bl

At present, there is no universally accepted corroborating
("confirmatory") test but Western blot (WB) is the test most
often selected and most widely available. Other acceptable
corroborative tests would be immunofluorescence (IFA) or
radioimmunoprecipitation (RIP) if the method is carefully
standardized, controlled and shown to be sensitive and highly
specific for detecting anti-HTLV III. As the status of con-
firmatory tests is not fully settled, what constitutes an
acceptable supplementary corroborative or “confirmatory" test
method may change as improvements are made.

1
L

.
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a.

Notify all donors who are repeatably reactive for anti-
HTLV IIl by EIA and who are also verifiable by a
supplementary corroborative test method acceptable to the
California Department of Health Services, e.g., WB, IFA or
RIP,

A1l donors found to be anti-HTLV III reactive by EIA and a
supplementary corroborative test must be reported to the
Department of Health Services for inclusion in the State's
Deferred Donor Register as required by State law.

Notification of donors who are only repeatably reactive by
EIA method but not verifiable by one of the corroborative
supplementary tests is presently at the option of the
blood bank/plasma center.

Blood or plasma from donors who are repeatably anti-HTLV
111 reactive by EIA but negative by WB or other corrobora-
tive supplementary tests must not be transfused or
commercially processed, however no recommendation can be
made at this time about the notification of donors who on
repeat visits continue to show anti-HTLV III by EIA only.

Until further data are obtained to indicate how such
donors should be managed, these donors should be entered
on an in-house "retest" or "surveillance" list so that
they can be readily identified at the time of any further
donation. For the present, should such donors test EIA
negative for anti-HTLV III at a subsequent donation, their
blood should nevertheless be discarded and their names
should remain in the in-house "retest" 1isting. As anti-
HTLV serology is refined and made more specific, it may
eventually be possible to correctly categorize such donors
as HTLV III "safe" or "not safe". '

2. Blood Banks and Plasma Centers Testing Blood/Plasma Units Only

by EIA Method

a.

Notify all donors who are repeatably reactive for anti-
HTLV III by EIA

A1l donors found to be repeatably reactive by EIA but who
are not also tested by a supplementary corroborative test
must be reported to the Department of Health Services for
inclusion in the State's Deferred Donor Register as re-
quired by State law.

The Department of Health Services strongly recommends that
all blood banks and plasma centers routinely test all
anti-HTLV III repeatably reactive EIA sera by a supplemen-
tary corroborative test such as WB, IFA or RIP as the
basis for notifying donors of their anti-HTLV III
reactivity.




II1I. Methods of Notifying Donors Who Are anti-HTLV III Reactive

Notification of donors who test positive for anti-HTLV III should be
done with great sensitivity and concern for the impact such informa-
tion may have on such donors.

PRINCIPLES OF NOTIFICATION INCLUDE:

1)
2)

3)

Confidentiality.

Conveying the test results to the donor in person whenever
possible.

Provision for medical evaluation of the positive donor either by
the blood bank or by referral to the donor's personal physician,
or by prior arrangement by the blood bank or plasma center to
physicians specializing in AIDS/infectious diseases, AIDS clinics,
the local health department or the local medical society.
Provision of the donor with the written USPHS and/or ASTHO recom-
mendations for asymptomatic blood and plasma donors found to be
reactive for anti-HTLV III.

provision for immediate referral to persons trained in crisis
counseling if undue anxiety is noted in the donor who has been
notified of positive anti-HTLV III results.

There are several appropriate protocols for notifying donors who
are reactive for anti-HTLV III. The mechanism of notification
employed by a blood bank or plasma center will depend on several
factors, including availability of trained staff, and accesability
of the positive donors to the blood bank. ‘

It has been suggested that at the time of initial intake donors be
given a choice (e.g., letter or telephone call to home or work,
etc.) as to how they would want to be notified if they are found
to have a reason for followup tests, i.e. reactive tests that
require confirmation (STS, HBsAg, anti-HTLV III, etc.)

APPROPRIATE DONOR NOTIFICATION METHODS INCLUDE:

1. OPTION ONE: A non-specific letter in combination with a
personal interview.

This letter should be sent by the blood bank requesting that
the donor return for a personal interview. The letter should
indicate that one of the laboratory tests performed on the
donor's blood requires followup, and a request that the donor
telephone the blood bank to make an appointment (at which time
information will be provided on the anti-HTLV III result).
Depending on the availability of appropriate staff and con-
venience of interview location, this option is favored as the
preferable method of notification. If the donor fails to
contact the blood bank within a reasonable period, OPTION TWO
should be exercised.
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OPTION TWO: A specific letter sent certified mail/receipt
requested/restricted delivery.

A specific letter informing the donof of a verifiable
repeatably positive anti-HTLV III test result should only be
sent if there are steps taken to assure that the donor is the
sole recipient of this information. Thus, specific notifica-
tion should be sent certified mail/receipt
requested/restricted delivery. The letter should inform the
donor of the test results, state that the donor has been
indefinitely deferred from donating blood and that his or her
name and other identifying information will be entered into a
donor deferral registry. Reactive donors should be strongly
advised to contact their personal physician, or the blood bank
physician without delay for information, further evaluation
and appropriate referral if necessary.

OPTION THREE: Telephone notification, alone or in combination
with the scheduling of an appointment for a personal
interview.

Telephone notification may consist of providing non-specific
information such as that recommended for the non-specific
letter in OPTION ONE above, with a request that the donor make
an appointment for a followup interview at the blood bank.

Specifically informing the donor of a reactive anti-HTLV IT1
test result can also be done over the telephone. However,

‘this method should only be used in situations where the other

alternatives are not feasible. If anti-HTLV III specific
donor notification takes place over the telephone, it should
be followed by a certified/receipt requested/restricted
delivery letter. Because of the concern for confidentiality,
neither specific nor non-specific telephone notification
should take place unless there is positive donor
identification. If the telephone call is a non-specific
one that requests the donor come to the blood bank or plasma
center and he or she fails to appear within a reasonable
period, OPTION TWO should be exercised.

For legal purposes, It is important that blood banks and
plasma centers document all steps taken to notify each anti-

HTLY III reactive donor.

Written Information To Be Provided To Notified anti-HTLV III

Reactive Donors.

A1l donors who are informed of a reactive anti-HTLV III an-
tibody test result should be given written information on the
significance of their test result. One such explanation is
contained in the Public Health Service document "Information
for Persons Who Have a Positive Test for HTLV-III Antibody,"
previously supplied by the USPHS. Additionally, locally
prepared informational materials of comparable content may be

used.
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Fcllowing your donation of blood cn (date) routine labo

ra
sts were performed on a sample cf your bleed. One of tThe =
sults warrants additional evaluaticn. P‘ease tele;none (na:
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several days for an appointment so that we may d*s UsSs ths t2
results with you and provide additional information anz
reccozendations.

-
-

Alternatively, you may wish to have a repor: sent to yocur privzt:
physician. If so, please complete and return the enclcsed
authorization form.

AUTHORIZATION FORM
/‘)L;gw,(,\_ Ur":nf
I nereby give the (name of blood bank) permission to transmit to (nacz:
of phvsician) (address of physician) “ftelephone number of physician,
information regarding the laboratory test resaits for tnz blood 1
don2ted on (date).

Signed Print Name

Address

Social Security Number

+. > important that you contact the- blood bank or you‘ personal
physician for followup at your earliest convenience
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SUGGESTED SAMPLE #2 S T M5 .
A leczer specificaily informing the repezzably pesisive 2oasc on an
HPLY-I7 antibody =za2st vesulf. 1Inis iefter snoulcz b2 us2s In casss
vhese cif<iculties would be posed in sending a nongp2tili.s lesisT Wit
a personzl followup interview. 30 e sentofarsifial :ai?f:es:ri:-;~
de.ivery.
cear

Following your donation of biocod on (date), laboratery tests warz
performed on a sample of your blood. Ths results of ons ¢f these
cests indicated that you have antibodies to the HTLV-III virus.
Althougn HTLV-III is tie suspected virus for Acquired Immun=
Teficiency Syndrome (AIDS), it is important that you know a positive
antibody test indicates only that the individual with the antibody hz2s
been exposed to the virusqat some time.m It does not,indicate presance
of the virus itself. THIS IS NOT A TEST FOR AIDS. \ﬂtg,l&yiézy

Because this is a newly developed test, the implications of a
positive result are unclear. However, as a precautionary measure, we
are advising individuals with a positive test to seek medical
counseling for information about additional testing or special
precautions. Please consult you personal physician for further
avaluaticn. Resulzs of the tests performed by the biccd bank will be
made available to your physician on request, with your written
permission.

Although the meaning of a positive result is unknown, every
precaution must be taken to protect the blood supply shculd 2 positive
unit be infectious. Therefore, you must be deferred indefinicely from
donating blood and your name, social security number, and other

identifying information must be placed on 2 confidsntial lisz of
defer-2d donors. This information will not be relzas2d wizthoust your
permission unless legally mandated, or to prevent tne sSramEIuSslon ot

blood that may transmit infectious agents.

For your information, we are enclosing = copy ci 2 documanc
prepzred by the United S+tates Public Hezltn Sarvices, encitisd,
WInTarmztion for Persons Who Have a Positive Test for HILV-Iil
Antibody." (Or document of the blood bank's choice) **

Snoulé you have any further questions about tas Inigfgacticn
contained in this letter, please contact (name cf 2s2-son TO CCntiatTy .
az {(telschcne numbar ¢l contact).

* ~az "authorizzsion forg" in lsttar F4 =22y De us2l.

*+ Tniz pzrzgrzsn Ls OpTiinz.



A l2ttaer Icllowing a2 t2lephone convarsasign ha=wasn SN2 21222 Bamg oar
Tng Tagdazally srslviveiaeer BERSLTCSE LlY iniWRing nlz af o
HILW-111 antibody positive resuiz, <o be sent cartifiag
mail/restricted delivery.

oear

This is a followup to our telz2phone conversation ef' (data). ‘Al
stated at that time, following your donaticn of blood on (datej,
:adoratory tests were performed on a saaple of your blood. The
rasults of one or these tests indicated that you have antibodiss
the HTLV-III virus. Although HTLV-III is the suspected virus for
Acquired Immune Deficiency Syndrome (AIDS), it is important that you
Know a positive antibody test indicates only that the individual with
the antibody has been exposed to the virus at some time. It does no:
indicate presence of the virus itself. THIS IS NOT A TEST FOR.AIDS.

-~
b

Because this is a newly developed test, the implications of a
positive result are unclear. However, as a precautionary measure, wa
are advising individuals with a positive tes:t to seek medical
counseling for information about additional testing or special
precautions. Please consult you personal physician for further
evaluation. Results of the tests performed by the blood bank will be
made available to your physician on raquest, with your written
peririssicn.. ® :

Although the meaning of a positive rassult 1s unknown, every
precaution must be taken to protect the blood supply should a positive
unit be infectious. Therefore, you must be deferred indefinitely froc
donating blood and your name, social security number, and other
identifying information must be placed on a confidential list of
deferred donors. This information will not bs relsasad without vou
permission unless legally mandated, cr to praven: tns transiusion ¢
blood that may transmit infectious agents.

i3

For your informztion, we are enclasing a Cc2y oI 2 Zacumen:z
prepared by cthe United States Public Health Service, entitled,
«nzormation for Persons Who Have a Positive Tes: fo- Nawd-111
Antidody." (Or document of the blood bank's choice) *+
Shouid you have any further questions about the infgrpation
contained in this letter, please contact (name of persan S0 _centazt)

at (talechone number of contazzt).

= Tha Yautnorizatiph Torm"" fn lewser #9 2y be <522
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BECORD # 40 BF: BN 85 024225 PAGE NO. 1

LEGISLATIVE COUBSEL'S DIGEST

Bill ¥No.
as introduced, :

General Subject: Blocd transfusions.

(1) Existing provisions of law regulate blood
donations. |

This bill would provide that a patient in a
health facility may specify that one or more designated
individuals shall donate the blood for the patient's
medical needs, if 5pecifieé criteria are satisfied. Since
an existing statute would Qake violation of this provision
a misdemeanor, it constitutes a state-mandated local

H
Erogram. Moreover, since county hospitals, hospital

§

districts, and other healtﬁ facilities operated by local
governmsent could incur additional costs in complying with
fhese requests, the Lkill cénstitutes a state-mandated
local program for that reason. The bill would authorize a

hospital, blood tank, or other facility incurring
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EECOED # 40 BF: RN 85 024225 PAGE NO. 2
., @
additional costs by reason of such a request to charge the
patient therefor. 2
{(2) The Califorﬁia Constitution reguires the
state to reimburse local agencies and school districts for
certain costs mandated by the state. Statutory provisions
establish procedures for making that reinbursement.
This bill would provide that no reimbursement is
required by this act for ;pecified reasons.
Vote: najo:ityé Appropriatiom: DoO-. FPiscal

cosmittee: YesSa Sstate-nandated local program: yes.
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EECOED # 60 BF: Ui BN 85 024225 PAGE HNO. 2
THE PEOPLE OF THE STATE OF CALIFORNIA DC ENACT AS FOLLOWS:

SﬁCTIOH 1. Section 1627 is added to the Health
and Safety Code, to read:

1627. A patient in a health facility, as
defined in Sectioﬁ 1250, may specify that one or more
designated individuals shall donate the blood for the
patient's medical needs, sb long as the donated klood is
of the same type as the pa;ient's and meets the health
criteria for blood donations. The hospital, Lklood bank, -
or other facility incurring additional costs Ly reason of ‘
the request may charge the patient therefor.

SEC. 2. (a) No reimbursement is required Ly this
act pursuant to Section 6 of Article XIII B of the
California Constitution because of the costs which may be
incurred by a local agency or school district which will
be incurred because this act creates a new crime or
infracticn, changes the definition of a crime or
infraction, changes the penalty for a crime or infraction,
or eliminates a crime or infraction.

(b) No reinturse;ent is required ky this act
pursuant to Section € of Article XIII B of the California
Constitution because of additional costs, as a local

agency or school district has the authority to levy



B

10430 - 85331 11:35
BECOBD # 60 BF: e RN 85 024225 PAGE ¥O. 3

service charges, fees, or assesspents sufficient to pay
for the program or level of service mandated by this act.

-0 - :



AMERICAN M1 DICAL ASSOCIATION HOUSFE OF DELEGATES

Mﬂ\ion: 39
Y (A-84)
Introduced by:  Illinois Delegation

Subject: AIDS and Blood Donations

Referrcd to: Reference Committee E
(Hugh E. Stephenson, M. D., Chairman)

Whereas, The public blood donor population has expressed a fear of contracting
acquired immune deficiency syndrome (AIDS) by their donating blood; and

Whereas, The blood banking community of the State of Illinois has expressed its
concern about the usefulness, feasibility and effectiveness of utilizing “designated blood
donations,” which creates inventories of blood which may be unavailable to other
patients if needed; therefore be it

RESOLVED, That the American Medical Association use its publications to assist
physicians to educate their patients that donating blood does not expose the donor to
the risk of acquired immune deficiency syndrome (AIDS); and be it further

—
O V00~V b Wil —

9 =

r

13 RESOLVED, That the AMA adopt the position that “designated blood donations™
14 are an inappropriate means of dealing with the AIDS problem and inordinately ties up
15 blood supplies.

Prad
%@OP\B

Past House Action: A-83:289
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AN EXPLANATION OF THE AMERICAN RED CROSS POSITION ON DIRECTED DONATIONS

Continued public concern regarding the possible transmission of AIDS and
other infectious diseases through blood transfusion has resulted in requests
for designating family members or friends as blood donors for individuals
having elective surgery. . :

The American Red Cross has previously indicated oppoaitiOn to the
practices of designated or directed donations and reaffirms its poaition for
the following reasons:

l. The risk of acquiring AIDS from the voluntarily donated blood that makes
up the community blood supply has been virtually eliminated by introduction of
the HTLV-III antibody test. Since March 18, 1985, this test has been
performed on every unit of blood donated through Red Cross. Any unit that
teats positive is destroyed. Practices such as directed donor programs that
unduly heighten public concern are not warranted. . T

2. Thero is no evidence that individually directed donors provide safer™
blood. Several studies are reported to have shown that positive ELISA tests
for HTLV-III antibodies are found among directed donations at about the same
rate as with random volunteer donors. Further, there is no known reason to
expect that selecting one's own donors lowers the risk of hepatitis
transmission. Theoretically, directed donor blood might even be less safe
because family members and friends under pressure to donate may not choose to
make known certain risk factors that they consider to be of little importance.

3. The directed donor approach represents undue ooercion‘ond is contrary to
the general principles of volunteer donation.

4. Trying to find his own donors places an unnecessary burden on the patient,
leading him to believe that if he cannot find "safe" donors, he will have to
settle for second best. Because of this pressure, donor clubs have been
formed with donor members selected in questionable ways.  Some patients have
gone so far as to put notices on bulletin boards appealing for "directed
donations.™

5. Blood banking in its conventional sense is threatened when healthy
potential donors elect to save their blood for a time when it might be needed
by a family member or close friend. If the trend continues, serious blood
shortages are inevitable.

6. Those blood banks collecting directed donations may be exposing themselves
and the directed donors to additional liability. Yet unanswered are a number
of questiona. Who owns the blood? What if the unit of blood is given to
someone else, either because of an emergency or by mistake? What about the
patient who thinks he will receive blood only from his directed donations, but
receives blood and components from others? What is the liability of a donor
when the patient knows the donor's identity and some ill effect results from
the transfusion? _

In summary, there are flaws in tho:conoept of deaignaied or directed
blood donations with several potentially serious consequences. The three

Over



mejor blood banking organizations, the American Association of Blood Banks,
the American Red Cross, and the Council of Community Blood Centers have
considered this issue at great length and have reaffirmed their opposition.
The College of American Pathologists and the American Medical Association
agree. Blood banks that promote directed donations as a way of recruiting
more donors may be misleading both patients and donors and be guilty of
shirking their responsibility to provide full information to those they serve.

November 1985
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¢ There’s a whole new group :
of what I would call blood
suckers out there.?

— Dr. Seth Haber,
Kaiser-Permanente Medical Center
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Sun Qoae Morcrg. Nuvs 12/1/es
‘Handhpicked’ blood

‘no safer; tests show

By Fran Smith all donors and those who

Mercury News Modical Writer earmarked their blood for a

Blood drawn from a particular patient were not

patient's hand-picked rela- significant, the studies
found, although

tives or friends is as researchers

to be infectad by A at Irwin refused to release

wwhpmﬂssu specific statistics on the
from strangers; two designated donors.

new studies indicate. In 1983, amid grow-

In all cases, the incidence  sabecy of donated tood, the

of contamination was ;m"‘ blood center

at Stanford University
Blood Bank asd Lrwin e o chaic oun donors.
Memorial Blood Bank I8 Around the

San Francisco. where the risk of contract-
Scs

San Qose Mursny N, 12/ /g5

Blood from strangers
called safe as friends’

BLOOD., from Page 1A

ing AIDS. or acquired immune
iciency syndrome, from tainted

blood ranked among the natioa's

highest, all banks eventually

backed down on prohibitions

awrrmmm

man who refused to ;ur-
gery i he couldn't get from
his relatives and friends.

Except for Stanford, however,
area banks gave onmly grudging
consent. They warmed that their
new policies could pose evesn

€ Psychologically,
it’s more of a
benefit than

scientifically.?
— Roger Svoboda.
Stanford blood bank

greater health hazards, because
donors facing pressure to give
blood for acquaintances might con-
ceal :nformation — history of
infect:ons. perhaps, or homosexual
acuivities — that would rule them

out.

Blood banks nationwide cite the
potential dangers of designated
donations as the prime reason they
still forbid the practice.

“Psvchologically. it’'s more of a
benefit than scientifically,” said
Roger Svoboda, administrator of
rhe Stanford bank. “Their major
complaints just are not founded on
scientific data. They're based on
emotional reasons.”

The studies at Stanford and
[rwin, the first scientific research
on hand-picked donations, refute
claims that such blood is more
dangerous. But they also show that
it may not be any safer.

At Irwin, which supplies blood to
hospitals in San Francisco and
scattered counties in Northern Cal-
iformia, roughly 3.500 donors have
designated their blood since May
1984. Scientists tested those dona-
tions for a variety of blood-borne
infections, and compared the
results with infection rates among
first-tume donors to rwin's general
stock.

found no significant differ-
ences between the two groups, said
Brian McDonough, executive

director of Irwin.

First-time donors generally
have slightly higher infection rates
than repeat dooors, who already

the bank

i
i

The investigators studied the
prevalence of hepatitis, syphilis
and cytomegalovirus infections,
but have not yet compiled data on

As of Monday, the U S. Centers
for Disease Control 1n Atlanta have
confirmed 15403 cases of AIDS.
including 7.827 deaths. More than
100 people have developed the syn-
drome after receiving blood drawn
from ostensibly healthy donors
who later turned out to be infected
with AIDS.

Last spring. blood centers
throughout the United States began
checkung all donatons for signs of
AIDS infection. The test, health
officials say, will detect more than
b 2] of tainted blood.

evertheless, a growing number

percent of donors direct their
blood to acquaintances. The bank,
which supplies blood to hospitals in
Santa Clara, Santa Cruz and San
Benito counties, tries to discourage



THE BLOOD TRANSFUSION ACT OF 1985 PETITION

A special project of the American Family Association, Washington, D.C. 20069

Special Instructions

STEP 1. Please read and sign your petition.
STEP 2. Do not detach your signed Petition from this page.
STEP 3. Make any corrections to your name and address below.

GB29

STEP 4. The American Family Assodation needs your help to carry this fight to every corner of
America. Please enclose with your signed petition your contribution of:

O $1,000 O $500 O $250 O $100
O $50 O $25 O $15 'O $ Other

Please make your check payable to: AMERICAN FAMILY ASSOCIATION
Thank you for your support in this vital fight.

PETITION TO THE UNITED STATES CONGRESS

WHEREAS, 14 babies have died because they received blood' transfusions contaminated
with AIDS;

WHEREAS, 143 normal, decent, God-fearing Americans have died because of AIDS-
infected blood transfusions;

WHEREAS, medical authorities predict the beginning of an AIDS epidemic with 1,000,000
Americans already exposed to the deadly virus;

WHEREAS, AIDS has now entered America’s blood supply; and,
WHEREAS, there is no cure for AIDS,

NOW, THEREFORE, I PETITION the United States Congress to immediately pass a
BLOOD TRANSFUSION ACT OF 1985 so Americans like me can protect ourselves and
our loved ones against ever receiving AIDS-contaminated blood transfusions.

The BLOOD TRANSFUSION ACT OF 1985 must protect the right of individual Amer-
icans to donate specifically for family members and friends and no judge, hospital, blood
bank, or medical personnel in any state can deny Americans the right to give blood for
the exclusive use of family members and friends who have fallen ill or have been injured
in an accident.

Signed




FAMILY

1 s s ocCiation

Washington, D.C. 20069

Dear Friend,
Jason is dead.

His parents are in shock. Shattered by grief. Their baby boy
was only 15 months old.

The individual ;esggnsigle for Jason's death was simply told:
"please don't do it again."

But the really tragic thing is that if the proposed BLOOD
TRANSFUSION ACT OF 1985 were already a national law, little Jason

might still be alive today.
That's why the enclosed petition is so vitally important.

You see, according to TIME magazine, over the next 12 months
one million Americans may die from the same hideous disease that

killed little Jason. .

And the families and friends of these one million Americans
will be told by the hospitals and doctors:

*"We're sorry. We didn't know the blood trans-
fusion we gave your loved one was infected with
AIDS. We had no way of knowing a homosexual had

donated the blood."

My friend, never before in the medical history of our great
nation have we faced a deadlier health hazard than AIDS.

Already 143 Americans have been killed by blood contaminated
with AIDS. Already 14 babies like Jason are dead.

Will you be next? A member of your family? A friend? Not
even the medical experts know for sure.

America's blood supply is now contaminated. Innocent Americans
are dying! |

Even so, the courts still say that no one can stop homosexuals
from giving blood. Liberal judges say homosexuals have the same
rights as you and me.

But does that include the "right® to kill innocent people? - .
The AIDS epidemic is here! ‘There's no way to stop it.
‘> phe oply way you can protect yourself -- the‘gngg'way you can

protect your children, your grandchildren, your friends, neighbors
and relatives =-- is to demand that the United States Congress enact



the BLOOD TRANSFUSION ACT OF 1985.

please. I beg you. Sign the BLOOD TRANSFUSION ACT OF 1985
PETITION I've sent you today. You cannot afford not to.

your life -- the very lives of all those you love and care for

—-- depend on what you do today.

If you become sick or have an accident -- don't you want to
know the blood you're being given has been donated by family members

- or by your friends, rather than by homosexuals?

Think about this:

The way the "blood bank" system operates now in America you
can't know it. Not even your doctor is allowed to know.

_You see, the "blood bank"” system is built on voluntary
donations of blood.

. wWhen there isn't enough voluntary blood to go around, the blood
banks have to buy it. One pint at a time. From whom?

You'd be shocked!

More often than not the blood banks buy blood from the
so-called "street people." From derelicts. Drug addicts.
Homosexuals. Prostitutes. Alcoholics.

You can't imagine what goes on.

A derelict staggers in off the street. A nurse wipes cff a
spot on his filth-encrusted arm, stig s a needle in, and draws a

pint of blood. ; .

Then this blood "donor® is paid $7, $10, $15, $20 or $35 --
depending on his blood type.

Can you imagine the quality of these derelicts' blood?

Their veins run full with AIDS, alcohol, heroin, herpes and all
sorts, of diseases. What would you expect?

These are the lowest people on the ladder of life.

Can you imagine'having to sell your own blood in order to live?
To get a few bucks to buy more drugs or alcohol or even sex?

_ This is a worid you and I don't want anything to do with, let
alone become a part of.

But right now, the liberal judges and the so-called "Gay
Rights" activists are telling you that you don't have any choice.

If you or someone you love becomes ill and needs a blood
transfusion, wouldn't you want to have the right to know that blood
is safe? That it is not infected with AIDS? _

In a recent case in Florida, a mother and féther wanted to make
©



sure of that for their infant daughter.

They asked that they be allowed to donate the blood for their
daughter's operation, but it was against the hospital's "rules."

Perhaps the hospital felt it would be "too much trouble™ to
keep the records that would identify the mother's and father's blood

as that to be given to their daughter.

And now their little girl is dead! She died of AIDS. Exactly
what her parents had tried to prevent, but weren't allowed to!

That's just one case -- just one example of why it is so urgent
and so important that the U.S. Congress enact THE BLOOD TRANSFUSION

ACT OF 1985 immediately!

There are another 142 reasons -- the 142 normal, decent,
hard-working Americans who have died because of AIDS-infected blood.

Including little Jason.

I say it's time you and I had legal protection to safeguard
against this deadly risk.

But the hospitals and the "blood banks" say that it would be
"inconvenient" to "disrupt” the nation's blood distribution system.

And the liberal judges say we can't "discriminate” against

homosexuals by denying them the "right" to sell their blood to the
"blood banks" -- even though that blood could be a death sentence to

an innocent baby like Jason.

But I ask you: Since when is a hospital's or a blood bank's
right to make money more important than saving the lives of innocent
young children? Since when is the right of some derelict or pervert
to collect "blood money" by selling their blood more important than
saving the lives of innocent young children? .

To my way of thinking, even one innocent life is too high a
price to pay to protect the "right"™ of AIDS-infected homosexuals to

sell their blood. -

I believe normal, decent, God-fearing Americans like you and me
must have the right to protect ourselves.

But the U.S. Congress isn't going to do anything to protect our
rights unless there's a massive public outcry they can't ignore.

That's why it is vital for you to sign the enclosed BLOOD
TRANSFUSION ACT OF 1985 PETITION and mail it back to me today.

It's up to Americans like you to force Congress to act.

You can be assured, my friend, the powérful "Gay Rights"”

lobbying groups and their many sympathizers in Congress will fight
us tooth-and-nail. They will claim that their constitutional
"rights" are being violated. They will claim that AIDS is pot a

homosexual disease.

But the 143 death certificates of innocent Americans with



"AIDS" written on them tell me differently.

The basic question is: Shouldn't Americans like you and me
have the right to protect ourselves and our loved ones from the AIDS
epidemic?

The first vital step you can take to force Congress to pass a
BLOOD TRANSFUSION ACT OF 1985 is to sign your petition and return it
to me today.

. Time is critical. America's blood supply is contaminated. The
AIDS epidemic is here!

And today there is no national law that gives you the right to
protect yourself. Even when your very life is at stake.

So, please. Sign your BLOOD TRANSFUSION ACT OF 1985 PETITION
and mail it back to me today.

The American Family Association is ready to carry this fight to
every corner of America. No city or town is safe.

My friend, I need your help now. The American Family
Association cannot do it alone.

Help me reach millions of other Americans with our petition to
Congress.

Help me with the most generous tax-deductible contribution
you can possibly afford.

Contributions of $1,000, $500, $250, $100 are desperately
needed. So are contributions of $50, $25, and $15. '

In this fight to protect the lives of innocent Americans from
AIDS-contaminated blood, no dollar amount is too large or small.

Please. Do not sit idly by and do nothing. Your life and the
lives of all those you love depend on what you do right now.

Sincerely,

Dan Villanueva
Executive Director

P.S. Is a homosexual's "right"™ to receive "blood money" more

important than your right to live? But even if for some reason
you feel you can't send a contribution, won't you please at
least sign and mail me your BLOOD TRANSFUSION ACT OF 1985

PETITION today? Your life may depend on it!
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‘“\____‘:\\\ INFORMATION EXCHANGE
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REDUCING THE RISK OF HETEROSEXUAL AND PERINATAL TRANSMISSION OF AIDS

\Ihe most common mode of spread for HTLV-III virus is through intimate sexual contact. Other less

ommon routes include blood products (this problem is now largely solved), contaminated needles
during I.V. drug abuse, and transmission from an infected mother to her newborn at or before
birth. Many persons with hemophilia have been exposed to the HTLV-III virus through the use of
blood products which were produced during the years before current screening and viral
inactivation methods.. Due to the multiplicity of studies which emphasize the transmission of
HTLV-III virus by sexual contact, persons with hemophilia should now consider that HTLV-III
virus is sexually transmitted.

Based on very early data on small numbers of persons, we can make an initial estimate that the risk
of transmission of HTLV-III virus from a person with hemophilia who is HTLV-III positive to his
wife, through normal sexual intercourse may be in the range of 1 to 5% per year. THIS IS A VERY
SIGNIFICANT LEVEL OF RISK, AND STEPS SHOULD BE~TAKEN TO KEEP THE RISK AS LOW AS POSSIBLE
e
Information on other viruses spread by intimate sexual contact, such as herpes s1mp1ex and
cytomegalovirus, indicate that regualr use of eondoms greatly reduces the risk of viral
transmission. Although such studies with HTLV-III are not yet available, all medical experts
expect the same results for this virus, and are urging regular use of condoms by all persons who
. may have been exposed to the ALDS virus, including all persons with nemophilia who have used
significant quantities of blood products.

In addition, many physicians now recommend that women of childbearing age who are the wives of
persons with hemophilia, and who are considering pregnancy, should consider the risk of
perinatal transmission of AIDS. That is, the transmission of AIDS to the newborn of HTLV-III
positive women. Consequently, given the risk of AIDS to the newborn of HTLV-III positive women,
the wives of persons with hemophilia who are considering pregnancy should first receive specific
education and counselling at their hemophilia center. They should also strongly consider
naving an HTLV-1II1 antibody test performed before pregnancy occurs.

Multiple recent studies have further clarified the ways in which the HTLV-III/LAV virus is and is
not spread. A total of more than 400 family members who have had intimate but non-sexual contact
with a person who is HTLV-III antibody positive have been surveyed in various hemophilia
treatment centers. In many of these family units, sharing of eating utensils, drinking cups,
toothbrushes, towels, beds, items of clothing, ete., often occurred, yet no case of either AIDS
or of infection with the HTLV-III virus was found. _Because no single case of AIDS has been
attributable to casual contact with a person who has AIDS or HTLV-III infection, and in view of
the data above, it becomes clearer that recent episodes of undue alarm concerning AIDS in the
school or work setting are completely unwarranted.

Attached for the information of treatment center staff is the December 6, 1985, issue of the

- Morbidity and Mortality Weekly Report (MMWR), published by the Centers for Disease Control
(COC), which provides "Recommendations for Assisting in the Prevention of Perinatal
Transmission of Human T-Lymphotropic Virus Type III/Lymphadenopathy-Associated Virus and
Acquired Immunodeficiency Syndrome".

The HEMOPHILIA INFORMATION EXCHANGE, under the aegis of The National Hemophilia Foundation, is made possible with funding from the Division of Maternal and Child Health, United States

Department of Health and Human Services

THE NATIONAL HEMOPHILIA FOUNDATION e THE SOHO BLDG. * 110 GREENE ST. « RM. 406 » NEW YORK, NY 10012 * (212) 219-8180



For gquestions concerning these issues, we urge you consult your hemophilia treatment center
staff. You may also wish to request a copy of NHF's recent publication "Hemophilia and AIDS:
Intimacy and Sexual Behavior" from your treatment center, NHF chapter, or the NHF.

Chapters: Please distribute this information to all chapter members.

Physicians: Please distribute this information to all physicians who treat patients with
hemophilia in your area, and to appropriate hemophilia center staff.
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MORBIDITY AND MORTALITY WEEKLY REPORT

Recommendations for Assisting in the Prevention
of Perinatal Transmission of Human T-Lymphotropic Virus
Type lll/Lymphadenopathy-Associated Virus
and Acquired Immunodeficiency Syndrome

The information and recommendations in this document are intended to assist health-care
providers and state and local health departments in developing procedures to prevent perinatal
transmission of human T-lymphotropic virus type lll/lymphadenopathy-associated virus
(HTLV-II/LAV), the virus that causes acquired immunodeliciency syndrome (AIDS).

This document contains recommendations for providing counselling and, when indicaled,
testing for antibody to HTLV-II/LAV for women who are alincreased risk of acquiring tha virus
and who are either pregnant or may become pregnant. It is important that these women know
they are at risk, as well as know and understand their HTLV-IIl/LAV-antibody status, so they
canmake informed decisions 1o help prevent perinatally acquired HTLV-III/LAV.

Through counselling, uninfected women can learn how to avoid becoming infected, and in-
fected women can choose to delay pregnancy until more is known about perinatal transmission
of the virus. If already pregnant, infected women can be provided information for managing the
pregnancy and caring for the child.

Currently available data indicate that most pediatric HTLV-II/LAV infections and AIDS are
acquired perinatally from infected women, but additional studies are needed 1o belter quantify
the risk of transmission from an infected pregnant woman to the fetus or newborn.

The recommendations below pertain 1o women. Howeaver, men who are HTLV-II/LAV-
antibody positive should also be counselled regarding the rigks of sexual and perinatal trans-

mission, so they can refer for counselling and testing their séx partners who may be pregnant
or considering pregnancy. : :

BACKGROUND

Pediatric AIDS Cases due to Perinatal Transmission, As of December 1, 1985, 217
(1%) of the 15,172 AIDS cases reported to COC occurred among children under 13 years of
age. Sixty percent of these children are known to have died. These 217 cases represent only
the more severe manifestations of HTLV-II/LAY infection. Less severe manifestations, nften
described as AIDS-related complex (ARC), are not reported to CDC, so the number of children
with clinically significant illness attributable to HTLV-I/LAV intection is grealer than the

reported cases of pediatric AIDS In addition, a number of infected children are probably
asymplomatic.

Of the 217 reported pediatric AIDS patients, 165 (76%) have as thair only known risk
aclor a mother belonging to & group with increased prevalence of HTLV-III/LAV infection. An
1dditional 18% of the pediatric cases are attributable to transfusions of blood or blood prod-
icts, while risk factor information is missing or incomplete on the remaining 6%. Of the 217
‘hildren with AIDS, 48% hed mothers who were intravenous (IV) drug abusers: 17% had
nothars who were born in Haiti; and 10% had mothers who were sex partners of either IV
Irug abusers or bisexual men

Of the patients with perin Wally acquired AIDS, 45% resided in New York City, while Florida
'nd New Jersey accounted f« r an additional 32%. §
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Mechanisms of Perinatal Transmission. It is believed that HTLV-II/LAV is transmitted
from infected women to their fetuses or offspring during pregnancy, during labor and delivery,
or perhaps shortly after birth. Transmission of the virus during pregnancy or labor and delivery
is demonstrated by two reported AIDS cases occurring in children who had no contact with
theifinfected mothers after birth, One was delivered by Cesarean section (7,2), ;

TPansmission of the virus after birth has been Implicated in one case of HTLV-II/LAV Infec-
tion in a child born to 8 mother reported to have ac&_uired the infection from a postpartum y
blood transfusion. Since she breastfed the child for 8 weeks, the authors suggested breast-

feeding as the possible mode of transmission (3). Recently, HTLV-II/LAV has been isolated
from the breast milk of infected women (4). . : i

Risk of Perinatal Transmission from Infected Mothers. The rate of perinatal transmis-
sion of HTLV-III/LAV from infected pregnant women is unknown; howevaer, available data sug-
gest a high rate. In one study of 20 Infents born to infected mothers who had already deliv-
ered one infant with AIDS, 13 (65%) had serologic and/or clinical evidence of Infection with
HTLV-II/LAV several months after birth (5,6). Since these women were selected on the basisg
of having previously transmitted HTLV-II/LAV perinatally, this study may overestimate the -
average risk of transmission for all infected pregnant women ’ ¢

Perinatal transmission from an infected mother to her newborn is not inevitable. Of-three
children born to women who became Infected with HTLV-II/LAV by srtificial insemination
from an infected donor, all were in good health and negative for antibody to the virus more than
1 year after birth ( 7). Another child, born to a woman who was already pregnant at the time of
AIDS diagnosis and was demonstrated to be viremic, was seronegative, culture negative, and
healthy at birth and at 4 months of age (8). In 8 retrospective study evaluating nine children
under 5 years of age whose mothers were later diagnosed with AIDS, two (22%) had antibody
to HTLV-III/LAV (9). The infection status of these women during pregnancy was unknown. . ..

In these studies, the rate of transmission ranged from 0% (0/3) to 85% (13/20). Additional
studies are needed to better define the rate of transmission and variables associated with it.. -

Risk of lliiness among Inl'eciod Pregnant an)g_n. Pregnancy is associated with suppres- .
sion of cell-mediated immunity and increased susceptibility to some infections (70). The T-
helper to T-suppressor ratio is decreased during normal pregnancy, being lowest in the third
trimester, and returns to normal approximately 3 months postpartum (70). It is not known
whether pregnancy increases an infected woman's risk of developing AIDS or ARC, but one
study suggests it does (6). Fifteen infected women who were wall at time of delivery wera fol-
lowed’an average of 30 months after the births of their children. Five (33%) subsequently de-
veloped AIDS; seven (47%) developed AIDS-related conditions; and only three (20%) remained
asymptomatic. These results may not apply to all infected pregnant women, but they do sug-

gest an increased likelihood of developing disease when an HTLV-IIl/LAV infection occurs in
association with pregnancy. '



Prevalence of HTLV- n/LAvV hloctlon COunsellmg and testing for antibody to HTLV-II/
1LAV, when indicated, to reduce perinatal transmission of AIDS will be mast beneficial in popu-
lations of women with Increased prevalence of the virus (Table 1). These include: women who
have used drugs intravenously for nonmedical purposes; women who were born in countries
whera heterosexual transmission s thought to play a majorrole (71, 12); women who Have en-
gaged In prostitution; and women who are or have been sex partners of men who abusa IV
"t drugd, are bisexual, have hemophilla, were born In countries where haterosexualtransmission
Is thought to play a majorrole (71, 12), or have evidence of HTLV-NI/LAV infection.

The prevalence of antibody to HTLV-III/LAV in U.S. populations of men and women ranges
from less than 0.01% in female blood donors to as high as 74% In men with hemophilia
(13-15). Among heterosexual IV drug abusers, the prevalenca of HTLV-I/LAV infection
ranges from 2% to 59% in various geographic areas (16, 1 7). Seropravalence among the hete-
rosexual pariners of persons at increased risk for AIDS varies from 10% in fembla partners of
‘asymptomatic, seropositive hemophilia patients to 71% in the female partners of men with
AIDS or ARC (78-20). Among prostitutes, the HTLV-II/LAV antibody prevalence varies from
6% to 40%, depending on geographic area, with most of the women with positive tests relat-
ing histories of IV drug abuse (27). Among female blood donors in Atlanta, Georgia, who

denied belonging to high-risk groups, 0.01% had repeatedly reactive enzyme-linked immuno- ¢

sorbent assays (ELISAs) followed by reactiva Wastern blot tests {15).

-

TABLE 1. Prevalence of HTLV IIIII.AV amlbody In hourotuual populations — United
smu o P s

. No.
; ;opulnlom Locatlon tested Prevalence (%)
Intravenous drug New York City 274 69
abusers (16,17) NJ* < 5 miles
trom Nyct 204 56
' NJ 6-10 miles
from NYC’ 124 43
~NJ > 100 miles
from NYC 55 2
San Francisco 63 9
" Persons with hamophilia (13, 14)
Factor Vil concentrate recipients 234 74 .
Factor IX concentrate recipients 36 39 F
Cryopracipitate only racipients ) 7 16 40
Female prostitutes (27) y ~ Saattle, Weshington 92 [
§ © 77 "Misml, Florida 25 40
Female sox pariners
of men with AIDS or ARC . ) 7 "
. ltwo separate studies) (19,20) 42 47
Female sex peartners of men with )
asymplomatic HTLV-III/LAV infection (18) 21 10
 Haitians (12) _ New York City ; 97 4
8 Miami, Florida 129 8
Female bloo s (15) Atlanta, Georgis 28,354 0.01 .
‘New Jorsey.

'll-.u Vark Ml
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Commercially available 1esis to detect agtibody 1o HTLV-IIFLAV are ELISAs using antigens
derived lrom whole disrupted HTLV-1II/LAV. When the ELISA is reactive on initial tesling, it is
standard procedure 1o repeat the tesl on the same specimen. Repeatedly reactlive tasts are
highly sensitive and spacific for antibody to HTLV-II/LAV. However, when the ELISA is used
to screen populations in which the prevalence of infection is very low [such as blood donors
or women not in high-risk groups), the proportion ol repeatedly reactive rasults that are falsely
positive will be higher. For thal reason, an additional test, such as a Western blot, is recom-
maended following repeatedly reactive ELISA results, especially in low-prevalence populations
In populations with high prevalence of infection (e.g. homosexual men or IV drug abusers),
mosl repealedly reactive ELISAs are reactive by Western blot or snother tast. For example,
among 109 IV drug abusers whose sera were repeatedly reaclive by ELISA, over 85% were
reactive by Weslern blot (22). In contrast, in a low-prevalence population of 69 female blood
donors whose sera were repealedly reactive by ELISA, only 5% were raactive by Waestern blot
(15).

Due to the seriousness of the implications of HTLV-II/LAV-antibody reactivity, it is recom -
mended that repealedly reactive ELISAs be followed by an additional test, such as the West-
ern blot. Women with sera repealedly reactive by ELISA and reactive by Weslern blot should
have a thorough medical evaluation. HTLV-III/LAV has been isolated from a single specimen
in 67h-95% of persons with specilic antibody (23,24). Because infection has been
demonstrated in asymplomalic persons, the presence of specific antibody should be consid-
ered presumpliva evidence of current infection and infectiousness.

RECOMMENDATIONS

Women Who Should be Offered Counselling and Testing. Counselling services and test-
ing for antibody to HTLV-II/LAV should be offered to pregnant women and women who may
become pregnant in the following groups: (1) thase who have evidence of HTLV-II/LAV infec-
tion; (2) those who have used drugs intravenously for nonmedical purposes: (3) those who
were born in countries where heterosexual transmission is thought to play a major role
(11,12); (4) those who have engaged in prostitution; (5) those who are or have been sex
partners ol: IV drug abusers, bisexual men, men with hemophilia, men who wera born in coun-
tries where haterosexual transmission is thought to play a major role (11, 12), or men who
otherwise have evidence of HTLV-II/LAV infection. Il data become available to show that
HTLV-II/LAV-antibody prevalence is increased in ather groups or settings, counselling and
lesling programs should be extended 1o include them. Routine counselling and testing of
women who are nol included in the above-mentioned groups is not recommended due 10 low
prevalence of infeclion and concern about interpretation of test results in a low-prevalence

population. However if 3 woman requesis it, the service should be provided in accordance
with these recommendations.

Sottings for Offering Counselling and Testing Counselling and testing for antibody tu
HTLV-II/LAV to prevent perinatal transmission is recommended in the setting of any medical
service in which women at increased risk are commonly encountered Thesa includa services
for trealing IV drug abuse lie., detoxilication and methadone maintenancel, comprehensive:
hemophilia treatment centers, sexuvally transmitted disease clinics. and clinics thal serve
lemale prostitules. In addition, services related to reproduction, such as family planning and
inlertility segvices, gynecologic, premarital, or preconceptual examinations, and prenatal and



obstetric services should also consider offering counselling and testing if high-risk women are
sesn at these facilities. Testing for antibody to HTLV-II/LAY should be performed with the
woman's consent after counselling is provided regarding risk factors for infection, the inter-
pretation of test results, the risks of transmission, and the possible increased likelihodd of dis-
ease among women infected with HTLV-II'LAV in association with pregnancy. The counsel-
ling and testing must be conducted in an environment in which confidentiality can be assured.
In settings where confidential counselling and testing cannot be assured, information should
be provided and referrals made to appropriate facilities.

-

Frequency of Testing. Detectable antibodies to HTLV-II/LAV may not develop until 2-4
months after exposure. This, and whether the woman is continuously exposed, should be
taken into account when considering the need for, and frequency of, repeat testing. High-risk
women should be offered counselling and testing before they become pregnant. During
pregnancy, counselling and testing should be offered as soon as the woman is known to be
pregnant. If the initial test is negative, repeat testing may be indicated near delivery to aid in
the clinical management of the pregnant woman and nawborn. If this final test is negative and
the mother's risk of exposure no longer exists, she may safely consider breastfeeding the
child, and management of the child nead not include the same concerns thal would be ap-
propriate if the woman had had a positive test or if she were at high risk and had not been
tested at all. :

Counselling Women with Positive Results. \A:‘omen with virologic or serologic evidence
of HTLV-IIVLAV infection should be counselled regarding their own risk of AIDS and the risk of
perinatal and sexual transmission of HTLV-II/LAV. Infected women should be counselled to
refer their sex partners for counselling and testing. If the partners of these women are not in-
fected. both members of the couple should be counselled on how they may modify their sexual
practices to reduce the risk of HTLV-II/LAV transmission to the uninfected partner. In addition,
the couple should be told not to donate blood, organs, or sperm and should be discouraged
from using IV drugs and advised against sharing needles and syringes. When seeking medical
or dental care for intercurrent illness, they should inform those responsible for their ‘care of
their positive antibody status so appropriate evalualion can be undertaken. Recommendations
for providing information and advice 1o individuals infected with HTLV-III/LAV have been pub-
lished (25),

Infected women should be advised to consider delaying pregnancy until more is known
about perinatal transmission of the virus. Pregnant infected women may require additional
medical and social support services due to an enhanced risk of opportunistic infections and
psychosocial difficulties during and after pregnancy. Obstetric-care providers should be alert
to signs and symptoms of HTLV-II/LAV and related opportunistic infactions in these pregnant
women and to the need for specialized medical care.

HTLV-II/LAV-infected women should be advised against breastfeeding to avoid postnatal
transmission to a child who may not yet be infected. Tha child should receive foliow-up
pedialric evaluations to determine whether he/she has HTLV-III/LAV infection, and to diag-
nose and treat promptly any diseases that may be secondary to HTLV-II/LAV infection.
Recommendations for educating and providing foster care for infected children have been
published (26).

Counselling Women with Negative Test Results. A negative ELISA for HTLV-II/LAV an-
tibody in women who have no clinical or laboratory evidence of HTLV-III/LAV infection is evi-
dence that they have prol-ably not been infected. However, uninfected women who have sex

partners with evidence of HTLV-IIl/LAV infection or with an incredsed risk of becoming infect-
ed should be informed that sexual Intercourse increases their risk of infection. These women
shoyld be informed of the risks associated with pregnancy if they become infected and ad-
vised to consider delaying Pregnancy until more is known about perinatal transmission of- the
virus or until they are no longer considered to be at risk for acquiring the virus. In addition to
preventing pregnancy, the consistent and proper use of condoms can offer some protection
against HTLV-II/LAV infection.

High-risk women, even if seronegative, should be told not to donate blood or organs, To
decrease their risk of becoming infected, IV drug abusers should be encouraged to seek treat-
ment for their drug abuse. Persons counselling IV drug abusers should know that IV drug
abuse is often strongly ingrained and compulsive. Despite educational efiorts and encourage-
ment for treatment, some addicts will continue to abuse drugs or relapse after treatment. If

drug abuse conlinues, they should be advised not to share needles or syringes and to use only
sterile equipment. :

Additional Considerations. These recommendations will be revised as additional informa-
tion becomaes available. It is recognized that provision of the recommended professional coun-
selling, HTLV-II/LAV-antibody testing and associated specialized medical services will take
time to implement and may stress available resources, particularly in public facilities, which 0"
are most greatly affected. Health-care providers, social-service personnel, and others involved
in educating and caring for HTLV-II/LAV-infected persons should be aware of the potential
for social isolation and should be sensitive to the need for confidentiality. They should be fa-
miliar with federal and state laws, regulations, and policies that protect the confidentiality of .
clinical data and test results. Each Institution should assure that specific mechanisms are in .
place J_o protect the confidentiality of all records and to prevent the misuse of information.
Anon qnous testing would not be appropriate if it prevents adequate i:ounselting and medical
follow-up avaluation. . s '

Hospital precautions for managing infected women and infants should be patterned after

those for caring for patients with HTLV-II/LAV infection (27,28). Additional recommenda-
tions will follow. -

DEVELOPMENT OF THESE RECOMMENDATIONS
The information and recommendations contained in this document were developed and
compiled by CDC and the U.S. Public Health Service in consultation with individuals represent-
ing: the Conference of State and Territorial Epidemiologists, the Association of State and Ter-
ritorial Health Officials, the American Public Health Association, the United States Conference
of Local Health Officers, the American Medical Association, the American College of Obstetri-
ciang and Gynecologists, the American Academy of Pediatrics, the Planned Parenthood Feder-
-ation of America, the American Venereal Disease Association, the Division of Maternal and
Child Health of the Health Resources and Services Administration, the National Institute on
Drug Abuse of the Alcohol, Drug Abuse, and Mental Health Administration, the National
Hemophilia Foundation, the Haitian Medical Association, the American Bar Foundation, and
the Kennedy Institute of Ethics at Georgetown University. The consultants also included repre-
sentatives of the*departments of health of the areas with the largest number of perinatally
transmitted pediatric AIDS cases: New York City, Florida, and New Jersey. These recommen-

dations may not reflect the views of all individual consultants or the organizations they
represented. i
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POLICY ON AVAILABILITY OF
HYPODERMIC NEEDLES AND SYRINGES

In December the California State Board of Pharmacy wrote CMA of its concern
over the spread of AIDS by IV drug abusers through the use of hypodermic
needles and syringes. CMA's response stated:

The CMA shares your view that the risk of AIDS to intravenous

drug users and the role of sterile needles as a possible preventive
health step are public health issues that deserve serious attention.
Our committees are still considering these issues and developing a
policy position on them. We recommend that the Board of Pharmacy
evaluate the current restrictions on sale of needles and syringes
from the perspective of easier availability of sterile needles as
as a prophylactic measure against the spread of AIDS. We fully
support a study and re-examination of the issues and we offer the
Board the clinical expertise of our committees in this effort.

Attached for your use are:
. 15 Letter to Board of Pharmacy, January 13, 1986
2o Letter from Board of Pharmacy, December 17, 1985

3% Background material on work of CMA Committee on Alcoholism
and Other Drug Dependence

4, Background material on position of American Medical Society
on Alcoholism and Other Drug Dependencies



CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough Street * San Francisco, California 94103-1233 « (415) 863-5522

January 13, 1986

Lorie G. Rice

Executive Officer

California State Board of Pi.armacy
1020 N Street

Sacramento, CA 95814

Dear Ms. Rice:

Thank you for the opportunity to submit comments to the Board of Pharmacy on
the question of the availability of hypodermic needles and syringes.

Several committees of the CMA have an interest in the clinical matters which
touch upon the use of needles and syringes. They are the ad hoc AIDS Task
Force and the Committee on Alcoholism and Other Drug Dependence. In

preparing these comments, we have contacted the chairpersons of these groups
to learn their viewpoints and recommendations. ;

The consensus favors the increased availability of needles and syringes as a

. means of reducing the practice of sharing needles by intravenous drug users,
which has been clearly identified as a major mode of transmission of the
AIDS virus. We recognize that there are experts in the drug treatment field
who feel that greater availability of needles and syringes has the potential
to increase illegal intravenous drug use and that the current restrictions
on availability of needles and syringes should be maintained. However, the
weight of opinion of our experts favors a lessening of these restrictions in
order to reduce as much as possible the sharing of needles.

There is ample literature reporting on the alarming incidence of HTLV
IIT/LAV antibodies and AIDS itself in the intravenous drug user population.
The November, 1985 Harvard Medical School Health Letter reports that in the
United States 26% of AIDS patients have been intravenous drug users. In New
York, like California one of 11 states which require prescriptions for the
purchase of hypodermic needles, this percentage is almost double. In
Canada, where needles are sold over the counter, the figure 1s 0.5%, and in
Great Britain it 1s 1.5%. A 1984 study of intravenous drug users entering a
drug detoxification program in New York City reported that 58% had already
been exposed to HTLV III/LAV. The rate of exposure of intravenous drug
users in California appears to be much lower, apparently because the
incidence of needle-sharing is lower in this state than in New York. If
this {is true, then efforts to encourage the use of sterile needles may make
a significant contribution to efforts to forestall the spread of the disease
here.




Lorie G. Rice
January 13, 1986
Page 2

In addition, there is evidence to suggest that intravenous drug users are
concerned about their risk of contracting AIDS. A recent survey by the New
York State Division of Substance Abuse Services found that approximately 60%
of the subjects studied were making efforts to reduce their chances of
exposure, primarily through increased use of sterile needles. This self-
report was confirmed by the Division's interviews with people selling
needles, who reported increased demand for sterile needles.

The CMA shares your view that the risk of AIDS to intravenous drug users ard
the role of sterile needles as a possible preventive health step are public
health issues that deserve serious attention. Our committees are still
considering these issues and developing a policy position on them. We
recomnend that the Board of Pharmacy evaluate the current restricticns on
sale of needles and syringes from the perspective of easier avajlability of
sterile needles as a prophylactic measure against the spread of AIDS. We
fully support a study and re-examination of the issues and we offer the
Board the clinical expertise of our committees in this effort.

Sincerely,

d. P

obert H. Elsner
Executive Vice President

RHE:sw
bect CmA Oxeeh v CO‘"‘""“-‘E":
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Bob Elsner would appreciate your recommendations as to CMA

STAJE OF CAUFORNIA—STATE AND CONSUMER seavicP@K&e\cipation, US GEORGE DEUKMEJIAN, Governor
é DEPARTMENT OF CALIFORNIA STATE BOARD OF PHARMACY
P 2AFFaIre ot s "
December 17, 1985 RECEIVED
DEC 24 1985
EXECUTIVE ofrice

Robert Elsner

Exeuctive Vice-President
California Medical Association
925 L Street

Sacramento, CA 95814

Dear Mr. Elsner:

The California State Board of Pharmacy is responsmle for regulating the sale
and dispensing of the hypodermic needles and syringes. At its last meeting,
the Board became aware of the growing concern regarding the spread of Acquired ;
Immune DefJ.c:Lency Syndrome (AIDS) by addicts through the use of hypodermic
needles and syringes contaminated with the disease. t

Board member Jay Cavanaugh explamed that an addict who acquires AIDS and has
. a long incubation period is gomg to be unaware that he/she has acquired the

disease. Many addicts engage in prostitution to support their hab:.t, thus,

creating the vehicle to move AIDS into the population mainstream."

Mr. Cavanaugh further stated that current state law forces anyone who is

illegally using drugs intravenously, to share needles.

The Board of Pharmacy is aware that this is a very sensitive issue, and is not
advocatmg the deregulation of hypodermics, but perceives it as a public
health issue which needs to be addressed. Therefore, the Board is holding an
informational hearing and is inviting various health professional
associations, members in the public health field and law enforcement agencies
to discuss possible approaches to the growing problem.

The hearing is scheduled for Tuesday, January 21, 1986, at the University of
Pacific, Regents Dining Hall, 325 Campus Way, St:ockton, from 9:30 A.M.

11:00 A.M. Please let me know in advance, if you plan on presenting oral
testimony before the Board. If so, please limit your presentation to ten
minutes as well as provide a written copy for our records. However, if you
plan on submitting written testimony, please do so at the hearing or mail it
to my attention no later than January 10, 1986.



Robert Elsner
Page -2-
December 17, 1985

The Board of Pharmacy appreciates your interest in this matter and thanks you
in advance for your valuable input.

Truly,

At

EXECUTIVE OFFICER

LGR/mcv
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INTER-OFF ICE MEMORANDUM CEC T 1905

To: Bob Elsner Date: 12/10/85
From: Laurie A. Soman ,6233 cc: Mike Goldman
Linda Ramsey
Subject: Committee on Alcoholism and Gail Jara
Other Drug Dependence Mark Madsen —

The Committee on Alcoholism and Other Drug Dependence met on December 6 and
considered the following matters:

AIDS and Drug Use

The Committee is collecting information on the incidence of AIDS in drug

users and its implications for both patients and staff in treatment

programs. The Committee plans to draft a policy statement for CMA on the
treatment of patients with alcoholism or other drug dependencies who have or *
are at risk for AIDS.

Next Meeting

The Committee will meet next on April 18, 1986.
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DEC 9 1985

POSITION CF
AMERICAN MEDICAL SOCIETY ON ALCOHOLISM AND OTHER DRUG DEPENDENCIES, IN
ON THE TREATMENT OF PATIENTS WITH ALCOHOLISM OR OTHER DRUG DEPENDENCIES
AND WHO HAVE OR ARE AT RISK FOR ACQUIRED IMMUNO DEFICLENCY SYNDROME (AIDS)

The American Medical Society on Alcoholism and Other Drug Dependencies
(AMSAODD) recognizes that some patients in need of treatment for alcoholism
and/or other drug dependencies may have Acquired Immuno Deficiency Syndrome (AIDS),
AIDS Related Complex (ARC), or may have a positive test for HTLV-III anti-
bodies. Intravenous drug users are a high-risk group for AIDS. The use of
mood altering drugs (i.e., alcohol, marijuana and perhaps others) may depress
the immune system and effect prevention and treatment of AIDS.

¢ AMSAODD strongly recommends that physicians, other health pro-
fessionals, and programs for the treatment of alcoholism and
other drug dependencies provide treatment for these patients.

» Case by case assessment of the medical status of each patient
should be made to determine physical capacity to undergo treat-
ment for alcoholism and other drug dependencies. Continuing
medical followup by a physician familiar with AIDS is recom-
mended.

® Currently there is anxiety amongst staffs and other patients
about associating with AIDS patients. All personnel, includ-
ing clinical, dietary, maintenance and housekeeping, should
be educated with the latest medical data.

¢ Patients with AIDS do not require isolation techniques any
different from patients with active Hepatitis B. Guidelines
for the protection of staff and other patients from Hepatitis B
should be followed. Caps, masks, gloves and other kinds of
protective wear are not necessary in routine contact, e.g.,
blood pressure checks and group therapy.

® Continued medical monitoring after detoxification period is
recommended for these patients.

®* The principle of confidentiality, critical to all aspects of

alcoholism and other drug dependencies treatment is particu-
larly important with these patients.

ADOPTED: 10/21/85



CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough Street « San Francisco, California 94103-1233 « (415) 863-5522

January 13, 1986

Lorie G. Rice

Executive Officer

California State Board of Pi.armacy
1020 N Street

Sacramento, CA 95814

Dear Ms. Rice:

Thank you for the opportunity to submit comments to the Board of Pharmacy on
the question of the availability of hypodermic needles and syringes.

Several committees of the CMA have an interest in the clinical matters which
touch upon the use of needles and syringes. They are the ad hoc AIDS Task
Force and the Committee on Alcoholism and Other Drug Dependence. In
preparing these comments, we have contacted the chairpersons of these groups

to learn their viewpoints and recommendations. ¢
: The consensus favors the increased availability of needles and syringes as a
. means of reducing the practice of sharing needles by intravenous drug users,

which has been clearly identified as a major mode of transmission of the
AIDS virus. We recognize that there are experts in the drug treatment field
who feel that greater availability of needles and syringes has the potential
to increase illegal intravenous drug use and that the current restrictions
on availability of needles and syringes should be maintained. However, the
weight of opinion of our experts favors a lessening of these restrictions in
order to reduce as much as possible the sharing of needles.

There is ample literature reporting on the alarming incidence of HTLV
IIT/LAY antibodies and AIDS itself in the intravenous drug user population.
The November, 1985 Harvard Medical School Health Letter reports that in the
United States 26% of AIDS patients have been intravenous drug users. In New
York, 1ike California one of 11 states which require prescriptions for the
purchase of hypodermic needles, this percentage is almost double. In
Canada, where needles are sold over the counter, the figure is 0.5%, and in
Great Britain it is 1.5%. A 1984 study of intravenous drug users entering a
drug detoxification program in New York City reported that 58% had already
been exposed to HTLV III/LAV. The rate of exposure of intravenous drug
users in California appears to be much lower, apparently because the
incidence of needle-sharing is lower in this state than in New York. If
this is true, then efforts to encourage the use of sterile needles may make
a significant contribution to efforts to forestall the spread of the disease
here.




Lorie G. Rice
January 13, 1986
Page 2

In addition, there is evidence to suggest that intravenous drug users are
concerned about their risk of contracting AIDS. A recent survey by the New
York State Division of Substance Abuse Services found that approximately 60%
of the subjects studied were making efforts to reduce their chances of
exposure, primarily through increased use of sterile needles. This self-
report was confirmed by the Division's interviews with people selling
needles, who reported increased demand for sterile needles.

The CMA shares your view that the risk of AIDS to intravenous drug users ard
the role of sterile needles as a possible preventive health step are public
health issues that deserve serious attention. Our committees are still
considering these issues and developing a policy position on them. We
recomnend that the Board of Pharmacy evaluate the current restricticns on
sale of needles and syringes from the perspective of easier availability of
sterile needles as a prophylactic measure against the spread of AIDS. We
fully support a study and re-examination of the issues and we offer the
Board the clinical expertise of our committees in this effort.

Sincerely,

d. P

obert H. Elsner
Executive Vice President
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DEPARTMENT OF CALIFORNIA STATE BOARD OF PHARMACY
o m 1020 N STREET, SACRAMENTO, CALIFORNIA 95814
. nFFqus TELEPHONE: (?16) 445-5014
December 17, 1985 RECEIVED
DEC 24 1985
EXECUTIVE ofFicE

Robert Elsner

Exeuctive Vice-President
California Medical Association
925 L Street

Sacramento, CA 95814

Dear Mr. Elsner:

The California State Board of Pharmacy is responsible for regulating the sale
and dispensing of the hypodermic needles and syringes. At its last meeting,
the Board became aware of the growing concern regarding the spread of Acquired .
Immune Deficiency Syndrome (AIDS) by addicts through the use of hypodermic
needles and syringes contaminated with the disease.

Board member Jay Cavanaugh explained that an addict who acquires AIDS and has
. a long incubation period is going to be unaware that he/she has acquired the

disease. Many addicts engage in prostitution to support their habit; thus,

creating the vehicle to move AIDS into the population mainstream."

Mr. Cavanaugh further stated that current state law forces anyone who is -

illegally using drugs intravenously, to share needles.

The Board of Pharmacy is aware that this is a very sensitive issue, and is not
advocating the deregulation of hypodermics, but perceives it as a public
health issue which needs to be addressed. Therefore, the Board is holding an
informational hearing and is inviting various health professional
associations, members in the public health field and law enforcement agencies
to discuss possible approaches to the growing problem.

The hearing is scheduled for Tuesday, January 21, 1986, at the University of
Pacific, Regents Dining Hall, 325 Campus Way, Stockton, fram 9:30 A.M.

11:00 A.M. Please let me know in advance, if you plan on presenting oral
testimony before the Board. If so, please limit your presentation to ten
minutes as well as provide a written copy for our records. However, if you
plan on submitting written testimony, please do so at the hearing or mail it
to my attention no later than January 10, 1986.



Robert Elsner
Page -2-
December 17, 1985

The Board of Pharmacy appreciates your interest in this matter and thanks you
in advance for your valuable input.

Truly,

A

EXECUTIVE OFFICER

LGR/mcv
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To: Bob Elsner Date: 12/10/85
From: Laurie A. Soman 4{2&8 cc: Mike Goldman
Linda Ramsey
Subject: Committee on Alcoholism and Gail Jara
Other Drug Dependence Mark Madsen —

The Committee on Alcoholism and Other Drug Dependence met on December 6 and
considered the following matters:

AIDS and Drug Use

The Committee is collecting information on the incidence of AIDS in drug

users and its implications for both patients and staff in treatment

programs. The Committee plans to draft a policy statement for CMA on the
treatment of patients with alcoholism or other drug dependencies who have or F
are at risk for AIDS.

Next Meeting

The Committee will meet next on April 18, 1986.



DEC 9 1985 %; i
American Medical Society on Alcoholism W‘a
& Other Drug Dependencies, inc.

12 West 21st Street, New York, New York 10010 (212) 206-6770

OFFICERS

Max A. Schneider, M.D. ¢
President
Margaret Bean-Bayog, M.D. ¢ . December 5, 1985
President-Elect
Jess W. Bromley, M.D. ¢
Secretary
- Jasper G. Chen See,M.D.® ..
Treasurer
Irvin L. Blose, M.D. ¢ :
Immediate Past President __

BOARD OF DIRECTORS ;
Shella B. Blume, M.D, & " ™ ge i

Marc Galanter, M.D. - ‘ Laurie A. Somanm
Anne Geller, M.D.
Stanley E. Gitlow,M.D. * Staff Coordinator

David E. Smith, M.D. :
* @ Douglas Talbott, M.D.* California Medical Association

Maxwell N.Welsman, M.D. ‘ 44 Gough Street

RegiondDicectors San Francisco, CA 94103-1233

" Charles S. Lieber, M.D.
Region | : Dear Ms. Soman:
Anthony B. Radcliffe, M.D.
Region Il £
Wiiliam B. Hawthorne, M.D. Attached is a copy of the POSITION OF AMSAODD

i AR ' ON THE TREATMENT OF PATIENTS WITH ALCOHOLISM OR
‘mnw ' OTHER DRUG DEPENDENCIES AND WHO HAVE OR ARE AT RISK

e FOR ACQUIRED IMMUNO DEFICIENCY SYNDROME (AIDS), which

zolands.’ﬂorrlngion.M.D. was adopted at its Board of Directors meeting on

I

Donald M. Gallant, M.D. October 21, 1985.

Region V"C:o nikin

Sandra Ji unts, M.D.

Hegl;: v?n : Sincerely, i

Joseph C. MacMllian, M.D.

Region IX ) / .
Ruth Fox, M.D. duhe) (( _Lrﬂ
c

Life Member : ;
Marcus A. Rothschild, M.D. el aire Osman

i Administrative Director
® Executive Committee

enc.



DEC § 1985

POSITION CF
AMERICAN MEDICAL SOCIETY ON ALCOHOLISM AND OTHER DRUG DEPENDELCIES, INC.
ON THE TREATMENT OF PATIENTS WITH ALCOHOLISM OR OTHER DRUG DEPENDENCIES
AND WHO HAVE OR ARE AT RISK FOR ACQUIRED IMMUNO DEFICIENCY SYNDROME (AIDS)

The American Medical Society on Alcdholism and Other Drug Dependencies
(AMSAODD) recognizes that some patients in need of ‘treatment for alcoholism
and/or other drug dependencies may have Acquired Immuno Deficiency Syndrome (AIDS),
AIDS Related Complex (ARC), or may have a positive test for HTLV-III anti-
bodies. 1Intravenous drug users are a high-risk group for AIDS. The use of
mood altering drugs (i.e., alcohol, marijuana and perhaps others) may depress
the immune system and effect prevention and treatment of AIDS.

o AMSAODD strongly recommends that physicians, other health pro-
fessionals, and programs for the treatment of alcoholism and
other drug dependencies provide treatment for these patients.

2 Case by case assessment of the medical status of each patient
should be made to determine physical capacity to undergo treat-
ment for alcoholism and other drug dependencies. Continuing
medical followup by a physician familiar with AIDS is recom-
mended. -

® Currently there is anxiety amongst staffs and other patients
about associating with AIDS patients. All personnel, includ-
ing clinical, dietary, maintenance and housekeeping, should
be educated with the latest medical data.

¢ Patients with AIDS do not require isolation techniques any
different from patients with active Hepatitis B. Guidelines
for the protection of staff and other patients from Hepatitis B
should be followed. Caps, masks, gloves and other kinds of
protective wear are not necessary in routine contact, e.g.,
blood pressure checks and group therapy.

® Continued medical monitoring after detoxification period is
recommended for these patients.

® The principle of confidentiality, critical to all aspects of

alcoholism and other drug dependencies treatment is particu-
larly important with these patients.

ADOPTED: 10/21/85



AIDS MANAGEMENT PROTOCOLS FOR INMATES

CMA's Corrections and Detentions Health Care Committee has forwarded to this
Committee a set of protocols developed by the state Department of Corrections
for review and comment. The Committee is also being asked to comment on

a variety of questions raised by law enforcement personnel about the risk of
transmission during contact with prisoners. These materials are attached.



CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough Street » San Francisco, California 94103-1233 « (415) 863-5522

TO:

FR:

RE:

October 28, 1985
Mark Madsen ___

Rebecca Crai

AIDS Management Protocols for Inmates

Attached is a set of protocols originally developed by the California
Department of Corrections. The Corrections and Detentions Health Care
Committee recently reviewed these infection control protocols and
believe they could easily be rewritten into a generic format and
provided to jails statewide.

Could the AIDS Task Force review this material for its efficacy based
upon their expertise in the management of AIDS? If the task force
concurs with the general principles, the Committee will revise these
protocols to facilitate their adoption by jail medical staffs. For
your information, an addendum is forthcoming regarding the legal issues
surrounding HTLV-III testing and its implications for jails and
prisons,

Finally, the Committee would like the Task Force tq specifically
address the following questions, which are continually brought up by
law enforcement personnel. These questions focus upon areas of "casual
contact'" rather unique to this special environment and are as follows:

If an individual is infectious with AIDS, can the virus be transmitted
by any of the following means/vectors:

e being spat upon directly into the face?

e being vomited upon?

¢ handling clothes covered with emesis, feces or blood?
e conducting a "pat down" search?

e conducting a strip search?

e conducting a body cavity search, while wearing gloves?



Mark Madsen, Staff
RE: AIDS Management Protocols for Inmates
Page 2

e being cut by a used razor?
e performing CPR?
e collecting urine specimens for drug screens?

An additional question, specifically focused at the inmates, is whether
the sharing of tattoo needles can spread the disease.

Your attention in this matter is greatly appreciated.



FOR QMA USE ONLY

TITLE  AIDS, CIGARETTES AND MARIJUANA RESOLUTIONS
Introduced by: Albert Fields, MD RES. # _;@—85

Endorsed by (optional): Reference Committee

Author: Albert Fields, MD A
1. WHEREAS, as of the end of 1985, of 16,000 reported March 1-5, 1986
2. patients with Acquired Immune Deficiency Syndrome
3. (AIDS) 8,000 had died, after an average hospitalization
4, of 1968 days, and an average medical-hospitalization cost of $147,000; and
5.
6. WHEREAS, in the absence of a protective vaccine, effective anti-viral medication
s and/or immune enhancement, it is expected that by 1990, 40 per cent of acute
8. hospital beds will be occupied by AIDS patients; and
90

10.  WHEREAS, in persons with homosexual and bisexual 1ife styles there is a 50
11.  per cent higher incidency of AIDS in those who smoke cigarettes and/or
12. marijuana; now, therefore, be it

14. RESOLVED: That the CMA inform the public and the news media that persons
15. with homosexual and bisexual Tife styles who smoke cigarettes
16. and/or marijuana have a 50 per cent higher probability of

17. developing AIDS.

29. Current CMA Policy: In response to Resolution 719a-85 CMA currently makes
30. available information regarding diagnostic guidelines, treatment protocols,
31 patient services, epidemiological data and research on therapy reqimens.
32. The ad hoc Committ on AIDS continuously reviews information for

53, dissemination.

35: Estimated Cost to CMA: Minimal.




TITLE PRE-MARITAL BLOOD TESTS FOR AIDS

Introduced by: Stanley K. Monteith, MD

Endorsed by (optional):

Author: Stanley K. Monteith, MD

FOR CMA USE ONLY
RESOLUTIONS

RES. # _107-86

Reference Committee

A

; WHEREAS, AIDS has become a public health hazard in March 1-5, 1986
Zs the United States; and

3.

4. WHEREAS, AIDS can be sexually transmitted both by homosexual and by

8. heterosexual acts; and

6.

s WHEREAS, organized medicine has traditionally supported public health measures
8. to prevent transmission of communicable diseases; now, therefore, be it
9.

10. RESOLVED: That the CMA urge the Legislature of the State of California to
" require pre-marital blood tests for HTLV-III Antibodies.
12,

13,

14,

15.
16.

17.

18.

19.
20.
21,

P

25.
24,

25.

26,

27.
28.

29,
30.
31.
32.
33.
34,

35 Current CMA Policy: The issue is on the agenda of a future meeting of
36. CMA's Task Force on AIDS. A similar Resolution was introduced into
37, the December, 1985 AMA House and failed to pass rejected the measure
R because such tests could be ineffectual and "would unnecessarily
39. increase public anxiety about AIDS."
40.

sy Estimated Cost to CMA: g Resolution 101-86.
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. gCALTFORNIA REHABILITATION CENTER

MEDICAL STAFF PROTOCOLS FOR INFECTION CONTROL
WHILE CARING FOR AIDS PATIENTS

AIDS is a transmissable condition that causes immumosuppression and consequent
susceptibility to serious, often lethal, cancers and opportunistic infections.
It is contracted by intimate exposure to blood or secretions of AIDS patients (e.g.,
sexual intercouse, sharing of needles, infusion of contaminated blood products).

OBJECTIVE: Precautions will be taken by. medical staff caring for AIDS and AIDS-
related—complex patients to protect against transmission of AIDS to susceptible
individuals and to protect AIDS patiénts from contracting serious infectioms.

POLICY: Patients from CRC who are diagnosed with AIDS or AIDS-related-complex
will be transferred to CMF for care and permanent housing. N rumbers will be
excluded. While the patients are awaiting transfer, care will be taken to prevent
possible transmission of AIDS. Patients with AIDS, AIDS-related—complex or sus-
pected AIDS will be housed in the infirmary (women at CIW) pending transfer.

PROCEDURES :

1) When AIDS is suspected in a patient, the physician will obtain the
following tests: helper/suppressor T cell ratios; CBC, including plate-
lets; serum protien levels. -

2) When AIDS is confirmed or if the lab tests results are compatible with
AIDS, the physician will contact the Chief Medical Officer who will
arrange transfer of the patient to QfF. Procedures for exclusion of
N ?.mbers will be immediately initiated by the Chief Medical
Officer. ' =

3) Any patient with AIDS, AIDS-related—complex or suspected AIDS will be
admitted to the infirmary pending transfer.

4) A single room for an AIDS, AIDS-related—complex or AIDS-suspect patient
is not necessary unless the patient needs reverse isolation. Do not
house the patients with others who have infections.

5) Gloves are to be worn by staff who will handle blood or other body
secretions from AIDS, AIDS-related—complex or AIDS-suspect patients.

6y Staff caring for AIDS, AIDS-related—complex or AIDS-suspect patients
will wash hands before and after direct patient care.

7)  Gowns will be worn by staff caring for AIDS, AIDS-related—complex or
AIDS-suspect patient only if staff is involved in a procedure that might
involve gross contamination with blood or body secretions, such as treat-
ment of a draining wound.

8) Pregnant staff will not be assigned to care for AIDS, AIDS-related-complex
or AIDS-suspect patients.

9) Masks will be worn by staff caring for AIDS, AIDS-related-complex or

AIDS-suspect patients only if the patients have a contagious respiratory
infection, such as tuberculosis. ‘

WPO-1514~12-1



CALIFORNIA REHABILITATION CENTER
Ay
MEDICAL STAFF PROTOCOLS FOR INFECTION CONTROL
WHILE CARING FOR AIDS PATIENTS

PROCEDURES:  (continued) | ®

10) Laboratory specimens collected from AIDS, AIDS-related—complex or AIDS-
suspect patients will be marked with '"H/A Precautions'' and placed in
_ impervious bags for transport. Lab slips will also be marked 'H/A Pre-
cautions'' and attached outside the bags.

11) Needles used on AIDS, AIDS-related—complex or AIDS-suspect patients will
not be bent or recapped. Needles will be disposed in puncture-resistant
containers. ‘

12) No mouth pipetting shall be performed on specimens from AIDS, AIDS-
related—complex or AIDS-suspect patients. '

13) Centrifuge safety caps will be placed on specimens from AIDS, AIDS-related-
complex or AIDS-suspect patients during centrifuging.

14) AIDS, AIDS-reléted—corrplex or AIDS-suspe;t patients may use showers and
bathtubs. After use showers and tubs will be cleaned by infirmary porters
and then decontaminated with 1:10 dilution of 5.25% sodium hypochlorite.

15) Infirmary porters will clean the rooms of AIDS, AIDS-related—omplex |
or AIDS-suspect patients except when there is a large spill of blood,
urine or other body secretions. Large spills will be cleaned by staff .
who will immediately wipe up the spill with paper towels using gloved
hands. The paper towels will be disposed in an infectious waste con- .
tainer. The area will then be decontaminated with 1:10 dilution of 5.25%
sodium hypochlorite.

16) Linen contaminated with blood, urine or other secretions from AIDS, AIDS-
related—complex or AIDS-suspect patients must be placed in hot-water-
soluble laundry bags. . Noncontaminated laundry does not require special
handling.

17) No special dietary trays or utensils are required for AlIDs, AIDS-related-
complex or AIDS-suspect patients. A '

18) Reusable instruments must be sterilized or pasteurized.

19) Staff sustaining needlesticks or conjunctival or mucus membrane exposures
to blood or secretions from AIDS, AIDS-related—complex or AIDS-suspect
patients must thoroughly wash the area immediately, then report the injury
to his/her supervisor and fill out an incident report. :

Kim M. Thorburn, M.D.
Chief Medical Officer .

WPO-1514-12-2



CALIFORNTA REHABILITATION CENTER '
"* CUSTODY STAFF PROTOCOLS FOR
DEALING WITH AIDS PATIENTS

6 AIDS is a transmissable condition that suppresses the body's immume system
and makes the AIDS patient susceptible to serious, often lethal, cancers and infec-
tions. Many of the infections seen in AIDS patients do not occur in normal, healthy
people. AIDS is contracted by intimate exposure to blood or secretions of AIDS
patients (e.g., sexual intercourse, sharing of needles, infusion of contaminated
blood products). AIDS is not spread by casual contacts.

POLICY: Patients from CRC who are diagnosed with AIDS or who are suspected of
having AIDS will be transferred to QfF. N numbers will be excluded. While patients
are awaiting transfer, care will be taken to prevent possible transmission of AIDS.
Patients with AIDS or AIDS suspects will be housed in the infirmary while awaiting
transfer.

PROCEDURES :
1) Any patient with or suspected of having AIDS will be housed in the in-
firmary pending transfer to QfF.

2) No protective clothing is needed while escorting or transporting AIDS
patients. The only exception occurs when the AIDS patient has a contagious
respiratory infection, such as tuberculosis, when the patient will
wear a mask. ‘ .

i

3) No special dietary trays are needed for AIDS patients. .

. 4) Laundry from AIDS patients may be handled in a routine fashion unless
it is contaminated by blood or body secretions. Contact- CRC medical staff
to handle contaminated laundry.

5) Pregnant staff should not work around AIDS patients.

6) Handwashing is one of the most effective means to prevent spread of all
infective conditions. Custody staff should wash hands frequently with
soap and water, especially after tactile contact with inmates such as
pat-down lines. -

7) Cover open sores on hands with bandaids or dressings when working pat—-down
lines. -

8) If the skin is cut while searching inmates, immediately wash the injury
thoroughly, report to the supervisor and fill out an incident report.

V.. M Aol
Kim M. Thorburn, M.D.
Chief Medical Officer

!.
\
X

WPO-2893-12-1



' 3 ' California Department of Corrections - Chapter:

6100
i . Mecical Services
= ADMINISTRATIVE MANUAL | Subject (200272 7

Article 1 - Medical Services'®

Section 6107. AIDS and the AIDS Related Complex (ARC)

(a) Defini+ions: ; !

| (1) ZIDS: A disease a2t least moderately predic-

l tive of & defect in cell mediated immunity, occurring in
i 2 person with no known cause of demonstrated resistance
| .0 that disezse. Such éiseases include Pneumocystis

i Carinii pneunonia, Kaposi's Sarcoma and other serious

| opportunistic infections. H

L]

(2) AIDS Related Complex (ARC): AIDS Related
Cormplex or ARC is a recently created definition to
include those patients with less severe disease
(proéromal period). ARC criteria are any two clinical
2né two laboratcry abne-mzlities fram the following
lists:

CLINICAL (3 mconths or more in the absence of other
entifizblie cause.)

' . Fever 100°
| Lymrhadenopathy’
' Diarrhea
i Nightsweats
Fatigue
Weicht 1oss - 10% or more than 15 pounés

:
ig

LABORRTORY

(A) . Depressed helper T cell

(B) Depressed helper/suppressor ratio

(C) One of the fcllowing; leukcpenia, thrombocvtopenia,
absclute lymphopenia, or anemia

(D) Elevated serum globulin

(E) Depressed blastogenesis (pokeweed and PRA)

(F) Abnormal skin tests (using multitest or the
eguivalent)

(3) 1Infection Control: Patients meeting the
Center for Disease Control definition of AIDS or AIDS
Relateé¢ Complex (ARC) definition, or ary patient being
evaluatec for possible AIDS should be handled according
to the "Cuidelines of Infectiocn Control for AIDS."

1-6100.1 AM/243 (12-26-84)




e

Californiz Depariment of Corrections Chapter: 6100

ADMINISTRATIVE MANUAL Subject heoicdl Services

" Article 1 ==
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The pztient shculé be acdnittec to the infirmary for
evaluva+ticn cf his havinc 2 poessible commun 1icable
disease. -

_ The- local institutional shysician must perform
laboratory procedures B, C, znd D listed zbove,
incluéinc & platelet count, before contacting CMF or any
other consuclting source. '

Crnce the pa~1en» hes sztisfied the: criteria in the
abeve éefinition of AIDS, or has satisfied the above
crizeriz for the dizgnosis cf AIDS Relatel Complex,
arancements a2re to be made fer the immeciate transfer of
the inmate to the California Medical Facility at
Vacavill The instiution is designated as the
Calif :n;a Derartment cf Correciticns'. center Ior the
trezoment of AIDS ané/or the LIDS Re‘a»ec Complex patients.
(c) Repertinc. AIDS is repcrtéble ©o the Cazlifornia ;

fealtnh Deparsiment &ndé the Center Zcr Disezse Control. - k

E]

(c) Transaissien. AIDE is spread cnly by very intimate
(sexual) contact or bv tlocé cr blood procduct transfusion. .
There has been nc evidence cf person-to-perscn transmission e

+rnrouvgh ordinary socizl cr occuseticnal couﬁact or by eair-
berne or fooéberne metncés or transmissicn to medical
personnel.

(€) 1IscYatican Techrnicue. In acccrdance with American
Hospitazl Akssociation ané Center for Disezse Contreol cuidelines.

(1) 211 suspectedé or known AIDS or ARC patients

recuire blooc/body £fluié preczutions (a2 single room is
preferrecd). .

(2) AIDS or ARC patients with suspect tuberculosis

. or other zirbocrne cisezse shculd be placed on respiratory
isclation until ruled ouvt. Those with ciarrheal disease

snoulc De plzceé on enteric ctrecauticns as well as blood
ané body £fluid preczuticns.

(3) In the ambulatory cere setting, suspect or
Xnown 2IDS or ARC petients mey use the same waiting
arezs and bathrooms as other patients unless the pre-
sence of cther infections recuire special precautions.

1-6100.2 AM/263 (12-26-84)
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(e) Laboratcry Specimens. All specimens from kXnown or
suspect AIDS cr ARC patients should be lzdelled <o alert for
blood precazutions and placec in an impervious bag. In-
hancéling specimens, use glcves and cood handwashing technigue
and take care to prevent needle-sticks and cuts.

(£) Guidelines for Patient Care. The following guide-
lines have been adopted by the Infection Control Committee of
the University of California, San Francisco, and are con-
sis“ent with the recommendation of the U.C. Tagk Force on
AIDS, cated June 2, 1983. These cuidelines have been adopted
by the Department of Corrections, Sta=e of Celifornia.

(1) - The definition of an AIDS patient is eas
cutlined by the Center for Disease Ceontrol in their
Cateccry & designa“ion, that is, "2 cdisease at least
mcéerately precdictive cf 2 defect in cell mediated
immunity, occurrinc in 2 person with. no known cause of
€iminished resistance to that cisezse. Such ciseases
included Pneumocystis Carinii pneumonia, Kaposi's
Sarcome and cther serious cppertunistic infections.*
It is recommendeé that patients with the AIDS Related
Complex or those being evaluztel for the pessibility of
AIDS shoulé be included fcr irfection control purposes.

(2) The respcnsitility for identificztion of the
patient in the zbove catecgories shoulé rest with the
dttending physician. It is alsc the responsibility of
*he prysicizn to report the diacnosis to. the Public
Hezlth Department since Cztegccry A AIDS is now a2 report-
eble disease. The 2ttencding phvsician shoulé also have
the responsibdbility in consultaticen with the Infection
Control Unit, of determining when 2ppropriate pre-
cautions and/or isolation measures can be cdiscontinued.

(3) Evidence to date indicates that the
. transmission of the AIDS wvirus is similar to that of the
hepatitis 8 virus:; that is, it requires direct contact
with blooé cr body ‘secretions. There is no evidence of
airborne transmissions, and therefore infection control
policies ané procedures appropriate for patients with
hepatitis B should be 2pplied tc patients with AIDS.

(4) Tne patients conforming tc the definitions
above shouldé be placed on Blooé¢ &nd Excretion pre-
cautions. Specimens from the pztients should be
labelled "E/A Precautions" and rlaced in an impervious
bag or container for transport.

1-6100.3 AM/243 (12-26-84)
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(5) Since there is no evidence of airborne
crarsmission ¢f an AIDS virus, mask precautions should
only be eapplied as agpropriate for patients with
possible respiratory infections. Masks are necessary
for visitors a2nd personnel if the patient is suspected
to have or has confirmed +tuberculosis. Personnel and
visitors may wvear maesks for direct sustained contact
wish AIDS patients who are zctively couching and in whom
the diacnosis ¢©f tuberculcsis has been ruled out;
however, there is no data tO support respiratory
transrissicn of Pneumocystis Carinii or cylomeglovirus
to vieitors or staff. These same guidelines a2pply for
the wezrincg of masks by AIDS petients when they are out-
cide their rooms; it is not recommended that patients
wear masxs wvhen inside their rooms.

(€) Tor the purposes cf infection control, a
cle rocn is not necesszry Zor the care cf 2 patient
-7, 2I2S vnless he has adéitionzl illnesses which would
“crmerily recuire z sincle room. FHowever, a.patiept
with AIDS rust not be placed, under any circumstances, ]
irn 2 rocm with another immunocscmpronised or infected
patient. Inéividuzls mzy want or need a sincle room for
rezsons other inan infection ccntrel ané those other .
fzctors mey be consicdereé durinc patlent placement.

(7) ©Procedures for cleaning ané waste disposal:

() All ccontaminzted (visibly soiled with
potentizlly infectious rmzterial) dispos-able items
zre 4c be considered infecticus waste and must be

-

redé-bzgged.

(B Contaminated linen is to be double-bagged
2nd identified &nd tacged as "“infectious).

Neecles and syrinces should be disposed

)
cf in rigid wall, punctire resistant ccntainers and
re c

(D) Environmental surfaces contaminated with
clooé or other body £fluié should be immediately

cleznsed with & éisinfec<ant. Sodium hypochlorite
(Clcrox bleach diluteé 1:10) is recommended if
available.

1-6100.4 . AM/243 (12-26-84)
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I) Patients' rocms éo nct routinely need to
be hicghni-cleaneé uvnless grossly contaminzted with
blood or excretions. Ques<ions ccncerning excep-
tions should be éirected to the nearest infection B
control committee for the reg;on.

(8) Procedures for equipment used for AIDS
petients shculd be as follows:

(R) Lenseé instruments should be sterilized
&s Trecommencded by the Center fcr Disease Control.

(B) Central Supply should continue to
pesteurize resgiratery therapy tubing 25 it is pre-
sently deinc. w55

(C) Any instrument which. comes in contact
with blocd, secreticns or excretions must be steri-
i1izecd before reuse. This incletes anesthesia
instruments, such azs a laryncosccpe and
endotracheal +tubes. ‘

i i :
(¢) 1Isolation diezary trays are not necessary.
Utensils will be clezned in the recular way.

(10) The cenerzl cuidelines for hospitalizeéd
batients, baseé on hepatitis B, should zlso be 2pplied
0 the ouvtpztient and emercency settincgs. EIfforts
shoulc be mzdle, however, to rinimize direct contzct to
other severely immunocompromised patients. Specimen
labelling, ecuipment sterilization, and €isposition of
equipment will be hanéied as for hospitalized patients.
An outpatient with AIDS may use common vaiting areas and
bathrocm fzcilities uniess he has a symptcmatic infec-
tion which would otherwise reqguice isolation.

: (11) Employees who have needle-s<ick injuries asso-

ciated with z case of AIDS should e repcrted angd
ongoing records maintained. The injured employee should
then be trezted zccording to the prctocol for needle-
stick exposure for potential hepatitis. At the present
time the task force does not recommend follow-up lymphocyte
studies since numercus intercurrent illnesses have been
shown to reverse the helper/suppresscr rztio. Thus,
informeticn so cevised has a pctentizl for producing
untoward anxiety, while not acccerately predicting or
icdentifying the cisease.
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(12) It is a reccmmendation of the task force that
personnel shculd not bé excused on their own reguest )
frerm werkxing with or éelivering care to AIDS patients.
rclovees wno believe they 2are high risks for infection

beczuse cf their own immune status should be encouraged

¢ ciscuss their work responsibilities with their per-

screl physician. If the physician determines that there

2re cer-ain assicnments the employee should not accept, *
thls shoulé pe communicated in writing: o the employing
decertment for aprrcpriate action, accoréing to the
instituzion's policies ané procedures.: Pregnant

emcioyees shoulé not encace in the cdirect care of

pa-lents wish RIDS because of the possible risks for
&ccuirine cyvtomecalevirus. o

s

1-6100.6 AM/243 (12-26-84)



AIDS IN JAILS

by James E. Lessenger, M.D., F.A.A.F.P.

Committee on Corrections & Detentions Health Care
(alifornia Medical Association

A. Target population:

e jail custody officers and administrators
e jail medical staff
¢ inmates

B. Definitions: see Appendix H
C. Pecularities of the correctional environment:
e facilities:

—crowding
—extremely close
-miltiple barriers to movement
=lack of air circulation
-cammnal facilities

@ dining and kitchens

¢ laundry

@ lavoratories and showers

o high incidence of violence

-assaults on prisoners and guards
-rapes

o secondary gain (the "con")

-prisoners are constantly trying to manipulate "the system" for
secondary gain, and might claim having AIDS to gain special quarters
and attention.

@ Volatile emotions

-anger: may cause prisoner to use AIDS as a manipulative tool, i.e.,
if another prisoner has AIDS, the prisoner may try to drum
up anger towards the guards using this as a tool,
charging indifference to medical care.
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-fear: may lead to a prisoner assault on an AIDS victim if the
prisoner mistakenly believes he is at risk of contracting
the disease through casual contact. This could also result
in riots.

e litigenous environment

-reason tht jails exist

-attorneys may use AIDS for secondary gain - especially to obtain
early release or special treatment for clients due to fear of the
disease

-possibility of civil suits over AIDS exposures, discrimination, etc.
—involvement of judges and attorneys in the management and treatment
process through court orders

e Insecurity regarding the length of jail stay — may be released
momentarily or not for months to years.

D. Historical Perspective
e discovery

-AIDS is a new disease and the research has frequently been distorted

due to homophobia masked as "morality" or "Christianity" as well as
plague hysteria.

-In 1981 an association of kaposi's sarcoma and pneumacystis carinii
poneunonia found in young homosexual or bisexual males, groups not
previously at risk for such infectioms.

e Description of the syndrame (see Appendix H):
—description of the opportunistic infections
@ Description of the population and spread (epidemiology)

-statistics and investigation (first American case was a heterosexmal
female IV drug user):

-homosexual /bisexual males, especially 25-40 years old

-1V drug users

=hamophiliacs

~transfusion recipients (before ELISA screening)

-women with multiple sexual partners, especially if partners have
direct or indirect contact with IV drugs or bisexmls.

—children of the above population groups

—vectors related to blood exchange:
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—unprotected sexual intercourse
=1V drug use with shared needles

-pregnancy to fetus
-receiving contaminated blood products

=studies of medical personnel and family members show no HTLV-III/LAV
antibody conversion unless the individual is a sexual partner of an
antibody positive individual.

-"Studies of nonsexual household contacts of AIDS patients
indicate that casual contact with saliva and tears does not
result in transmission of infection. Spread of infectionm to
household contacts of infected persons has not been detected when
the household contacts have not been sex partners or have not
been infants or infected mothers. The kind of nonsexual person-
to-person contact that generally occurs among workers and clients
or consumers in the workplace does not pose a risk for
transmission of HTLV-III/LAV." - MMWR, November 15, 1985, Centers
for Disease Control.

e Causal agent

=virus, perhaps with co-factors or passenger virus
=thought to be Human T-Cell Leukemia Virus, otherwise known as
Leukemia Associated Virus (HTLV-III/LAV virus)

e pathophysiology (how virus damages)

—takes over T4 helper lymphocytes for viral reproduction utilizing
reverse transcriptase enzyme; destroys T4 helper cells in the
process, leaving the body open to opportunistic infections.

@ screening

-blood (ELISA, follow-up with Western Blot if positive)

-ELISA, which stands for Enzyme Linked ImminiSorbent Assay,
detects the presence of HTLV-III/LAV antibody in a given sample
of blood. The test contains a highly specific dye which will
bond to the protein coat of the HTLV-III/LAV virus, changing the
virus's color to a dark blue. ELISA is a sensitive test,
meaning it may detect other viruses in the blood (called false
positives), but will not fail to detect the presence of HTLV-III
virus.

-no effective test yet devised for people (complicated by virus's
long incubation period)

o treatment
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-no effective treatment at this time
-most likely course would be drug treatment involving an anti-viral
agent combined with an immune augmentor.

@ cure

—complicated by AIDS being caused by a retrovirus; vaccines have only
been developed for DNA composed viruses

-previous attempts at developing vaccines for other viruses have
failed.

e clinical course of disease

-exposure, infection, syndrome link
e prevention and eradiction

-AIDS is a highly preventable disease
-prevention through education about safe sex (condoms, activities
without fluid exchange)
-prevention through legalizing purchase of needles
-many barriers to education
-fiscal restraints on health
-a "let them die and good riddance" attitude held by a very vocal
minority.

e Recap

-virus (usually requires a "load" for exposure
-spread by blood and intercourse

-gimilar to hepatitis B
-long incubation period (6 months to 2 years)
-venereal disease
-as yet incurable and untreatable
-positive antibody test may or may not preceed AIDS

E. Custody circumstances and recammendations:
-problem is determining which class the prisomer falls into
—exposed
=incubation period (infectious)
-active AIDS (and infectious)
-risk group (may or may not be exposed or infected)
-the answer is, you don't know

-unless the prisoner tells you and he or she may be misinformed or
lying.
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-prisoner may have been exposed years ago without developing the
disease

-MERELY ARRESTING OR BEING IN THE SAME ENVIRONMENT WITH A PERSON
WITH AIDS WILL NOT RESULT IN EXPOSURE. DISEASE CAN ONLY BE
CONTRACTED BY SEXUAL OR BLOOD CONTACT.

-A PERSON'S SEXUALITY IS NOT TO BE BQUATED WITH EXPOSURE OR
INFECTION TO AIDS. = SF

e For Officers: what do you do if:

—dealing with a member of a risk group?
® use the same precautions you should use with all prisoners
-avoid sexual and blood contact.

-prisoner states he or she has AIDS
o immediate protective custody and immediate medical referral

-prisoners states he or she has been exposed
e immediate protective custody and routine medical referral

=-special circumstances

@ arrest — none

e resisted arrest - avoid blood contact (if officer has
lacerations and arrestee is bleeding profusely) ,

® booking - none (if prisoner is known AIDS patient, keep in
protective custody)

e pat search - none

® body cavity search - gloves

e fights - avoid blood

e trustee - none

e CPR - AIDS is not usually present in saliva; gut enzymes kill
the virus; and no case has been documented where saliva was the
suspected vector. However, a real danger exists for hepatitis B
and TB, so using a mask may be beneficial.

@ Measures for AIDS prevention in correctional facilities
-use Appendix A

e Officers jail protocol for receiving/screening for AIDS
-use Appendix B

e Nurses protocol screening for AIDS
-use Appendix C

@ Supplemental receiving/screening for AIDS
-Use Appendix D
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e Protocol for likely or confirmed AIDS prisoners (with symptoms)
-include Appendix E

e Custody staff protocols for dealing with AIDS patients
-include Appendix F

o Medical staff protocols for infection control while caring for AIDS
patients
-include Appendix G
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1.

3.

4.

5.

6.

7.

APPENDIX A
MEASURES FOR AIDS PREVENTION IN CORRECTIONAL FACILITIES

Wash hands with soap and water before and after contact with inmate.
Wear gloves when:

a. performing cavity search

b. contact with blood or semen may occur
c. drawing blood

d. performing first aid

Wash hands with soap and water after contact with body fluids.
Handwashing is one of the most effective preventive measures for all
infectious diseases, and cannot be stressed enough in both correctional
and medical enviromments.

Avoid puncture wounds:

a. Care should be taken with searching suspects or handling personal
property of inmates (e.g., needle in purse or pants' pockets).

b. If wound occurs, wash immediately with scap and water, then notify -
supervisor (includes bites).

Clean body fluid spills (e.g., blood):

a. Wear gloves.

b. Use paper towels to clean up spills (dispose in contamination bag).

c. Wipe area with 0.5% solution of bleach or Comet liquid cleaner (any
comnon household disinfectant, used according to directions, will
perform adequately).

d. Wash hands with scap and water.

Safety razors and toothbrushes should not be shared. If an electric
razor is used, the heads should be cleaned with a .5% solution of
bleach between inmate use.

Due to potential transmission of cytomegalovirus, pregnant females
should not give direct care to AIDS inmates.

Special Precautions for Blood Drawing of High Risk Prisoners:

A.

Blood specimen should be placed in evidence envelope (sobriety) by
nurse.

Clean spills on outside of specimen container with 0.5% solution of
bleach.
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Special Precaution for CPR:
A. Use ambubag for artificial respirations.
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APPENDIX B
PROTOCOL,
RECEIVING /SCREENING
FOR AIDS

All arresting officers are to refer arrestees and new prisoners to the
nurse when the following is suspected or apparent:

1. IV drug abuse

2. Prostitution

3. Those who state they have AIDS or have been exposed to the disease.
The nurse will complete a Supplemental Receiving/Screening form.
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APPENDIX C
PROTOQOL
NURSES SCREENING FOR AIDS
Procedure:

1. Complete the Supplemental Receiving/Screening form.

2. Prisoner with significant history or physical findings (example,
several "yes" answers to Part II of the Supplemental
Receiving/Screening form) will be:

a. Housed in a single cell in the Infirmary;

b. Handled as per '"hepatitis precautions";

c. Respiratory precautions (mask) will be taken if inmate has a
productive or chronic cough;

3. Prisoner will be seen at next MD sick call.
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APPENDIX D

SUPPLEMENTAL RECEIVING/SCREENING

FOR AIDS

PART I1:
Yes No

IV Drug Abuse _ e
Homosexuality — —_—
Prostitution - _
PART II:

Yes No

Unexplained weight loss

(Amount) — pounds in

_____(months/weeks)
Enlarged lymph nodes
Fever (nightsweats), achy, malaise
Diarrhea (periodic episodes)
Chronic fatigue
Anorexia

Lesions, sores or white spots in mouth
(current, or history)
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1.

2.

3.
4.
5.

9.
10.

APPENDIX E
LIKELY OR CONF IRMED
AIDS PRISONERS (WITH SYMPTOMS)

Isolation with "hepatitis precautions'" shall be implemented on all
potential or confirmed AIDS inmates - single cell.

Respiratory precautions (mask) will be taken if inmate has productive
cough.

Wash hands with soap and water before and after patient contact.
Wear gloves when contact with blood or is likely to occur.
Dispose of needles properly:

a. Place in a puncture-resistant container;

b. Do not recap needle;
c. Do not break or cut the needle!

Keep ambubag outside cell.

Place linen in disposal bag. Place disposal bag in red bag; label
"infectious material."

Place used gloves, masks, etc. in doubled, red bag. Dispose in
infectious waste container.

No dietary precautions are necessary.
Pregnant females should not care for AIDS inmates.
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APPENDIX F
CUSTODY STAFF PROTOCOLS FOR
DEALING WITH AIDS PATIENTS

AIDS is a viral disease which destroys part of the body's immine system and
makes the AIDS patient susceptible to serious cancers and infections. Many
of the infections seen in AIDS patients also occur in patients who have
undergone chemotherapy (PCP), or in elderly patients (kaposi's sarcom).
AIDS is contracted by intimate exposure to blood or semual secretions of
people infected (e.g., sexual intercourse, sharing of needles, infusion of
contaminated blood products). AIDS is not spread by causal contact, nor is
the virus significantly present in saliva, rendering this mode of potential
transmission highly unlikely.

POLICY: Patients who are diagnosed or suspected of having with AIDS will be
transferred to a medical unit. While patients are awmiting transfer, care
will be taken to protect both the patient as well as the other

inmates. Patients with AIDS or suspected of having AIDS will be housed in
the infirmary while awaiting transfer.

PROCEDURES :

1. Anypatient'ithormspectedo:thavingAHBwillbehmaedinthe
infirmary pending transfer to medical unit.

2. No protective clothing is needed while escorting or transporting AIDS
patients. The only exception occurs when the AIDS patient has a
contagious respiratory infectionm, such a tuberculosis, when the patient
will wear a mask.

3. No special dietary trays or utensils are needed for AIDS patients.

4. laundry from AIDS patients will be handled in a routine fashion unless
it is cbvicusly contaminated by blood or body secretions. Contact
medical staff to handle contaminated laundry.

5. Due to possible transmission of cytamegalovirus, pregnant staff should
not work with AIDS patients.

6. &mingismeotthemsteﬂectivemtoprevent@rudorall
infective conditions. Custody staff should wash hands frequently with
soap and wmter, especially after tactile contact with inmates, such as
pat-down lines.

Te Caveropansoresonhandsnthhmrhgasordmssingammpat-
down lines.
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8. If the skin is cut while searching inmates, immediately wash the injury .
thoroughly, report to the supervisor and fill out an incident report.
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APPENDIX G
MEDICAL STAFF PROTOCOLS FOR INFECTION CONTROL
WHILE CARING FOR AIDS PATIENTS

AIDS is a blood-borne, viral infection that causes immunosuppression and
consequent suspectability to serious, ultimately lethal cancers and
opportunistic infections. It is contracted by intimate exposure to blood or
semen of AIDS patients (sexual intercourse, sharing of needles, infusion of
contaminated blood products).

OBJECTIVE: Precautions will be taken by medical staff caring for AIDS and
AIDS-Related Complex (ARC) patients to protect against transmission of AIDS
to susceptible individuals and to protect AIDS patients from contracting
serious infections.

POLICY: Patients who are diagnosed with AIDS or ARC will be transferred to
a medical unit for care and permanent housing. There will be no

exceptions. While the patients are awaiting transfer, care will be taken to
prevent possible transmission of AIDS. Patients with or suspected of having ’
AIDS or ARC will be housed in the infirmary pending transfer.

PROCEDURES

1. When AIDS is suspected in a patient, the physician will obtain the
following tests: helper/suppressor T-cell ratios; CBC, including
platelets; serum protien levels.

2. Then AIDS is confirmed or if the lab test results are compatible with
AIDS, the physician will contact the Chief Medical Officer, who will
arrange transfer of the patient to a medical unit.

3. Any patient with AIDS, AIDS-related complex (ARC) or suspected AIDS
will be admitted to the infirmary pending transfer.

4. A single room for an AIDS or ARC patient, or a patient suspected of
having AIDS or ARC, is not necessary unless the patient requires
reverse isolation. Do not house the patients with others who have
infections.

5. Gloves are to be worn by staff when they handle blood or other body
secretions from AIDS, ARC, or AIDS/ARC suspected patients.

6. Staff caring for AIDS, ARC, or AIDS/ARC suspected patients will wash
hands before and after direct patient care.

7. Gowns will be worn by staff caring for suspected or actual AIDS/ARC
patients only if staff is involved in a procedure that might involve
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8.
9.

10.

11.

13.

14.

15.

16.

17.

18.

groses contamination with blood or body secretions, such as treatment of
a draining wound.

Pregnant staff will not be assigned to care for AIDS or ARC patients.

Masks will be worn by staff caring for AIDS, ARC or AIDS/ARC suspect
patients only if the patients have a contagious respiratory infectionm,
such as tuberculosis.

Laboratory specimens collected from AIDS, ARC or AIDS/ARC suspect
patients will be marked with "H/A Precaution" and placed in impervious
bags for transport. lab slips will also be marked "H/A Precautions"
and attached outside the bags.

Needles used on AIDS, ARC, or AIDS/ARC suspect patients will not be
bent or recapped. Needles will be disposed of in puncture-resistant
containers.

No mouth pipetting shall be performed on specimens from AIDS, ARC or
AIDS/ARC suspect patients.

Centrifuge safety caps will be placed on specimens from AIDS, ARC, or
AIDS/ARC suspect patients during centrifuging.

AIDS/ARC, (or suspected) patients may use showers and bathtubs.
Showers and tubs will be cleaned by infirmary porters and then
decontaminated with 1:10 dilution of household bleach or another
disinfectant.

Infirmary porters will clean the rooms of AIDS, ARC or AIDS/ARC suspect
patients except when there is a large spill of blood or other body
secretion(s). Large spills will be cleaned by staff who will
immediately wipe up the spill with paper towels using gloved hands.

The paper towels will be disposed of in an infectious waste container.
This procedure is appropriate to all infectious diseases and should in
no way be misconstrued as inferring that the secretions of AIDS
patients are of particular "risk" or that casual contact is a factor
(it is not) in AIDS transmission. The area will then be decontaminated
with 1:10 dilution of 5.25% solium hypochlorite (bleach).

Linen contaminated with blood or other secretions from suspected or
actual AIDS/ARC patients must be placed in hot water soluble laundry
bags. HNon—contaminated laundry does not require special handling.

Ro special dietary trays or utensils are required for AIDS, ARC or
AIDS/ARC suspect patients.

Reusable instruments must be sterilized or pasteurized.
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19. Staff sustaining needlesticks or conjunctival or mucus membrane
exposures to blood or secretions fram AIDS/ARC patients must thoroughly

wash the area immediately, them report the injury to his/her supervisor
and fill out an incident report.
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APPENDIX H
AIDS DEFINITIONS AND RECOMMENDATIONS

A. Definitions:

1. AIDS: A disease at least moderately predictive of a defect in cell
mediated immunity, occuring in a person with no known cause of
demonstrated resistance to that disease. Such diseases include
pneumocystis carini pneumonia, kaposi's sarcoma and other serious
opportunistic infections such as toxoplasmosis, QdV or TB.

2. AIDS Related Complex (ARC): AIDS Related Complex, or ARC, is a
recently created definition to include those patients with less
severe disease (prodramal period). ARC is actually the
disease as AIDS, the difference being that AIDS patients qualify
for medical assistance while many ARC patients do not. ARC is
defined by the Centers for Disease Control as exhibiting any two
clinical and two laboratory abnormalities from the following lists:

CLINICAL (3 months or more in the absence of other identifiable
cause) :

e Fever (100 degrees F or greater)

e Fatigue (chronic)
e Weight loss (10 percent of body weight or more than 15 pounds)

LABORATORY

e Depressed helper T-cell ratio

o Increased suppressor T-cell ratio

e One of the following: leukopenia, thrombocytopenia, absolute
lymphopenia, or anemia;

o Elevated serum globulin

e Depressed blastogenesis (pokeweed and PRA)

o Abnormal skin tests (using multitest or equivileant)

B. Infection Control: Patients meeting the Centers for Disease Control
definition of AIDS or ARC definition, or any patient being evaluated
for possible AIDS, should be handled according to the "Guidelines for
Infection Control for AIDS." The patient should be admitted to the
infirmary for evaluation of his having a possible coommicable disease.

C. Reporting: AIDS is reportable to the California Health Department and
the Centers for Disease Control.
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D.

F.

G.

Transmission. AIDS is spread only by very intimatte (sexual) contact
involving the exchange of body fluids, the sharing of needles in IV
drug usage, or by blood or blood product transfusion. THE POLLOWING
MCDES OF TRANSMISSION ARE NOT APPLICABLE TO CONTRACTING AIDS:
AIRBORNE, FOODBORNE, SOCIAL, OOCUPATIONAL OR ENVIRONMENTAL.

Isolation Technique. In accordance with American Hospital Association
and Centers for Disease Control guidelines.

(1) All suspected or known AIDS or ARC patients require blood/body
fluid precautions (a single room is preferred).

(2) AIDS or ARC patients with suspect tuberculosis or other airborne
disease should be placed on respiratory isolation until ruled out.
Those with diarrheal disease should be placed on enteric
precautions as well as blood and body fluid precautions.

(3) In the ambulatory care setting, suspected or known AIDS or ARC
patients may use the same waiting areas and bathrooms as other
patients unless the presence of other infections require special
precautions, especially for the patients who are particularly
vulnerable to opportunistic infectioms.

Laboratory Specimens. All specimens from known or suspected AIDS or
ARC patients should be labeled to alert for blood precautions and
placed in an impervious bag. In handling specimens, use gloves and
good handwashing technique and take care to prevent needlesticks and
cuts ;

Guidelines for Patient Care. The following guidelines have been
adopted by the Infection Control Committee of the University of
California, San Francisco, and are consistent with the recommendations
of the U.C. Task Force on AIDS, dated June 2, 1983. These guidelines
have been adopted by the Department of Corrections, State of
California.

(1) The definition of an AIDS patient is as outlined by the Centers for
Disese Control in their category A designation, that is, "a disease
at least moderately predictive of a defect in cell mediated
imminity, occurring in a person with no known cause of diminished
resistance to that disease. Such diseases include Pneumocystis
Carinii pneumonia, Kaposi's Sarcoma and other serious opportunistic
infections." It is recommended that patients with the AIDS related
Complex or those being evaluated for the possibility of AIDS should
be included for infection control purposes.

(2) The responsibility for identification of the patient in the above
categories should rest with the attending physician. It is also
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4)

C)

(6)

(P

Lessenger, M.D.

the responsibility of the physician to report the diagnosis to the
Public Health Department since Category A AIDS is now a reportable
disease. The attending physician should also assume responsibility
for consulting with the Infection Control Unit, of determining when
appropriate precautions and/or isolation measures can be
discontinued.

Evidence to date indicates that the transmission of the AIDS virus
is similar to that of the hepatitis B virus; that is, it requires
direct contact with blood or body secretions. There is no evidence

of airborne tranamission, and not a s e health care provider has

ever developed AIDS or 3&, and therefore infection control

policies and procedures % patients with hepatitis B
should be applied to patients .

The patients conforming to the definitions above should be placed
on Blood and Excretion precautions. Specimens from the patients
should be labeled "H/A Precautions" and placed in an impervious bag
or container for transport.

Since there is no evidence of airborne transmission of an AIDS
virus, mask precautions should only be applied as appropriate for
patients with possible respiratory infections. Masks are necessary
for visitors and personnel if the patient is suspected to have, or
is confirmed to have, tuberculosis. Personnel and visitors may
wear masks for direct sustained contact with AIDS patients who are
actively coughing and in whom the diagnosis of tuberculosis has
been ruled out; however, pneumocystis carinii or cytomeglovirus are
infections not transmitted through the air or through the unbroken
skin. These same guidelines apply for the wearing of masks by AIDS
patients when they are outside their rooms; it is not recommended
that patients wear masks when inside their rooms.

For the purposes of infection control, a single room is not
necessary for the care of a patient with AIDS unless he has
additional illnesses which would custamarily require a single room.
However, a patient with AIDS must not be placed, under any
circumstances, in a room with another immunocompromised or infected

tient. Individuals may want or need a single room for reasons
% than infection control and those other factors may be
considered during patient placement.

Procedures for cleaning and waste disposal:
(a) all contaminated (visibly soiled with potentially infectious

material) disposable items are to be considered infectious waste
and must be red bagged.
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(b) Contaminated linen is to be double-bagged and identified and
tagged as "infectious."

(c) Needles and syringes should be disposed in rigid wall,
puncture-resistant containers and red bagged.

(d) Environmental surfaces contaminated with blood or other body
fluid should be immediately cleansed with a disinfectant. Sodium
hypochlorite (clorox bleach diluted 1:10) is recommended if
available.

(e) Patients' rooms do not routinely need to be high-cleaned
unless grossly contaminated with blood or excretions. Questions
concerning exceptions should be directed to the nearest infection
control coomittee for the region.

8. Procedures for equipment used for AIDS patients should be as follows:

(a) lensed instruments should be sterilized as recommended by the
Centers for Disease Control.

(b) Central supply should continue to pasteurize respiratory therapy
tubing as it is presently doing.

(c) Any instrument which comes in contact with blood, secretions or
excretions mist be sterilized before reuse. This includes anesthesia
instruments, such as a laryngoscope and endotracheal tubes.

9. Isolation dietary trays are not necessary. Utensils will be cleaned in
the regular way.

10. The general guidelines for hospitalized patients, based on hepatitis B,
should also be applied to the outpatient and emergency settings.
Efforts should be made, however, to minimize direct contact to other
severely imminocompromised patients. Specimen labeling, equipment
sterilization, and disposition of equipment will be handled as for
hospitalized patients. An outpatient with AIDS may use common waiting
areas and bathroom facilities unless he has a symptomatic infection
which would otherwise require isolation.

11. Employees who have needle-stick injuries associated with a case of AIDS
should be reported and ongoing records mintained. The injured
employee should then be treated according to the protocol for needle-
stick exposure for potential hepatitis. At the present time, the task
force does not recommend follow-up lymphocyte studies such numerous
intercurrent illnesses have been shown to reverse the helper/suppressor
ratio. Thus, information so devised has a potential for producing
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untoward anxiety, while not accurately predicting or identifying the .
disease.



AIDS HEALTH EDUCATION PACKAGE

Staff has asked for assistance in the development of three new Health
Tips on AIDS:

s AIDS Contagibility
2. HTLV-III Antibody Testing: Questions and Answers

3. Children and AIDS



CALIFORNIA MEDICAL ASSOCIATION

Interoffice Memorandum

Mark Madsen Date_t/ January 1986

To
. Z0R
o— Jill Tyler (iT$:§C‘Q_‘f"
AIDS Health Education Package

Subject

Below is a proposed timeline for the Health Tips series on AIDS. Along with
the two present Tips, #426 and #439, we plan to prepare and distribute three
more topics: "AIDS Contagibility," "HTLV-III Antibody Testing: Questions
and Answers," and "Children and AIDS." 1If these titles are inappropriate,
or if others should be considered, please let me know.

January 17 - February 12 Tips written

February 12 - March 5 Physician approvals and suggestions
obtained for all five Tips and
Resource Directory

March 5 - March 19 Printing and distribution

In addition to the Tips, I would like to update our AIDS resource directory -
a listing of referral and resource facilities throughout the state. 1If you
or members of the Committee have any suggestions for other materials that
should be included in the Health Education package, please let me know.

This package will be distributed to the regular Health Tips mailing list of
4,000 persons throughout the country. Please advise of suggestions for other
distribution possibilities.

Pending comment and information from you, I will try'to have rough outlines
of these Tips to you by January 30. I would also appreciate your suggestions
for physicians and other professionals, in addition to the Task Force, qualified

to review these articles.

Thanks for your help.
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. Interoffice Memorandum

To_ Mark Madsen ﬂK/’ Date NOVember 26, 1985
"
From_ Charlotte Newhart t/

Subject_ AIDS, Pregnant Women and Newborns

At a meeting last week at the California Conference of Local Directors

of Maternal, Child and Adolescent Health, a great deal of discussion
centered on infants who are born to mothers infected with the AIDS

virus. Enclosed for information is a memo to California Health Officers
from James Chin, MD of the State Department of Health Services Infectious
Disease Branch.

The MCAH directors have a number of concerns. First, how to test high
risk women so that if they are infected special precautions can be
taken by staff in the delivery room. Second, the fetus and newborn
seem to be at extremely high risk for contracting the disease and it
tends to reveal itself at 4 months with symptoms of failure to thrive,

thrush, and GI problems. In addition, the child should not be
immunized with live viruses.

In addition, there are the obvious social issues regarding adoption,

. foster care and sterilization issues which I know concern you.
# # #
CN:3jx
Attachment
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DEPARTMENT OF HEALTH SERVICES ' Qﬁj T
2151 Berkeley Way, Rm. 708 3 ’.‘_%r
Berkeley, CA 94704 Kc.,/

(415)

540-2566 August 14, 1985

California Health Officers { ; iy ™ ]
' il S T

California AIDS Surveillance | 1~~7--ﬁ*___*__*J
and Epicdemiology Personnel i e e

A very important AIDS risk group which has been documented is that of infants
who are born to mothers who are infected with the AIDS virus (HTLV-I11I).
Epidemiologic and laboratory data have shown the transmissions of this virus
from an HTLV-111 infected mother to her child, before, at, or shortly after
the time of birth. Although cofactors contributing to AIDS in adults are

not known with certainty, it is believed that the undeveloped immune system
of a newborn contributes importantly to the development of disease in infants
who are infected with the HTLV-III virus. Although not universal, the risk of
infection to a baby born to an infected mother appears high and the prognosis
for the infant once infected, appears poor.

Because of the potentially disastrous result for the fetus when an expectant
mother is infected with the AIDS virus, the Infectious Disease Branch of the -
State Department of Health Services advises that-special health information
be given to women of child ' :aring age who are at increased risk for infection
with the AIDS virus. Such jnformation is essential for women who are found to
be HTLV-I11I1 antibody positive.

1t has been well documented that infection with the AIDS virus may be sexually
transmitted. One study (military) indicates that a majority (70%) of females
(wives) steadily exposed to males with AIDS over a period of months will develop
antibodies to the HTLV-III virus.

Groups of women at increased risk to conceive an infant who might develop AIDS
include:

1. Female AIDS patients.

2. 1V drug abusing females with or without positive antibody tests for
HTLV-III.

3. Females receiving a blood transfusion from a donor who is subsequently
found to be HTLV-I1I antibody positive.
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4.

5.

Females with sexual exposure to men at increased risk of infection, ie:

a. male hemophiliacs

b. men with multiple transfu51ons
c. IV drug abusing men

d. bisexual men

Females with multiple episodes of STD's.

Such females should be identified and followed by serologic examination and
educated about AIDS. We believe that this difficult and sensitive task is
medically and legally appropriate. Education is equally important for women

in the above groups who test negative as well as for those who are positive
for HTLV-111 antibodies. '

Suggested protocol for implementation:

1.

Male AIDS patients or any male who is found to be HTLV-III antibody
positive should be interviewed for steady "female sexual partners
over the previous five year period." Steady is defined as an
identifiable and locatable female sex partner who was exposed on
more than one occasion.

Identified sexual consorts should be confirmed by matching with .
detailed physical description and dates of sexual exposure.

The woman should be given HTLV-III1 antibody test information and.
encouraged to obtain the HTLV-III antibody test.

a. through her private physician (with or without insurance)

b. a local county health department clinic if they offer the
test

c. at an alternate test site

A consent and release form should be signed by the woman and a public
health worker should be available to discuss the significance of the
test results with her and her physician if needed.

a. If a woman is found to be positive for HTILV-III antibodies
she should be advised to defer pregnancy. Intensive education
should be directed at such women on how to prevent transmission
of HTLV-III to sex and drug using partners.
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b. If a woman is found negative, she should be advised to consider
a repeat test in 6-12 months. Intensive education should be
directed at these seronegative women as to how they can keep
from being infected with the AIDS virus.

c. 1If the test remains negative, pregnancy may be considered if
exposure to high risk sexual partners has not continued.

5. Referral for psychological suppbrt is imperative because of the emotional
distress or anxiety that may accompany notification of women about their

potential risks.

6. Referral for clinical evaluation may also be necessary.

State AIDS Field Representatives are available to assist you in providing the
services outlined above.

cC:

Sincerely,

I T B

James W. Curran, M.D., Director
Harold Van Patten

Infectious Disease Branch

Aids Branch

Centers for Disease Control
Atlanta, GA 30333

Dr. Tom Peterman
AIDS Activity
Bldg. 6, Rm. 285
1600 Clifton Road
Atlanta, GA 30333

Robert Cole, Acting Chief

Maternal and Child Health Branch

714 P Street, Room 740
Sacramento, CA 95814

James Chin, M.D., Chief
Infectious Disease Branch
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October 10, 1985

The Honorable Bill Honig ,

Superintendent of Public Instruction and
Director of Education

Department of Education

721 Capitol Mall, Room 524

Sacramento, CA 95814

Dear Superintendent Honig:

In response to your request of September 13, 1985, for advice on whether

children with Acquired Immune Deficiency Syndrome (AIDS) present a public

health hazard if they are allowed to attend public school, please be advised

that our expert scientific AIDS Task Force has completed its review of this

matter. Based on their recommendations, input from a variety of other

, sources, and my own review of relevant medical literature, I would like to

-='now report to you on this Department’s assessment of the public health
evidence regarding transmission of AIDS.

Since its initial recognition in 1981, a tremendous amount of information
has accumulated on AIDS. The data compiled on the over 13,000 AIDS cases
that have occurred to date, along with other clinical, laboratory and
epidemiologic studies, have confirmed that the HTLV-III/LAV virus is
transmitted primarily through sexual contact and/or parenteral exposure to
infected blood or blood products. The modes of transmission are essentially
identical to that of hepatitis, B, and, indeed, the identified risk groups in
this country for AIDS are virtually the same as for hepatitis B - i.e.,
homosexual and bisexual men, intravenous drug abusers, persons who have
received contaminated blood or blood products, persons from endemic areas,
sexual contacts of all of the above, and infants born to infected mothers.

The major difference between hepatitis B virus and HTLV-III/LAV virus
transmission is that .an infection with the AIDS virus is much more difficult
to acquire. The ‘evidence for this includes the fact that there has been no
documented transmission of AIDS to any of the household contacts (other than
sexual contacts) of AIDS patients that have been followed-up; there has been
no transmission of the disease to foster mothers who have cared for infected
infants; and there has been no transmission of the disease to the thousands
of health care workers who have taken care of AIDS patients (other than
. those who are in identified high risk groups), including, except for the two
recently identified suspect cases, several hundred health care personnel who
have had documented needle-stick exposure to AIDS cases. There is no
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evidence that AIDS can be transmitted by the respiratory route, through
sa];vi;or tears, fecal-orally, or by insects or casual person to person
contact. :

Although it is is not entirely clear why it is harder to "catch" AIDS than
hepatitis B, the evidence from several different lines of investigation
seems to verify this. Probable reasons include the much lower virus titers
found in the blood of AIDS patients (and, consequently, their lower
infectivity) and the apparent need for one or more co-factors (e.g., an
altered cellular immune system) to be present for infection to occur. These
factors would account for the consistent pattern of AIDS infection in

California.

Although the similarities of transmission between hepatitis B and AIDS are
useful in understanding the epidemiology of AIDS and, consequently, in
devising recommendations regarding the public health control of the disease, -
the much greater severity of infection from the AIDS virus requires that we
be much more cautious in accepting any risk. Indeed, thus far, AIDS has .
been found to be incurable and invariably fatal, and no likely prophylactic
-or therapeutic panaceas are imminent. And even though there is overwhelming
consensus among public health authorities that the risk of transmission via
casual person to person contact, e.g., in the usual school setting, is
__essentially nonexistent, the risk at this time is not quantifiable (such as

we are-accustomed” to doing with infectious or toxic contaminants in food,
dritring water and the workplace), and we cannot say unequivocally that the
risk is zero.

Given the innumerable different and unique scenarios that are possible, the
evolving knowledge about this disease, the relative paucity of AIDS cases
among school children (only five in California currently), and the number of
educational considerations which go beyond medical concerns, your
department, the State Board of Education and Tocal elected school boards may
wish to address this question on a case-by-case basis where the specific
behavior and physical condition of the affected child, the relevant
educational, legal and social concerns, and the various educational
alternatives can be considered along with existing medical and scientific
data to fashion a policy designed to protect the wellbeing of the affected
child, the wellbeing of those children attending the public school in
question, and the overall edycational process in the specific community.

I hope the above is useful-to you as you formulate your policy on this
jssue. It is my understanding that you have also convened a special AIDS
advisory group which will be making recommendations directly to you and that
members of your staff have been in communication with the federal Centers
for Disease Control (which has promulgated national guidelines on this
issue) and other state and local health departments for input on this
subject. I would strongly encourage you to continue to solicit such broad
based input, for, as you know, this is a complex matter which involves many
educational and social issues in addition to the medical ones.
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If I can be of further assistance, please do not hesitate to contact me.

Sincerely,

Kenneth W. Kizer, M.D., M.P.H., F.A.C.E.P., F.A.C.P.M.
Director :

Attachment




SAN JOSE UNIFIED SCHOOL DISTRICT

1605 PARK AVENUE, SAN JOSE, CA 95126-2196 (408) 898-6057

OFFICE OF THE SUPERINTENDENT

DEC 2 61985

December 19, 1985

Mr. Mark Madsen

Coordinator

Task Force on AIDS

California Medical Assn.

P.0. Box 7690

San Francisco, CA 94120-7690
Dear Mr. Madsen:

Enclosed is a copy of our recently approved policy on AIDS. I will
check to see if we can send a copy of our handbook to you as well.

Thank you for your help.

Si ely,

Aaron Seandel

AS1:123sd

AN EQUAL OPPORTUNITY AND AFFIRMATIVE ACTION EMPLOYER



SAN JOSE UNIFIED SCHOOL DISTRICT

1605 PARK AVENUE. SAN JOSE, CA 95126-2196 (408) 998-6057 .

Ll
il
ék!. OFFICE OF THE SUPERINTENDENT

November 12, 1985

Memo To: A11 Principals
Superintenden Cabinet
Department Head

From: Aaron Seand

Enclosed is a corrected copy of the Board Policy on AIDS adopted at
the November 7 meeting. Please discard the copy sent on November 8.

AS/sd
AS1:081

AN EQUAL OPPORTUNITY AND AFFIRMATIVE ACTION EMPLOYER



November 12, 1985

A.

Policy on AIDS - Adopted by Board of Education
November 7, 1985

Students: Decisions regarding the educational setting for the child who
is infected with AIDS virus will be considered on a case by case basis,
shall be based on the behavior, neurologic development and physical
condition of the child, and the health and safety of others. The -
Superintendent shall decide the appropriate educational setting after
reviewing the recommendation of the school district physician/consultant
that is based upon consultation with public health personnel, the child's
physician, parents and school officials.

Because there has been no evidence of transmission of AIDS virus by

other than sexual contact or blood products, most children with AIDS

will be allowed to attend school in an unrestricted setting. For these

children, the benefits of an unrestricted educational setting outweigh

the risk of acquiring other potential harmful infections in the setting.

For other children, whose oral behavior and incontinence could increase
the theoretical risk of transmission, an alternative appropriate education
setting will be provided.

Employees: Decisions concerning an employee with AIDS will be
considered on individual, case by case, basis. The District
physician/consultant, in conjunction with the employee's personal
physician, and public health personnel shall determine that the employee
is free of transmissible infection and does not pose a risk to students
or other employees in the course of performing his or her duties.

The Superintendent will consider the recommendation of the District's
physician/consultant in making the final determination on the
appropriate employee decision.

District Task Force: A District Task Force on AIDS shall be
established to serve for one year from its appointment. While in
existence, the Task Force will make an annual report of its activities to
the Board. Before the conclusion of each term, the Superintendent, or
designee, shall recommend whether the Task Force should continue in

AN EQUAL OPPORTUNITY AND AFFIRMATIVE ACTION EMPLOYER



existence, its composition, and what its goal should be. The goals of .
this task force will be:

1. To stimulate educational programs on AIDS for:

a. District employees
b. Parents

c. Students

d. Community

2. To monitor programs, services, and policies developed to deal with
AIDS in the schools, and to ensure that they reflect the latest
knowledge regarding AIDS.

3. To maintain liaison with other public and private health/social
service agencies and groups whose work relates to AIDS.

D. Notice: Notice to the school community in which a student or employee
has been present will be given if the County Health Department has
determined that the infected person presents a risk of transmission of
the disease to others and the District has been so notified. -

ASID5:cf
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CALIFORNIA MEDICAL ASSOCIATION
44 Gough Street * San Francisco, California 94103-1233 « (415) 863-5522

December 16, 1985

Ronald J. Pion, M.D.

Chairman and Director, Medical Affairs
Hospital Satellite Network

1901 Avenue of the Stars, Suite 1050
Century City

Los Angeles,California 90067

Dear Ron:

Thanks for your letter of December 4 which arrived while I was at the
AMA mid-year meeting in Washington.

We, too, have had extremely positive responses to the recent AIDS
documentary.

I appreciate your writing, because -- after all the hours and hours of
effort expended by the people here, particularly Ron Lopp of our staff --
there was a strong suspicion that HSN was "using" CMA, and was almost
totally insensitive to providing us recognition or credits in the

show. _

Your suggestion for revised credits sounds fine, though it would have been
nice to have been included when the show was aired initially -- something
which of course is too late. As you know, there also was concern over

your pamphlet on the documentary, and the failure to (1) clear copy with those
who made the show possible (people at CMA and at S.F. General Hospital),

and (2) also include appropriate credits for CMA. This made it impossible

for us to use the pamphlet in promoting the screening we held at the AMA
meeting for fear that some of our physicians might raise hell over the

failure of HSN to adequately acknowledge our involvement.

The demands of my new job here at CMA make it impossible for me to get
directly involved in our projects with HSN. But I hope that the long
friendship you and I have enjoyed will enable us to help resolve any

future differences or problems that may arise -- even though I hope every-

one would profit from the experiences over this AIDS documentary and the

other difficulties we've had in the past (such as changes without notification
in terms of royalties, etc.).

I think we both want our relationship to be mutually-rewarding, Ron. The
insensitivity on the part of some of your people has caused us to wonder
if it's really worth it. We have many opportunities for public relations



Ronald J. Pion, M.D.
Page 2
December 16, 1985

and communications activities that require far less effort, yet provide
considerably higher visibility for CMA. I don't mean we should get undue
credit for our efforts, but when we ask our members for dues, they ask
why we're not getting more visibility (and recognition) for the things we
do, PR-wise. _

I didn't mean to ramble on, Ron, but I felt obliged to let you know I
hope HSN and CMA can continue to collaborate on a variety of projects for
many years to come.

If you ever get up this way, I still hope we might get together for that
long-postponed meeting we talked about last summer.

Best wishes for the Holidays.

Sincerely,

Robert H. Elsner
Executive Vice President

RHE:aw

cc: Charles McFadden
Amy Belser
Ron Lopp

Richard Wigod, M.D.




Management of
the AIDS Patient:

San Francisco General
Hospital’s Experience
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"There's no allowance in my mind for physicians
who refuse to treat AIDS patients. It's one of the
most immoral things I can imagine."

— Paul Volberding, M.D.
Director, AIDS Activities
San Francisco General Hospital

It is unlike any other epidemic experienced in
this century. No disease has raised more social,
moral, and political questions than acquired
immunodeficiency syndrome, or AIDS.

Because of its deadly nature, AIDS is being treated
as a modern plague. Fear is spreading along with
the virus, as ignorance fuels the imagination and a
near hysteria grips the public. Those in high-risk
groups are not immune to this. Nor are health
professionals.

It has been estimated that as many as one-million
people have been infected with HTLV-III, the virus
that causes AIDS, since the disease was first
identified in 1981. It is not certain how many
people will go on to develop one or more of the
many opportunistic infections associated with AIDS.
It is certain that many more health professionals
will unexpectedly and suddenly become involved in
the diagnosis and care of AIDS patients.

How will you deal with AIDS when it arrives at
your hospital? What are the risks in caring for
AIDS patients?

This California Medical Association-Hospital
Satellite Network documentary will examine the
pioneering efforts of San Francisco General Hospital
in responding to this tragic epidemic. Aimed at
physicians, nurses, hospital administrators, and
ancillary-department managers, this 60-minute
program will focus on:

disease overview

infection control guidelines
multidisciplinary approaches to treatment
support for the health care team
coordination of hospice and outpatient care

QQQQQ

The CMA and HSN have produced this videotaped
program to educate health care professionals in
communities where AIDS is only now gaining a
foothold. It is designed to prepare them to deal
with the disease when local cases start to mount.

AIDS is everyone's problem. Patients should not
be cast from society to receive their care from a
dedicated few.

Rental of this videotaped documentary is available
through the California Medical Association
-- contact Ron Lopp at (415) 863-5522. For
information regarding purchase, contact Hospital
Satellite Network at (213) 277-6710.




California Medical Association
44 Gough Street
San Francisco, CA 94103
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There is an epidemic that already is bigger than AIDS--the epidemic of fear
and misunderstanding about the disease. Like the disease, it is preventable
through education and good health practices.

As AIDS is diagnosed in areas outside of the major metropolitan areas
of California (See "AIDS: out of the shadows, November 1985 CALIFORNIA
PHYSICIAN), patients who are unfamiliar with disease are prone to believe
the worst about AIDS, how it is spread, and how it is caught.

The fact sheet on the following page was developed by the CMA Committee
on AIDS for physicians to photocopy and give to their patients. It may be

reproduced and distributed without permission.

This material is planned for use in a future issue of
California Physician.




AIDS FACT SHEET
Do you know what'épigsgic is bigger than AIDS? The epidemic of fear and misin-

formation. Prevention of is through education and good health practices.

The follow are some simple facts sented by CMA's Committee on AIDS as

the first in a series of *x4** UPDATES ON A

- - ——— - ——

What is AIDS?
* AIDS is shorthand for épqui;ed Immune Deficiency Syndrome.
* AIDS is a disease that damages the immunelsystem of otherwise
_healthy individuals.
. AIDS is transmitted through sexual contact and blood products.
What causes AIDS?
* A virus has been discovered, most often called HTLV-III, that is
associated with AIDS and is now considered to be the cause.
Not everyone who tests positive for HTLV-III antibodies will develop
AIDS. Current estimates suggest 5% to 20% of those testing posiLive
will develop AIDS symptoms.
How contagious is AIDS?
* AIDS is not transmitted by casual everyday contact, by the
airborne route, by objects handled by persons with AIDS, by

contaminated environmental surfaces or by mosquitoes.

Studies in households of persons with AIDS have shown that

infection with HTLV-III (AIDS virus) does not take place

through everyday casual contact.




AIDS FACT SHEET : | -2~
How is AIDS transmitted?
* The HTLV-III virus and the resultant risk of developing AIDS are
transmitted through two main routes:
--  the sharing of bodily fluids through sexual intimacy; and
e exposure to blood or blood products, most often through the
sharing of contaminated needles.
Is it safe to donate blood?
® Yes. Donating blood in no way puts the donor at risk for AIDS.
Why is there concern about blood transfusions and-AIDS?
_.* Some people who have received HTLV-III infected blood products have
developed AIDS, but many experts believe this should not longer occur’ _
.as the result of a blood test that indicates infection with the
HTLV-III virus. Screening programs have dramatically improved
the safety of the nation's blood supply.
How can I learn more about AIDS?
*  In northern California, call the AIDS Hotline at (800) 347-AIDS.
e In southern California, call the AIDS Hotline at (800) 922-AIDS.
n Contact your (local) county medical society.

& ASK YOUR OWN DOCTOR (bold type).

This Fact Sheet may be reproduced and distributed without permission.

MLM/sdc
1/13/86



Notes from Conf Call 1-15-86

to begin plans for Stress and Coping workshop for gay phys who treat
AIDS patients

Page 1

Present were:
Hanna Bauer
David McWhirter
Max Schneider
Gail Jara

Target dates for the workshop:
May 30 - June | — St cholee

June 20 - 22 e S
June 27 - 29 Cbad chotce becaesse T 18 G...‘Qnae. Weele pasade tn J

Target places:
' Stanford Sierra Lodge
Napa Valley place
e.g9., Holiday Inn in Napa Valley
other northern Calif place
UCLA's Idlewild
hotel on Catalina Island -
Palm Springs Hilton Hotel

Target audience:
gay and lesbian phys who treat AIDS pts

gay and lesbian phys have the same needs as any phy
treating AIDS patients plus a constant personal
threat felt because they are part of the high risk
population

no registrant would be turned away, but focus of the planning
and the publicity will be to gay and lesbian phys

Early thoughts about topics and faculty:
Shanti Project person
Dave Sheerer, MFCC
I will meet with him before Feb 3
phy who has lots of AIDS pts
mentioned were Bill Owens, SF
Brad Truax, San Diego
Keith Verril, San Diego
others whose names [ didn't get
pt advocacy issues, perhaps Drew Mattison
e.g., housing, treatment, employment rights, and
resocurces for pts besides treatment



Notes from Conf Call 1-15-86

‘to begin plans for Stress and Coping workshop for gay phys who treat
AIDS. patients

" Page 2

Publicity: .

through PHR groups, including AAPHR

St
contact Sari SWFIVeEr to see if news piece can get into
American Medical News

consider budgeting money to give to BAPHR for them to hire
temps to get out this mailing

Planning group:

McWhirter

Schneider

Bauer

Don Clark -- Dave will ask him

Bill Owens, SF, -- Dave will ask him

Doug Carner, or current Exec of BAPHR -- Dave will find out

who is current Pres of BAPHR
and ask that person to ask the Exec to participate
in the planning efforts

-

Gail will call Carner or current Exec

Planning meeting set for Monday, Feb 3, 1984, from 2:00 pm to 6:00 pm .
with dinner afterwards, at SF airport.

gbj
1-16-84



AIDS

Education concerns parallel epidemic’s growth

There's a simple rationale behind the
ambitious trio of Annual Session pro-
grams on AIDS, sexually transmissible
diseases, and topics in transfusion.
“People need to know,” says Sarah
Miller, M.D., director of the Ventura
County Health Care Agency and coor-
dinator of two of the programs.

As AIDS becomes less a “big city”
problem, with cases being reported in
the state’s most rural areas, Dr. Miller
says physicians involved with treating
AIDS have asked that the disease be
addressed “in the context of public
health.” She says she ““can’t stress
enough” how important physician ed-
ucation is in furthering that end.

Although programs dealing with
AIDS and related topics have become
more common—even in areas reporti
relatively small AIDS caseloads—Dr.
Miller says the hunger for more infor-
mation within the health care
community has not been staved. Physi-
cians, nurses, and ancillary staff are
eager for more information about
AIDS, which has afflicted approxi-
mately 13,000 in the United States
since 1981. Dr. Miller notes that her
own involvement in planning the An-
nual Session program stemmed from
requests by family practice residents in
her area for more AIDS education.

Identifying AIDS, treating the pa-
tient, and handling the subsequent
counseling for patient and family are
all addressed in the Saturday, March 1,
morning program titled, ‘“The AIDS
patient and the primary care physi-
cian.” Dr. Miller says one program
goal is to bring potential problems out
into the open, “so ph i 4
those close to the patient 3 ks be so
afraid.” B

Dr. Miller says physicians will learn
about the disease’s clinical idiosyncra-
sies from AIDS research expert Michael
Gottlieb, M.D., of UCLA. His presen-
tation will include a section on
laboratory evaluation of HTLV-III infec-
tions and AIDS, to educate physicians

about the tests necessary for diagnosis
of the disease, and subsequent patient
management strategies.

Other program presenters include
Thomas Prendergast, M.D., director of
the Orange County Department of
Public Health, and two Orange County
Physicians familiar with the treatment
of AIDS and unusual manifestations:
Thomas Cesario, M.D., and Alexandria
Levine, M.D.

Aside from the clinical elements in-
volved with treating an AIDS patient,
Dr. Miller says the Annual Session pro-
gram will help physicians deal with
the social aspect as well. The role of
emergericy service personnel and others
who provide care to AIDS patients will
be addressed. Helping physicians be-
come resources for health care
personnel and others concerned about
the transmission of the disease will be
stressed by both Drs. Gottlieb and
Prendergast.

The afternoon session, titled, *“Up-
date on sexually transmitted disease,”
offers an overview of maternal and neo-
natal infections by San Diego physician
Philip Goscienski, M.D., considered an
expert in the field of sexually trans-
mitted diseases, particularly chlamydia.
Identifying and treating chlamydia,
which Dr. Miller notes was only re-
cently recognized as the catalyst for a
host of sexually related diseases in
women, will be stressed.

Coinciding with the morning AIDS
program, but as part of a separate pre-
sentation titled, “New and important
topics in transfusion,” James Mosley,
M.D., will speak on the risks of dis-
ease transmission with transfusions.
The program will offer current statistics
concerning blood donors and disease
contractors, discuss the myths and
facts behind giving—and receiving—
blood, and address practical precau-
tions. Dr. Mosley, an infectious disease
specialist, is also principal investigator
of UCLA’s transfusion safety study.

&turda_;;’ i
March 1

Section on Preventive Meédicine and

Public Health presents

* TMAIDsMomwunPﬂmycuu
Physician

Cosponsor: Task Force on Sexually Trans-
missible Diseases

Program planner and moderator: Sarah L. ‘
Miller, M.D., Ventura

Overview of HTLV-Ill infections and AIDS

Thomas Prendergast, M.D., Orange

Clinical presentation and laboratory evaluation

Michael Gottlieb, M.D., Los Angeles

Managing patients with evidence of HTLV-Ill In-
fections and AIDS

Thomas Cesario, M.D., Orange

Neoplastic manifestations of AIDS

Alexandra Levine, M.D., Los Angeles

Role of primary care physician in counseling
patients and families

Dr. Cesario

Emergency medical service personnel and
others in care of patients with HTLV-iI infec-
tions and AIDS

Dr. Gottlieb; Dr. Prendergast

CME credit: 4 hours of CMA, ACEP and BRN Cate-

gory | credit. The financial assistance of

Hoffmann-La Roche is gratefully acknowledged.




January 10, 1986
T0: Presidents, Component Medical Societies

RE: Acquired Immune Deficiency Syndrome (AIDS) -- Follow-up

Dear Doctors:

In mid-September I wrote to you regarding Resolution 719a-85:

Resolution No. 719a-85

Identification of Resources for Patients with AIDS

RESOLVED: That CMA encourage its component societies to identify those
physicians who are willing to care for patients with AIDS and make that

information available through local referral services and AIDS resource
organizations.

"ACTION: Substitute resolution adopted as amended.
At that time I requested your help in identifying those physicians in your

communities with the expertise and ability to care for patients with AIDS or
AIDS Related Conditions.

[ am now requesting that you forward a copy of your AIDS provider resource
list to CMA's Department of Continuing Medical Education in order to
coordinate a statewide referral system.

Sincerely,

Clarence S. Avery, MD
President

CSA/sdc
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CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough Street » San Francisco, California 94103-1233 « (415) 863-5522

T0:
RE:

September 18, 1985
Presidents, Component Medical Societies

Acquired Immune Deficiency Syndrome (AIDS)

During the 1985 Annual Session of the House of Delegates, the following
resolution was adopted:

Resolution No. 719285 / G
identification of Resources for Patients with AIDS

RESOLVED: That CMA encourage its component societies -
to identify those physicians who are willing to care for i
patients with AIDS and make that information available

through local referral services and AIDS resource

organizations.

ACTION: Substitute resolution adopted as amended.
Referred t0: Commission on Community Health Services.

The Commission on Community Health Services has reviewed recent data
regarding the numbers of diagnosed cases of Acquired Immune Deficiency
Syndrome (AIDS) statewide. The California Medical Association .
recognizes that AIDS patients should have access to the best and most
current medical care available. The CMA is therefore updating its
resource materials to assist you in your endeavors. Information
regarding diagnostic guidelines, treatment protocols, patient services,
epidemiological data, and research on therapy regimens is available from
CMA's Department of Continuing Medical Education to assist your
physician members in diagnosing and caring for people with this disease.

Enclosed you will find the most recent data regarding transmission for
AIDS reported by county of residency. As this data clearly shows, AIDS
is a statewide as well as nationwide epidemic increasing at an
exponential rate. While a large number of patients are currently
reported in San Francisco and Los Angeles counties, it should be noted
that many persons diagnosed with AIDS may have relocated to these areas
to receive the most current medical care. In the coming years, however,
hospital resources in the major metropolitan areas will be overburdened
and patients will require care and treatment in their county of
residence.



Presidents, Component Medical Societies

RE:

Acquired Immune Deficiency Syndrome (AIDS)

Recently, AIDS patients and persons with AIDS Related Conditions in
other parts of the country have been refused medical care and/or
referrals to other health providers. As members of the medical
profession, we have a responsibility to ensure that AIDS patients have
access to the same quality of care as all other patients. The CMA
therefore urges you to identify those physicians in your communities
with the expertise and ability to care for patients with AIDS or AIDS
Related Conditions. We also ask that you develop a list of health
providers in your communities qualified and knowledgeable about this
disease in order for you to provide referrals for persons requiring
medical care.

Sincerely,

Wareree gf dmy_m&

Clarence S. Avery, MD
President

Enclosure



AIDS CASES BY COUNTY

OF RESIDENCE AT ONSET OF ILLNESS
January 1981 - July 31, 1985

CASES
San Francisco ...ceceeees 1179
Los Angeles .owe s X i 1041
orange ........ i e B R, 103
Alameda (ex. Berkeley).. - 99
SAN PLOUY wwis owiiilnnoss 90
Santa Clara ...ceeeeeess " 47
Riverside ......cc00.e - 39
Contra CoSta ..ceceeeeeves 37
SONOMA .:.ccvcesesecnsnsocs 31
San Mateo ..cccccee e 29
| L S v e 28
SACTANRNRLD v cvssnmumuns 23
Monterey ....... S R 12
San Bernardino ......... 11
Santa Barbara .....cc00 11

Ut Oof StAte .csssiniens
Santa Cruz ....ccceceseee
San Luis Obisbo ...cceee
KEEN sciavsininveeesnsei

Fresno ........ IS Q. S
Mendocino ....ccceee it
San JoaguUin cccissaninuw
VeRLULA ssanwssns R
Berkeley ........ b A s

StANISLAUS . en v snnswsnain
Bl DOLstle s s s ve we i vatis
Lake ....cceeeccne A
S0JANO civessevcnsananes
FUDA: . 5ies s 5 a o e and soaie sl
Imperial ..... %6 F Woe wiE e
PLECBY: o5 ns 5 anss o i s
NEPA ~xcovemsswswsnssnss
Merced . eow'es i s o o ss wieis
TLEINLEY i vos v it s
San Benito «e.ccseveins o
Humboldt/DelNorte.......

H R RERENONNODNWWWWARBUDOONSJ®

TOTAL 2860

DEATHS
464
457

46
35
33
23
17
12

8
14
11
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CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough St. « P.0. Box 7690 » San Francisco, CA 94120-7690 « (415) 863-5522

January 15, 1986

Eleanor Bell

Kansas Medical Society
1300 Topeka Avenue
Topeka, Kansas 66612

Dear Ms. Bell:

Enclosed are the tiems you requested. 1In addition to the chaptered versions
of AB 403 and AB 488, I've included the legislative staff's analysis and our
legal counsel's opinion on these laws. Also enclosed is San Francisco
Medical Society's interpretation for physicians and hospitals and the
California Hospital Association Bulletins regarding the same.

As one would expect, opinions on these two laws vary. Many physicians feel
that these laws restrict them in caring for their patients. In reality, I
think they feel inconvenienced by having to secure a release from the patient
. for each referral or consultation. However, since laws are not truely defined
until they hit the courts, strict interpretation does create some unusual
restrictions on physicians and hospitals alike. I know several groups will be
introducing legislation to clarify and perhaps restructure parts of AB 403 and
AB 488 which are cumbersome. :

Although both AB 403 and AB 488 protect confidentiality, there are concerns
that this information will somehow become available to employers and insyrance
companies. Insurance companies are now developing their own strategies for
selection and de-selection of insurees.

Should you have any further questions, please don't hesistate to call or
write.

Sincerely yours,

Wt WA

Mark L. Madsen, MPH
Staff to the ad hoc Committee on AIDS

MLM/sdc
Enclosures

California Medical Assoclation’s 115th Annual Session ¢ February 28 - March 5, 1986 ¢ Westin Bonaventure Hotel, Los Angeles
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KANSAS MEDICAL SOCIETY

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

December 13, 1985

California Medical Association
44 Gough Street
San Francisco CA 94103

To the Legislative Liaison:

‘The Kansas Legislature will convene shortly after the first of the

year, and it is quite likely that efforts will made to address poten- -
tial problems from the growing AIDS crisis. The Kansas Medical Society
hopes to provide rational and informed direction for such legislation,

and is therefore seeking information from states that have already

enacted AIDS-related legislation. According to the American Medical

News, yours is among them.

We would appreciate it if you would send us a copy of your state's .
legislation, any rules or regulations developed for its implementation,
and any comments you might make related to the process or your asSess-
ment of the strengths or shortcomings of the present law and its mecha-
nisms.
Thank you for your cooperation; I look forward to hearing from you.

Sincerely,

o

Eleanor Bell

RECEIVED
DEC 18 1985 @



CALIFORNIA MEDICAL ASSOCIATION
. 44 Gough Street » San Francisco, California 94103-1233  (415) 863-5522

December 5, 1985

Paul U. Strauss, MD

Chief of Staff

Harbor View Medical Center
120 Elm Street

San Diego, California 92101

Dear Doctor Strauss:

CMA President Clarence S. Avery, MD, included your name on CMA's AIDS
information update list. Noting that your recent correspondence concerned
confidentiality issues, I have enclosed for you some confidentiality -
guidelines which were developed by the San Francisco Medical Society. )
Interpretations of AB 403 and AB 488 have varied substantially. I believe
these guidelines were developed from the most strict interpretation. I hope
they provide you with some further guidance.

. If I may be of further help, please don't hesitate to contact me directly.
Sincerely,

MMH——

Mark L. Madsen, MPH
Staff, Ad Hoc Committee on AIDS

MLM/sdc
Enclosure

cc: Clarence S. Avery, MD



CALIFORNIA MEDICAL ASSOCIATION
~ 44 Gough Streel * San Francisco, Calilornia 94103-1233 « (415) B63-5522

October 7, 1985

Paul U. Strauss, MD

Chief of Staff

Harbor View Medical Center
120 Elm Street

San Deigo, California 92101

Dear Doctor Strauss:

Recently there has been a great deal of confusion regarding the new
California law (Chapter 22, 1985) regarding HTLV-III test results and
confidentiality. Your letter of August 8, 1985 expressed concerns voiced
by many health care providers throughout California.

AB 403 (which was enacted as Chapter 22) provides for the confidentiality

of HTLV-III test results only and is not intended to restrict in any way the
physician who treats patients with AIDS or AIDS-related conditions. 1In
California and throughout the nation, AIDS is a reportable disease. Physicians
are encouraged to respond to this disorder as one would any communicable
disease with respect to reporting, confidentiality and referral. .
I have enclosed for your information several articles which may help to
clarify the issues you raise. Further information regarding diagnostic
guidelines, treatment protocols, patient services, epidemiological data and

- research on therapy regimens is available from CMA's Department of Continuing
Medical Education to assist physicians in diagnosing and caring for people
with this disease.

Sincerely,

Clarence S. Aver MD
President

CsA/sdc
Enclosures

bcc: . Robert Elsner
Andrina Walsh
Linda Ramsey
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August 8, 1985

Dear Dr. Avery:

The Medical Executive Committee of Harbor View Medical Center views
with great concern the recent State of California Law (AB 403)  now
in effect regarding the confidentiality for evaluation of Acquired
Immune Deficiency Syndrome (AIDS) as reported in the County of S.n
Diego Physicians Bulletin of June 1985, #296. )

The Medical Executive Committee of Harbor View Medical Centi.:r
acknowledges the sensitivity of the matter and the need for confi-
dentiality to protect persons who are being evaluated for AIDS. The
Committee also recognizes the severity of the disease and the poten-
tial for spread in the entire population. This disease is viewed as
a potential devastating public health problem and all effective
measures should be taken to control its dissemination.

The antibody test for the probable causative agent of AIDS (HTLV-
I1I) is a significant breakthrough in this disease and its utiliza-
tion is the only currently available effective means of gaining some
insight into the epidemiology of the disease.

The current law is extremely harsh and one-sided and is not in the
best interests of the general public. It does not allow responsible
physicians to take appropriate action to help contain the spread of
this dreaded disease because of the restraints placed wupon the
physician by the new law. The threats of punishment may deter
physicians from involvement in any AIDS related testing.

The Medical Executive Committee strongly urges all responsible agen-
cies to make every effort to have the law changed so that both the
interests and health of the general public, as well as the confider-
tiality of the individuals being evaluated, are respected and pro-
tected. Currently the law protects only those individuals being
evaluated for AIDS.

120 ELM STREET ® SAN DIEGO, CALIFORNIA 92101 © (619)232-431
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AIDS Resolution
August 8, 1985
Page 2

Your assistance and cooperation are greatly appreciated.
Cordially,

2eu Sk

Paul U. Strauss,
Chief of Staff
Harbor View Medical Center

PUS:dar



CMA AUXILIARY / 44 Gough Street / San Francisco, California 94103 / 415 863-5522

November 8, 1985

TO: County & District Presidents & Presidents-Elect
State Board Members

Dear Auxiliary Members:

As you know, recently Assemblywoman Doris Allen (Orange County) addressed the
Auxiliary's Fall Conference and made several comments regarding AIDS. With the
assistance of CMA's Committee on AIDS, I thought it would be helpful to provide you
with accurate information on those issues raised by Assemblywoman Allen. :

0 As of August 19, 1985, there were 12,444 reported cases of AIDS nationwide,
of these 816 were women. Clearly, AIDS is not a "gay disease." Nor is it
confined to metropolitan areas, as cases have been reported all across
California.

0 "No evidence supports AIDS transmission by casual contact, by the airborne route,
by objects handled by people with AIDS, or by contaminated environmental surfaces."
(James W. Curran, MD, MPH, Director AIDS Activity, Centers for Disease Control,
Atlanta). The medical profession uniformly agrees that you can engage in your
usual daily activities, such as working in a group setting, shaking hands, attending
public events, eating in restaurants, attending school, and swimming in public
pools, without any risk of getting AIDS. Obviously, quarantine measures are

unnecessary.

o San Francisco General Hospital does not provide "rooms for sex" for any patients.
This rumor started as a result of a nurse asking for policy guidelines as one of
her patients (not an AIDS patient) was being visited by his girlfriend in the late
evening.

o Children who are up for adoption and are from parents who are members of high-risk
groups are routinely tested for HTLV-III antibodies. As these children are wards
of the court, there is no obstacle to full and complete medical evaluation prior
to placement. :

I would also like to refer you to the November issue of California Physician and the
October issue of The Atlantic. Both publications have excellent articles which give
accurate and reasonable information on AIDS. Fear and hysteria about AIDS is spreading.
The best protection against both AIDS and the fear is accurate scientific information.

For additional information, the AIDS Hotline is an excellent resource. In northern
California the toll free number is 80C-367-AIDS, in southern California 800-922-AIDS.

Sincerely,
7

M__.—
rs. Donald B. Hull

President
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S ACMA LEAE” LETTER

THE NEWSLC T -OR THE LEADEFIS OF THE LOS ANGELES COUNTY MEDICAL ASSOCIATION

i 2 At their first formal meeting on November 12 [the semnd will be Monday evening,
December' 9), members of the Committee on AIDS "decided that their initial and primary

purpose will be to serve fellow physicians_as an .information and education resource on
AIDS and A}DS-related oondmons. :

S e

; _ ged “program. They will submit a
~sarlos«-of«;,timdy’5and “meaningful : articles on>AIDS? Managing Editor ‘Howard Bender for

;publlcatlon-In-*LACllA“Physlciam ‘Bender: has™ lndlcatedfthat he® wlll be receptlve to such-
The Committee will"establish a}!wmu _

\ay=voted to develop razthr

lth}&t expert
% p::pvid¢§

it SN

: . em FAssociate Medical Director of'
rthe’AmrIcan Red:CPossLos. Aﬂgeles and’ Ora g‘é‘Cb’hn Y:H '"i‘Vi“" ‘«the Committee has a

: sglnfdctbuszdlseau?speciallsts 1€
- :

b But thecall ‘I out right now fo additional “physicians “who "are’ ready, willlng and
‘able to" speak to physician audiences or to respond to phone cails from fellow physicians
-seeking: information on AlIDS-related - matters.%ﬁllﬁphyslcians*whcvare interested are

b e

lnvlted to: hone the -LACMA . Communicatlons D ment-atruf!*lsal oxt. 312 or. 338.

"‘T;g-f L "“f‘f_?[(a 5 Al

B NSt b

LACMA'’s AIDS Committee Sets Agenda

LACMA’s Committee on AIDS
met for the first time recently. As
a result of that meeting, the com-
mittee has formulated a three-point
agenda toward which it will direct
its activities.

The first project will be the
development and implementation of
an information service for physi-
cians. The idea of a “warmline,”
wherein physicians could call
LACMA and get up-to-date infor-
mation during regular business
hours was favored over a more
expensive, and largely unnecessary,
24-hour “hotline” service. Physician
callers to this number would be given
the name and number of an expert
in the area of concern to the caller.
The committee is currently assem-
bling a list of physicians who are
qualified and willing to participate in
the service.

The second point on the com-
mittee’s agenda is the development
of a speaker’s bureau. The physicians
who participate in this project would
speak before physician groups only,
such as LACMA Districts, specialty

societies, etc. Again, the committee |

is seeking participants who are both
qualified and willing to speak.

The final point of the agenda is
preparation of articles to appear in
LACMA Physician. Suggested ideas
would be an AIDS primer for phy-
sicians, and an article on the problem
of insurance companies and coverage
for AIDS patients.

For additional information on
the activities of the AIDS Commit-
tee, or to volunteer for either the
“warmline” or speaker’s bureau,
contact David Zeitlin, LACMA’s
Director of Communications, at
(213) 483-1581, ext. 312.

;3"9;.. o -.,1-._—'- <2

LACMA Physician / January 13, 1986 31
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INTER-OFF ICE MEMORANDUM

To: Bob Elsner Date: 17 September 85
T?lAA_gz__

From: Paul K. Strobel <

Subject: Monterey County Medical Society Board Meeting

September 16, 1985

AIDS CONTROVERSY

Reacting to the third grade, eight-year-old hemophiliac in Carmel who con-
tracted AIDS, the Board voted to refer media, school district, parent,
physician and other inquiries to the existing society Task Force on AIDS.

It was strongly emphasized, however, that the Task Force will dispense only
the latest information. Strategies or advice on specific courses of action,
it was noted, are political and not medical decisions.

County Health Officer Bob Melton, who will be meeting with school district T)D M
officials in a town meeting Tuesday, reported that the New York Times .‘

recently carried an excellent article on the fifteen most often asked AIDS
questions with answers. He intends to pass copies of that article out at
the meeting.

In a related item, Doctor Melton reported that the alternate testing site
for HTLV-III screening opened in Seaside (near Fort Ord) on August 1 and
screened 29 persons without a positive result. The bad news is that two
positives have been found among only 12 screened so far in September.

NICORETTE STUDY

Endorsed the Stanford Heart Disease Prevention Program's nicorette study to
determine if a supplemental education program, when combined with the
physician's prescription for the nicotine chewing gum, is more effective in
smoking cessation. Materials have been forwarded to Cathy Maley. They
include 16, slick 8 1/2 x 11 pamphlets with titles 1ike "How to Have a
Drink Without Smoking", "How to Cope With Stress Without Smoking" and "How
to Drink Coffee or Tea Without Smoking."

CORONER AND “NO CPR"

Asked Doctor Melton to clarify the legal aspects of a letter from his
department which advises convalescent facilities to contact the coroner's
office "if a patient expires. . .and 'do not resuscitate' orders have been
given." It was Doctor Melton's offhand opinion "that the essence of the
Jetter is don't call 911 and use valuable and well-trained paramedics for
terminal situations.”



CALIFORNIA MEDICAL ASSOCIATION

Interoffice Memorandum

TO: BOB ELSNER Date: 19 NOVEMBER 85

FROM: PAUL K. STROBEL

(DICTATED BUT NOT READ)

RE: Monterey County Medical Society
Board Meeting, November 18, 1985

JOHN HAYS TRANSFERS TO INYO-MONO

Learned that CMA Delegate and CALPac Board member John Hays, an orthopod, is
going to where the action is: Mammoth Lakes on November 25. His address
will be P.0. Box 1849, ZIP 93546.

His replacement as delegate is Warren D. "Duke" Turner who moves up from

alternate delegate. The president was authorized to appoint an alternate
delegate to fill Dr. Turner's unexpired one-year term.

Also named Salinas OB/GYN Norman D. Nelson to replace John on the CALPac

Board.

AIDS PROJECT

Supported, in concept, the non-profit Monterey County AIDS Project.  The
two-page fact sheet describing the project has been sent to Mark Madsen and
Cathy Maley.

CMA REPORT
Heard Dave Holley report on: 1) the Supreme Court's decision in Roa; 2) the
fact that the Sabih initiative is dead, 3) the importance of passage of the

joint and several liability initiative and 4) the outstanding track record
that CMA compiled in Sacramento this year.

HEALTH INITIATIVE

Received an update that the county, along with the Health Initiative's ten
largest creditors (probably all the hospitals plus some heavy hitters), will
file a letter of intent to sue the State. This is the Medi-Cal pilot
project that went way over budget and left providers holding an empty bag.
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San Francisco Medical Society

NEWS RELEASE

250 Masonic Avenue ® San Francisco, CA94118 ¢ (415) 567-6230

FOR RELEASE: Friday, December 20, 1985
CONTACT: STEVE L HEILIG
PHONE: (415) 567-6230

SAN FRANCISCO MEDICAL SOCIETY ADVOCATES VOLUNTARY AIDS ANTIBODY
TESTING FOR ALL HIGH-RISK INDIVIDUALS

SAN FRANCISCO — The San Francisco Medical Society has issued a statement
encouraging all high-risk individuals to volunteer for HTLV-II testing. The HTLV-III
test is an indication of the exposure to the virus that has been found to cause Acqui.red
Immune Deficiency Syndrome (AIDS).

Edward A Chow, MD, SFMS President, noted the policy provisions are applicable
only as advisory guidelines in San Francisco, and were developed by the AIDS Task
Force of the SFMS in consultation with representatives from a broad épectrum of private
and governmental medical organizations.

"SFMS strongly supports the provision of all needed resources for the care of
people with AIDS and AIDS-related conditions, and for research and treatment of this
disease," said Dr Chow. "Education of the at-risk population groups has been effective,
but we are concerned that even more can and should be done. Voluntary testing will

offer concerned, at-risk individuals greater impetus to live healthy lifestyles and to
- limit unsafe sexual contacts and practices.”

"While we are all aware the HTLV-III test is not a test for AIDS itself,"

Dr Chow noted, "and fortunately only a minority of those infected with the virus (and

thus testing positive) will develop AIDS, we believe it extremely important that those

(more)
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SAN FRANCISCO MEDICAL SOCIETY ADVOCATES VOLUNTARY AIDS ANTIBODY

TESTING FOR ALL HIGH-RISK INDIVIDUALS - Press Release Page 2

at risk of becoming infected and those already exposed to the virus make every effort
to avoid behaviors, conditions, and potentially infectious agents which might place
unnecessary stress upon their health."

The test now appears to be much more accurate than was initially indicated,
so the fears about false results are less important than earlier in the year. Also,
San F_rancisco's model anonymous testing program and state legislation regarding
confidentiality and diserimination further support those deciding to take the test.

"Even though new AIDS cases appear to have reached a plateau of 60-70 cases
per month in San Francisco," Dr Chow said, "this is still an unacceptably high incidence
of a disease with a mortality rate of near 100%. One death per day is too many for

a disease that strikes young, vigorous, and previously healthy individuals in their prime."

cE2 33
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SAN FRANCISCO MEDICAL SOCIETY
ADVISORY STATEMENT REGARDING
AIDS AND HTLV-II TESTING
December 1985

. San Francisco Medical Society

250 Masonic Avenue
PO Box 18719

San Francisco, CA 94118
415 567-6230

The following statement is the product of intensive review by the San Francisco Medical
Society Bioethics Committee and AIDS Task Force and was approved by the SFMS Board of
Directors in December of 1985. Representatives from a broad spectrum of private and
governmental medical organizations participated in the development of the statement. The
recommendations contained herein are intended as advisory guidelines to San Francisco for
the continuation of the difficult battle against the spread of AIDS. They are in no way
intended for use as coercive measures or by parties other than concerned individuals, their
physicians, and recognized organizations serving the interests of public health.’

WHEREAS the AIDS epidemic poses an extremely serious threat to the health of all individuals,
and _

WHEREAS the San Francisco Medical Society is deeply concerned about the health of all
members of society, including those in groups at high risk for AIDS: .

1. The SFMS fully supports the provision of all needed resources for the care of people
with AIDS and AIDS-related conditions, and for research and treatment of this disease.
® .

The SFMS strongly encourages all individuals in groups at risk for AIDS and anyone
having sexual contact with those in high risk groups to be voluntarily tested for
HTLV-III antibodies. :

3. The SFMS strongly supports the continued confidentiality of the HTLV-II test and
the continuance of the anonymous testing site program.

4. All persons at risk for AIDS are urged to practice safe sex (sexual practices that do
not involve the transmission of bodily fluids) at all times. Sharing of needles and
syringes among drug users is also an unsafe practice that should be avoided at all cost.

5. As AIDS is primarily a sexually-transmitted disease, all individuals, regardless of
sexual orientation, who have had or currently have multiple sexual partners should
consider themselves at risk for the disease. Anyone at risk for AIDS should eliminate
those sexual activities that put him or her at risk.

The SFMS wishes to remind all interested persons that the HTLV-III test is NOT a test for
AIDS itself, but is a test for the virus which can cause AIDS. Medical research indicates
that only a minority of those infected with the virus (and thus testing positive) will subsequently
develop AIDS. Thus it is extremely important that those at risk of beccming infected and
those already exposed to the virus make every effort to avoid behaviors, conditions, and
potentially infectious agents which might place unnecessary stress upon their health. People
choosing to be tested are strongly advised to avail themselves of the educational resources

provided by AIDS-aware community organizations such as the San Francisco AIDS Foundation
. and the Department of Public Health and to seek appropriate medical advice and care when
indicated.
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RECOMMENDED GUIDELINES FOR NOTIFICATION OF
PATIENTS OF THE RECEIPT OF BLOOD OR BLOOD
PRODUCTS FROM DONORS WHO TEST POSITIVE TO .
THE HTLV-II ANTIBODY

San Francisco sedical Society

(May also be used with appropriate modifications for
Notification when Donors have Frank AIDS)
250 Masonic Avenue

PO Box 18719 November 1985
San Francisco, CA 94118

415 5676230

1. The overall hospital policy should be that, for the well being of the patients, their
family and friends, and the general public, notification be given to recipients of
blood products from donors who subsequently develop AIDS and from donors who
subsequently test positive to the HTLV-III antibody.

2. The notification policies and procedures should respect the patient-physician
relationship and to the extent possible the notification decisions should be made
by the patient's personal physician.

3. Hospitals should identify the appropriate existing medical staff committee (eg, one
which relates to the transfusion service, Infectious Disease or Quality Assurance)
or, if necessary, establish a new one and charge it with the overall responsibility
of handling the notification from the blood bank in the manner most supportive of

the recipient, his family and friends, and his physician relationships.

4. The medical staff structure identified should be responsible to monitor and kee
records of the attending physician's action with respect to the notification. D
model letter for notification of the physician and documentation of his responses
is attached. In the event that the attending physician cannot be identified or
located, or cannot for some reason be expected to act upon the information, it is
that structure's responsibility to assign the task to another appropriate physician.

5. If the patient's attending physician at the time of the transfusion is not currently
the patient's primary physician, the attending physician should be encouraged to

consult with the primary physician with a decision being made jointly regarding
notification of the patient.

6. If the attending physician does notﬁo notify the patient, he/she should be advised
to document his/her decision and the reasons for that decision. This action should
be reviewed by the responsible medical staff structure.

7. Procedures should be established to assist the attending physician and the patient
with up-to-date information regarding the meaning of the test results, the risk of
transfusion-related transmission, and the state of the art in diagnosis and treatment

_ of AIDS. The material developed and maintained by the Irwin Memorial Blood Bank
e should be put to full use in this regard.

8. As with any patient record, confidentiality should be fully protected. Hospitals
should be prepared, however, for public disclosure of the ocecurrence and for requests
for information regarding the notification policy and practice.
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CALIFORNIA MEDICAL ASSOCIATION

Interoffice Memorandum

To Bob Elsper

From__ Paul K. Strobel §%3J}\S;L-—

{ Santa Clara County Medical Society
Council Meeting, December 3, 1985

DM&£%%54{?5?335

Subjec

MANDATED PROFESSIONAL LIABILITY INSURANCE

Reported that several dissident physicians from San Jose Hospital bypassed the
local medical society and went directly to Clarence Avery and Phil Lippe for
help in the battle against Hospital Board mandated professional liability
insurance. Phil maintains that the perception of many local physicians, rightly
or wrongly, is that Society sidesteps controversial issues.

I was directed to obtain as much information as possible from CMA staff and AMA
on this question and send it to Howie Pearce. By copy of this memo to Richard
Robinson, Libby' Snelson, Jack Light, Dick Pronovost, Ralph Thomas, and Carla
WycKkoff,I am asking that you forward any information on the subject to me at
your early convenience.

A motion to strongly endorse the principle that Organized Medical Staffs, and
not Hospital Boards, should decide the question of professional liability coverage

for physicians was deferred to the next Council meeting.

LEGAL COUNSEL

Allocated up to $2,000 to retain the services of Bob Singer to "assist in
systematizing the Society's peer review guidelines."

INSURANCE REVIEW COMMITTEE

Approved the form letter (attached) to be sent to patients' insurance companies
with copies to patients to counter the impression, when appropriate, that
physicians' ‘fees are exorbitant. It was also decided to inform the Insurance
Commissioner of compénies who habitually underpay claims,

AIDS TASK FORCE

Authorized formation of an AIDS Task Force to address the questions raised in
Wally Sampson's meme of November 22 (attached). I suggested that the leadership
may want to check with the San Francisco Medical Society which has a similar Task
Force.

County Health Doctor Bernadette De Armond reported that the County, with a
population of 1.4 million, has had only 90 cases of AIDS since April of 1983.
She expects, however, that the case finding will increase as victims begin to
seek medical help locally rather than travelling to San Francisco and San Mateo
counties for care.



Santa Clara County Medical Society

700 Empey Way
San Jose, CA 95128
(408) 998-8850

November 22, 1985

TO: Executive Committee and Council
FROM: Wallace Sampson, M.D., President-Elect

RE: Proposal for Establishment of a County-Wide AIDS Task Force

There is an urgent need for a coordinated informational and action

oriented task force of physicians for the present and forthcoming problems
of the AIDS epidemic. It is not likely that a coherent and balanced
system of care can be developed by staffs of individual hospitals, nor is
it likely that a statewide or nationwide system can be developed because
of the problems of geography and distance. The county-based orientation
would seem to be the ideal size for such a project.

The project would have several aims.

j The project task force will attempt to ensure adequately trained
medical personal to be available at each hospital, where possible, to
assure maximum quality of medical care for people with AIDS, or ARC
(Aids Related Complex) when hospitalization is necessary.

2 It would ensure standardization for acceptable communicable disease
principles and for public education programs to relieve community
anxiety about the communicability of AIDS.

3. The project task force would attempt to assure adequate home care
for all patients in need of such, including ambulatory and
intravenous therapy where necessary, to avoid unnecessary and
prolonged hospitalization.

ba The project Task Force, by adopting sound communicable disease and
Richard Mercer, M. D . President Melvin Russi, M. D., Treasurer Robert Naughten, M. D.. VP Communuty Heaith
Walluce Sampson, M. D)., President-Elect Murtn (nkelus. M. D., Edwor Elliot Momison, M. D., VP External Affurs
Den Gurtman, M. .. Past President John Shinn. M. D.. VP Member Services Marc Wakefield. M. D.. House Officer
Myron Weshart, M.D., Secretary Hugh Walsh, M.D., VP Prof Candwer . : Mr. Sean Tums, Medical Student

« Richard Steve, M.D. » Sherman Souther, M.D. * Maran Vanci, M.D. * Willam Wate Normun Woods, M.D. «

Councilors: Emiro Burbano, M.D. + David Discher, M.D. * Theodore Fainstat. M.D. + zq A.D. * Jerry Hanson, MA%BLRDW émmdy;‘ﬂige; %ﬁﬂ&zng M.D.
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medical principles, combined with sensitive and humane principles of
care, could assure the community, insurance underwriters, and
government agencies, that care can be provided with maximal benefit
at the most reasonable output of funds.

5. The task force would be organized by the Santa Clara County Medical
Society, jointly with the Santa Clara County Health Department, with
a nucleus of physician members, and perhaps subcommittees, to
retain non-physician members as well. Representative physicians
from each of the major community hospitals and teaching hospitals in
the County (at least two from each) could form this physician
nucleus, with one or two M.D. public health officers. One or more
primary care physicians could be selected at large from the
physician community, as could one or more physicians from the gay
community.

6. The task force would seek ways to discourage use of unproven and
disproven methods by helping to implement standards of effectiveness,
and to help to discourage use of investigational drugs outside of
approved research protocols.

Because of the predicted immensity of the AIDS problem, it is urgent that
we begin such a project now, so that the task force can be available to
undertake study and solution of future and unpredicted problems, as well
as the present ones. The existence of such a task force may be
reassuring to the community, and will increase the effectiveness and
relevance of the Medical Society. The concentration of effort being on
local and community based care, will be a major asset to the County of
Santa Clara.

30
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REPORT OF THE BOARD OF TRUSTEES

Report: PP
(I-85)

Subject: AIDS and HTLV-III Antibody Testing
(Resolution 9, A-85)

Presented by: William S. Hotchkiss, M.D., Chairman

Referred to: Reference Committee E
(John A. Martin, M.D., Chairman)

Resolution 9, (A-85), which was referred to the Board of
Trustees with a suggested amendment, reads as follows:

RESOLVED, That the American Medical
Association immediately request the U.S.
Department of Health and Human Services not -
to proceed further on publishing the i
information on AIDS and HTLV-III Antibody
Blood Testing found in the January 11, 1985
edition of "Morbidity and Mortality Weekly
Report™ until the government has time to
consider valid objections to the language
therein; and be it further;

RESOLVED, That the AMA also urge the
Department of Health and Human Services to
permit blood collection centers to perform
HTLV-III antibody testing for their own use,
but to relieve the centers of any
responsibility for supplying test results to
test subjects until appropriate scientific
knowledge is available; and be it further;

The House of Delegates considered amending the resolution by
adding a resolve urging the government to "support studies to
determine the meaning, if anything, of HTLV-III positivity in
otherwise healthy people in non-high risk categories and to
determine what medical evaluation and recommendations should be
made."”

Past House Action: A-85:254; A-84:343,345,349; 1-63:121; A-83:240
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B. of T. Rep. PP - page 2

Introduction

Acquired Immunodeficiency Syndrome (AIDS) presents a
significant challenge to the American medical community. This
challenge is being answered by intense research efforts seeking
improvement in medicine's capacity to prevent, diagnose, and treat
this syndrome. The nation's biomedical research community
identified the causal agent, the human T-lymphotropic virus type
III (HTLV-III) for AIDS and quickly developed a diagnostic
procedure to identify those who have been exposed to the virus.

The presence of antibodies to HTLV-TII indicates exposure to
the virus and these antibodies constitute the basis for detection
by the diagnostic HTLV-TII ELISA test. As presently performed,
the HTLV-III ELISA test does not discriminate between the presence
of antiviral antibodies and anticellular antibodies. Thus, the
specificity of this diagnostic tool has been questioned.

Notwithstanding the fact that a true positive ELISA test
indicates some exposure to the HTLV-III virus and not the presence
of AIDS, the severity of the disease coupled with the uncertain
implications of the HTLV-I1L ELISA test poses a difficult dilemma
for the practicing medical community with respect to interpreting
and acting upon positive test results. A confirmatory procedure,
the Western Blot Test, is available for individuals who initially
test positive with the HTLV-III ELISA test. However, the
availability of the caonfirmatory test to the practicing medical
community is limited and this situation is compounded by delays in
both the processing of test specimens and the communication of
test results.

The following is a brief exposition of the scientific evidence
that underlies uncertainty regarding interpretation of the results
of the HTLV-III ELISA test. The diagnosis of AIDS is discussed at
length in two recent reports of the Council on Scientific
Affairs.lvz

Discussion of Scientific Evidence

Virus antigens used in the ELISA test are prepared from whole
virus grown in the leukemic cell line H9. Viral harvests from the
infected cells are "purified" by density gradient centrifugation
and are then disrupted prior to coating beads or microtiter
wells. If host cell antigen is incorporated into the virus
particle, “purification” by density gradient cannot be expected to
separate host cell and viral antigens. Even if host cell antigens
are not incorporated, density gradient centrifugation does not
assure the separation of these two groups of antigens. Thus, in
order to distinguish between antiviral and anticellular antibodies
in the ELISA test an uninfected cell control (H9 cells) is
necessary. Nones of the presently licensed HTLV-ITII test kits
contain an uninfected cell control.
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At a recent Public Health Service workshop (31 July 1985),
“"Experience with HTLV-IILIL, Antibody Testing - Update on:
Screening, Laboratory and Epidemiologic Corcrelations," several
papers were presented that reported very high false-positive rates
(70% or higher) between initial and repeat ELISA test results, as
well as between repeatedly reactive ELISA test results and Western
Blot Test results. A number of ELISA positive sera were found to
be reactive with uninfected H9 cell antigens. The HLA antigens
Hl, Bw62, Bwé, Cw3, DR4 and DQW3 have been identified in H9 cell
cultures (Weiss et al, Lancet 2:157, 1985). Using two commercial
screening assays, Kuhnl et al (Lancet 1:1222, 1985) reported that
27% of DR4 typing sera scored as positive for HTLV-III antibody.
At the PHS workshop on HTLV-III antibody testing, Dr. J. Menitove
of the Council of Community Blood Centers reported finding not
only anti-DR4 antibodies in repeatedly positive ELISA test sera,
but also found anti-HLA DQ3 antibodies in some of the same sera.
At this same meeting a subset of the normal population having no
known risk factors for AIDS, multiparous females, was reported by
Dr. S.C. Lloyd of Serologics, Inc. to give equivocal ("biological
false positives") ELISA results using licensed HTLV-III antibody
test kits. These females gave negative Western Blot Tests and
were shown to possess antibodies to both leukocycte and
erythrocyte antigens.

Conclusion

The first resolve of Resolution 9 (A-85) deals with
information contained in the January 11, 1985 issue of Morbidity
and Mortality Weekly Report. It should be noted that the
recommendations made in this issue are provisional and it is
stated at the end of the article that, "Revised reconmendations
will be published as additional information becomes available and
additional experience is gained with this test.” The Board notes
that the Public Health Service is presently considering revising
these recommendations and a new set can be expected before the
next meeting of the House of Delegates.

The second resolve of the resolution seems to imply that blood
collecting centers are required by Food and Drug Administration
regulations to supply test results to test subjects. There is not
now, nor has there ever been, any FDA regulation requiring
notification of positive test results to domors. What is in
effect is a recommendation that they be notified. At a meeting
following the workshop on HTLV-III antibody testing, Dr. Harry M.
Meyer, Jr, Director, Center for Drugs and Biologics, Food and Drug
Administration stated that the FDA does not have any immediate
plans to require donor notification and would not consider doing
so until more is known about current tests.
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The Council on Scientific Affairs, frow whom the Board sought .
guidance on this matter, believes that at present two important issues
among the many important issues surrounding HTLV-ITI antibody testing
are:

1s The number of positive results with the
HTLV-III ELISA test that have been reported
for individuals in non-high risk categories.

P The number of false-positive results that
appear to be due to anticellular antibodies
(which may or may not occur together with
antiviral antibodies).

These issues increasingly are confronting the practicing
medical community which is faced with interpreting HTLV-III test
results and acting upon such results in the best interests of
individual patients. Therefore, the Board of Trustees recommends
that: -

1. The AMA urge the government to continue to support :
studies to determine the meaning of HTLV-IIL
positive antibody test results in otherwise
healthy people in non-high risk categories to
determine what medical evaluations and recom- .
mendations should be made.

2 This report be adopted in lieu of Resolution 9,
(A-85).

REFERENCES

1. The Acquired Immunodeficiency Syndrome. JAMA 252:2037-2043
Oct. 19, 1984.

2. Status Report on the Acquired Immunodeficiency Syndrome. Human
T-Cell Lymphotropic Virus Type III Testing. JAMA 254:1342-1345,
Sept. 13, 1985,
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REPORT OF THE BOARD OF TRUSTEES

Report: 55
(1-85)

Sub ject: AMA Action Plan for AIDS
Presented by: William S. Hotchkiss, M.,D,, Chairman

Referred to: Reference Committee E
(John A. Martin, M.D,, Chairman)

As of October, 1985, over 14,000 cases of acquired immunodeficiency
syndrome (AIDS) had been reported in the United States, and over
1,000,000 persons are estimated to be infected with the AIDS retro-
virus. Unless current trends of infection are slowed, AIDS has the
potential of becoming the major lethal pandemic of the century. In
at least the near future, vaccines and specific therapies will not be
available to control the AIDS retrovirus; the only effective counter-
measure is education leading to behavior modification.

Physicians are uniquely qualified to educate patients, their
families, and the general public about AIDS. The American Medical
Association (AMA) is the logical source of information for physicians
about AIDS, The AMA's role, therefore, is to disseminate information
about AIDS to physicians and to establish physicians as the most
credible accessible source of AIDS information in the eyes of the
public. To fulfill this role, the AMA has developed an Action Plan
for AIDS that is focused primarily through physicians serving as
resources for education and guidance in their communities.,

The AMA Action Plan for AIDS will provide physicians with current
information about AIDS through various mechanisms including written
and electronic media, conferences, liaison with other organizations,
and interfaces with all sources of accessible information. Education
of the public will occur principally through identification of
physicians, medical societies and the Auxilliary as educational and
informational resources within the community. In addition, the AMA
will interface with various governmental agencies to facilitate
adequate allocation of funding resources to ATDS research,
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(10) RESOLUTTON 70 - CONTROL STIDY
OF HEROIN

RECOMMENDATION:

Mr. Speaker, your Reference Committee recommends
that Resolution 70 be referred to_the Board of

I_r}as,t,eﬁﬁ_ﬁ}z*—&;cla ASe .

Resolution 70 asks that the AMA encourage the Mational Institutes
of Health to conduct a controlled study to evaluate heroin as compared
to other available narcotics in the treatment of patients suffering
intractahle pain due to cancer.

A1l in attendance were sympathetic to the goal of providing optimal
pain relief to cancer patients. However, because a controlled study of
pain relief with heroin is now underway, referral is suggested.

(11) REPORT SS OF BOARD OF TRUSTEES
AMA ACTION PLAN FOR AIDS AND
RELATED CONDITIONS

RESOLUTLON 108
TASK FORCE ON AIDS
RESOLUTION 113
SOCIETAI. CONSENUENCES OF AIDS

RECOMMENDATLON:
Mr. Speaker, your Reference Committee recommends that
Report SS of the Board of Trustees be adopted in lieu

of Resolutions 108 and 113.

Report SS of the Board of Trustees describes an AMA action plan
to disseminate information about AIDS to physicians and to establish
nhvsicians as the most credible accessible source of AIDS information
for the public.

Resolution 108 calls for the AMA to establish a task force to
review and support the Centers for Disease Control guidelines concerning
protection of health care workers from AIDS and to enhance understanding
of the disease and appropriate precautions required to prevent infection
of health care workers.

Resolution 113 asks that AMA (1) include the concerns of the
general public in its task force on AIDS, (2) work with the Centers
for Disease Control in a public education program about AIDS, and
(3) investigate the financial problems of patients in high risk groups
in obtaining health insurance as well as the financial difficulties of
institutions that treat a disproportionate number of AIDS patients.

Resolutions 1N8 and 113 are encompa=sed in activities proposed
by Report SS of the Board of Trustees.



Voo WwnhWwWwhNn=—

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 76
(LSS)

Introduced by: Oklahoma Delegation
Subject: Acquired Immune Deficiency Syndrome (AIDS)

Referred to: Reference Committee E
(John A. Martin, M. D., Chairman)

Whereas, Acquired Immune Deficiency Syndrome (AIDS) has in the last few years
become a hazard to our American society; and

Whereas, The American public has become very aware of this hazardous physical
illness; and

Whereas, The disease is spreading rapidly over all parts of this country; and

Whereas, The disease of AIDS is rapidly becoming a threat to the health of all of the
American people; and

Whereas, Most states have required premarital tests before a marriage license is issued;
therefore be it

RESOLVED, That tte American Medical Association encourage continuing research
and studies concerning Acquired Immune Deficiency Syndrome (AIDS) and AIDS-related
complexes; and be it further

RESOLVED, That the AMA recommend that each of our fifty states encourage intro-

duction of legislation to require an HTLV-III test for AIDS for each person before a
marriage license can be issued.

Fiscal Note: $2,500
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(12) RESOLUTION 76 - ACQUIRED IMMUNE
DEFICIENCY SYNDROME (AIDS)

RECOMMENDATIONS :

Mr. Speaker, your Reference Committee recommends:

Recommendation 1:

That the second resolve of Resolution 76 be deleted.

O&

Recommendation 2:

Mr. Speaker, your Reference Committee recommends that
Resolution 76 be adopted as_amended.

Resolution 76 recommends that 1) the American Medical Asssociation
encourage continuing research and studies on Acquired Immune Deficiency -
Syndrome (AIDS) and AIDS-related complexes; and 2) that each of our >
fifty states encourage introduction of legislation to require an HTLV-IIT.
test for AIDS, for each person, before a marriage license can be issued.

The first Resolve of Resolution 76 is an affirmation of existing
AMA policy.

The second Resolve of Resolution 76 is not recommended for
adoption for the following reasons:

(a) the significance of a positive test for HTLV-III
antibodies in non-high risk groups is not thoroughly
understood;

(b) pre-marital screening tests are considered ineffective
as a publi¢ health measure;

(c) the resolve does not address what is to be done with the
results of the test;

(d) pre-marital screening for HTLV-III antibodies would
unnecessarily increase public anxiety about AIDS.

(13) RESOLUTION 96 - AIDS AND SCHOOL CHILDREN

RECOMMENDATION:
Mr. Speaker, your Reference Committee recommends that C:E§Zi )
Resolution 96 be referred to the Board of Trustees. ',,)

Resolution 96 asks that the AMA study the public health consequences
of allowing children with AIDS and AIDS Related Complex to attend school,
and to report back at the 1986 Annual Meeting.
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RESOLUTION 76 - ACQUIRED IMMUNE
DEFICIENCY SYNDROME (AIDS)

RECOMMENDATIONS:

Mr. Speaker, your Reference Committee recommends:

Recommendation 1:

Recommendation 2:

Mr. Speaker, your Reference Committee recommends that
Resolution 76 be adopted as amended.

Resolution 76 recommends that 1) the American Medical Asssociation

encourage continuing research and studies on Acquired Immune Deficiency -
Syndrome (AIDS) and AIDS-related complexes; and 2) that each of our :
fifty states encourage introduction of legislation to require an HTLV-IIT -

test for AIDS, for each person, before a marriage license can be issued.

The first Resolve of Resolution 76 is an affirmation of existing
AMA policy.

The second Resolve of Resolution 76 is not recommended for
adoption for the following reasons:

(13)

(a) the significance of a positive test for HTLV-IIIL
antibodies in non-high risk groups is not thoroughly
under itood:

(b) pre-marital screening tests are considered ineffective
as a publié¢ health measure;

(¢) the resolve does not address what is to be done with the
results of the test;

(d) pre-marital screening for HTLV-III antibodies would
unnecessarily increase public anxiety about AIDS.

RESOLUTION 96 - AIDS AND SCHOOL CHILDREN

RECOMMENDAT LON::
Mr. Speaker, your Reference Committee recommends that <:E§2;>
Resolution 96 be referred to the Board of Trustees.

Resolution 96 asks that the AMA study the public health consequences

47 of allowing children with AIDS and AIDS Related Complex to attend school,
48 and to report back at the 1986 Annual Meeting.



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 96

(1-83)
Introduced by: Resident Physiclians Section
Subject: AIDS and School Children
Referred to: Reference Committee E

(John A. Martin, M.D., Chairman)

Whereas, Acquired Immune Deficiency Syndrome can be transmitted
only via intimate contact or parentally; and

Whereas, School-age children have a right to quality education;
and

Whereas, Children may be stigmatized and psychologically damaged
by exclusion solely because of a diagnosis of "AIDS" or "Pre-AIDS";
and
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Whereas, Many individuals have abnormal T4/T8 ratios who have

no signs or symptoms of AIDS; therefore be it

RESOLVED, That the American Medical Association study the public
health implications of allowing children with Acquired Immune Defi-
ciency Syndrome and AIDS Related Complex to attend classes and report

back at the 1986 Annual Meeting.

Fiscal Note:

$160,000
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1 (12) RESOLUTION 76 - ACQUIRED IMMUNE

2 DEFICIENCY SYNDROME (AIDS)

3

4 RECOMMENDATTIONS :

3

6 Mr. Speaker, your Reference Committee recommends:

7

8 Recommendation 1:

9
10 That the second resolve of Resolution 76 be deleted. el
11 ijlésf
12 Recommendation 2:
13
14 Mr. Speaker, your Reference Committée recommends that
15 Resolution 76 be adopted as amended.
16
17 Resolution 76 recommends that 1) the American Medical Asssociation |

18 encourage continuing research and studies on Acquired Immune Deficiency
19 Syndrome (AIDS) and AIDS-related complexes; and 2) that each of our .
20 fifty states encourage introduction of legislation to require an HTLV-III
21 test for AIDS, for each person, before a marriage license can be issued.

22

23 The first Resolve of Resolution 76 is an affirmation of existing .
24 AMA policy.

25 '

26 The second Resolve of Resolution 76 is not recommended for

27 adoption for the following reasons:

28

29 (a) the significance of a positive test for HTLV-III

30 antibodies in non-high risk groups is not thoroughly

31 understood;

32 (b) pre-marital screening tests are considered ineffective

33 as a publié¢ health measure;

34 (¢) the resolve does not address what is to be done with the

35 results of the test;

36 (d) pre-marital screening for HTLV-III antibodies would

37 unnecessarily increase public anxiety about AIDS.

38

39 (13) RESOLUTION 96 - AIDS AND SCHOOL CHILDREN

40

41 RECOMMENDATION:

42

43 Mr. Speaker, your Reference Committee recommends that (:E??%;)
44 Resolution 96 be referred to the Board of Trustees.

45

46 Resolution 96 asks that the AMA study the public health consequences

47 of allowing children with AIDS and AIDS Related Complex to attend school,
48 and to report back at the 1986 Annual Meeting. .
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Referral is recommended because the Resolution addresses

a complex issue that requires careful investigation and thought.
Investigation of this issue is consistent with Report SS of the

Board

of Trustees. Referral will permit adequate time to consider

the issue on an individual and community, as well as a national,

level.

A report on the issue raised in Resolution 96 is anticipated

for the 1986 .Annual Meeting.

(14)

RESOLUTION 99 - HERPES SIMPLEX AND
SCHOOI, CHILDREN

RECOMMENDATION:

Mr. Speaker, your Reference Committee recommends
that Resolution 99 be referred to the Board of
Trustees.

Resolution 99 asks that AMA support the rights of children

with herpes infections to attend school and to develop model legisla-
tion which would guarantee such rights.

This Resolution is unclear as to whether herpes simplex only

should be included or whether all herpes viruses are included. Referral-
is recommended with a report to be prepared for the 1986 Annual Meeting.

(15)

REPORT A OF COUNCIL ON SCIENTIFIC
AFFAIRS - EFFECTS OF PESTICIDE
EXPOSURE (RESOLUTION 42, I-84)

RECOMMENDATIONS:

Mr. Speaker, your Reference Committee recommends:

Recommendation 1:

That Report A of the Council on Scientific Affairs be
amended by substitution of the following paragraph
beginning on line 39, page 3 as approved by the Council
so that it reads: "The Council on Scientific Affairs
recognizes the need for better regulations, standards
and surveillance for pesticide application to assure
worker safety and environmental quality. The Council
believes that the AMA should strongly encourage the
appropriate governmentg}ragencies and private organi-
zations to monitor closely the long-term effects of
pesticides upon exposed individuals, especially farm-
workers. The Council believes, however, that a thorough
evaluation of pesticide safety as proposed by Resolution
42 would not represent reasonable use of AMA resources."

Recommendation 2:

Mr. Speaker, your Reference Committee recommends that
Report A of the Council on Scientific Affairs be

adopted as amended in lieu of Resolution 42 (1-84).
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DULECATES

Introduced by:
Subject:

Referred to:

Resolution: 97
(1I-85)

Resident Physicians Section
Discrimination of AIDS Patients

Reference Committee E
(John A. Martin, M.D., Chairman)

Whereas, The HTLV IIT virus has never been shown to be transmitted
by casual contact; and

Whereas, AIDS patients have been the victims of discrimination;

and

Whereas, Legislation has been passed requiring that HTLV III
positive patients be reported to state health authorities; therefore

be it

RESOLVED, That the American Medical oppose discrimination against
AIDS patients or individuals with HTLV ITT positive serum and individuals’
at increased risk in developing AIDS; and be it further

RESOLVED, That the AMA oppose any local, state or federal legisla-
tion that would lead to such discrimination, or that would invade
patient/doctor confidentiality.

Fiscal Note:

$50,000 - $100,000
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(19)
(20)

12 (21}

16 (22)
19 (23)
22 (24)
25 (25)

28 (26)
32 27)

36 (28)
39 (29)

42 (30)

4

(31)
Al
48 -

49 (32)

CONSENT CALENDAR ---REFERENCE COMMITTEE E

RECOMMENDED FOR ADOPTION:

(18) RESOLUTION 90

SMOKELESS TOBACCO

RESOLUTION 109
TOBACCO PRODUCT SALES

RESOLUTION 60
TOBACCO-FREE SOCIETY BY 2,000

RERORT T OF BOARD OF TRUSTEES
ALCOHOL-RELATED INJURIES REQUIRING MEDICAL CARE
¢(IN LIEU OF RESOLUTION 168, A-84)

REPORT J OF BOARD OF TRUSTEES
REPORTS OF THE COUNCIL ON SCIENTIFIC AFFATIRS

RESOLUTION 15
DISSEMINATION OF CSA INFORMATION

RESOLUTION 89
THERAPEUTTC AND PHARMACEUTICAL ALTERNATIVES BY PHARMACISTS

RESOLUTION 66
ADVERTISING OF PRESCRIPTION DRUGS

REPORT M OF BOARD OF TRUSTEES
JOINT VENTURE WITH USPC, INC.

(IN LIEU OF RESOLUTION 91, A-85)

REPORT C OF COUNCIL ON SCIENTIFIC AFFAIRS
ANTIBIOTICS IN ANIMAL FEEDS

(IN LIEU OF RESOLUTION 54, A-84)

RESOLUTION 106
SUBSTANCE ABUSE

RESOLUTION 9
PHARMACEUTICAL COSTS

REPORT PP OF BOARD OF TRUSTEES
AIDS AND HTLV-ITI ANTIBODY TESTING

(IN LIEU OF RESOLUTION 9, A-85)

RESOLUTION 97
DISCRIMINATION OF AIDS PATIENTS

REPORT I OF BOARD OF TRUSTFES
CLINICAL LABORATORY TESTS AND STANDARDS

(IN LTEU OF RESOLUTION 3, I-84; RESOLUTION 48, A-83

.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 108

(1-85)
Introduced by: Section on Medical Schools
Subject: Task Force on AIDS
Referred to: Reference Committee E

(John A. Martin, M.D., Chairman)

Whereas, Reports on Acquired TImmune Deficiency Syndrome (AIDS) in
leading scientific publications and responsible segments of the media
have contributed significantly to the medical profession’'s and the
public's understanding of this disease; and

Whereas, Coverage of AIDS by the media has caused unfounded fear of
contagion among some health care workers and the general public; therefore
be it

RESOLVED, That the American Medical Association establish a task
force to review and support the Center for Disease Control guidelines
for protection of health care workers and to develop ways to enhance
understanding of the disease and appropriate precautions recommended
for health care workers, including physicians, and for the general public.

Fiscal Note: $40,000
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(10) RESOLUTION 70 - CONTROL STUDY
OF HEROIN

RECOMMENDATION:

Mr. Speaker, your Reference Committee recommends
that Resolution 70 be referred to the Board of

Trustees Alp T Lack AZ6 .

Resolution 70 asks that the AMA encourage the National Institutes
of Health to conduct a controlled study to evaluate heroin as compared
to other available narcotics in the treatment of patients suffering
intractable pain due to cancer.

All in attendance were sympathetic to the goal of providing optimal
pain relief to cancer patients. However, because a controlled study of
pain relief with heroin is now underway, referral is suggested.

(11) REPORT SS OF BOARD OF TRUSTEES : -
AMA ACTION PLAN FOR AIDS AND i
RELATED CONDITIONS
RESOLUTION 108

TASK FORCE ON AIDS
RESOLUTION 113

SOCIETAL CONSENUENCES OF AIDS

RECOMMENDATION:

Mr. Speaker, your Reference Committee fecommends that
Report SS of the Board of Trustees be adopted in lieu
of Resolutions 108 and 113.

Report SS of the Board of Trustees describes an AMA action plan
to disseminate information about AIDS to physicians and to establish
physicians as the most credible accessible source of AIDS information
for the public.

Resolution 108 calls for the AMA to establish a task force to
review and support the Centers for Disease Control guidelines concerning
protection of health care workers from AIDS and to enhance understanding
of the disease and appropriate precautions required to prevent infection
of health care workers.

Resolution 113 asks that AMA (1) include the concerns of the
general public in its task force on AIDS, (2) work with the Centers
for Disease Control in a public education program about AIDS, and
(3) investigate the financial problems of patients in high risk groups
in obtaining health insurance as well as the financial difficulties of

institutions that treat a disproportionate number of AIDS patients. .
Resolutions 108 and 113 are encompassed in activities proposed
by Report SS of the Board of Trustees.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 113
(1-85)

Introduced by: Medical Student Section
Subject: Societal Consequences of Aids

Referred to: Reference Committee E
(John A. Martin, M.D., Chairman)

Whereas, AIDS (Acquired Immune Deficiency Syndrome) was first
described in the summer of 1981 and continues to affect all of our
society in epidemic fashion today, the fear of this syndrome's
potential capabilities has turned into irrational phobias on the
part of many uninformed Americans; and

Whereas, Public concern over the disease is now approaching
hysteria in some instances with children being prohibited from
attending school, blood supplies dropping to dangerously low levels
and job discrimination against those with the disease continuing to
exist; and

Whereas, Well-defined risk factors are known predisposing
individuals to acquisition of the HTLV-III/LAV virus through careful
research and epidemiological study as published by the U.S. Centers
for Disease Control; and

Whereas, The fears of certain Americans in the educational
system's hierarchy have affected the social and mental well-being of
our children by deeming them unfit to attend school for fear of trans-
mitting the virus to other children; and

Whereas, This isolation may only further heighten such unfounded
acts and allow for widespread dissemination of misinformation to the
people of the United States and the World; and

Whereas, The number of AIDS cases doubles every ten months,
thereby increasing the need for accurate public education; therefore be it

RESOLVED, That the American Medical Association broaden the scope of
its Task Force on Acquired Immune Deficiency Syndrome (AIDS) to address
the concerns of the general public; and be it further

RESOLVED, That the AMA work with the Centers for Disease Control to
educate the general public including educators, parents, and the legal
profession about AIDS developments in a timely and effective manner; and
be it further

RESOLVED, That the AMA investigate the financial difficulties faced
by institutions which treat a disproportionate number of AIDS patients,
as well as the difficulty encountered by HTLV-III seropositive individuals,
members of high risk groups and AIDS patients in obtaining health insurance.

Fiscal Note: $40,000 to $100,000 depending upon the size and scope
of the study
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(10) RESOLUTTON 70 - CONIROL STUDY
OF HEROIN

RECOMMENDATION:

Mr. Speaker, your Reference Committee recommends
that Resolution 70 be referred to the Board of

T_rll_sti%_atd:#é;dc. ASe.

Resolution 70 asks that the AMA encourage the National Institutes
of Health to conduct a controlled study to evaluate heroin as compared
to other available narcotics in the treatment of patients suffering
intractable pain due to cancer.

All in attendance were sympathetic to the goal of providing optimal
pain relief to cancer patients. However, because a controlled study of
pain relief with heroin is now underway, referral is suggested.

(11) REPORT SS OF BOARD OF TRUSTEES
AMA ACTION PLAN FOR AIDS AND
RELATED CONDITIONS

RESOLUTION 108
TASK FORCE ON AIDS
RESOLUTION 113
SOCIETAL CONSEQUENCES OF AIDS

RECOMMENDATION:

Mr. Speaker, your Reference Committee recommends that
Report SS of the Board of Trustees be adopted in lieu
of Resolutions 108 and 113.

Report SS of the Board of Trustees describes an AMA action plan
to disseminate information about AIDS to physicians and to establish
physicians as the most credible accessible source of AIDS information
for the public.

Resolution 108 calls for the AMA to establish a task force to
review and support the Centers for Disease Control guidelines concerning
protection of health care workers from AIDS and to enhance understanding
of the disease and appropriate precautions required to prevent infection
of health care workers.

Resolution 113 asks that AMA (1) include the concerns of the
general public in its task force on AIDS, (2) work with the Ceuters
for Disease Control in a public education program about AIDS, and
(3) investigate the financial problems of patients in high risk groups
in obtaining health insurance as well as the financial difficulties of
institutions that treat a disproportionate number of AIDS patients.

Resolutions 108 and 113 are encompassed in activities proposed
by Report SS of the Poard of Trustees.




