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To Whom It May Concern:

Please send me any available information regarding 
the Colostrum-Secretion Therapy for A.I.D.S.
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St. Joseph Hospital
Attn: Jan Tomakowsky, Health Education 
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* COLOSTRUM-THERAPY FOR AIDS (NO SIDE EFFECTS)
Step 1 - 1 Teaspoon Colostrum in pint of water ENEMA 

(Hold for as close to 15 MINUTES as possible)
Step 2 - 1 Teaspoon ORALLY, 3 times per day for 3-4 Weeks
Step 3 - 1 Teaspoon ORALLY, 2 times per day to 1 Teaspoon 

every 3 days maintenance program.

Comments: Bovine COLOSTRUM Now Avaiable $8.25/oz with 
12-16 Ounces required for stabilization... 
Use TOPICALLY as needed for sores, etc..

*Approved Alternative COLOSTRUM RESEARCH SOCIETY



WHAT HELP CAN YOU GIVE YOUR IMMUNE SYSTEM?

Immunity - Webster defines ’’immunity” as protection against or lack of 
susceptibility to a disease, poison, infection or the like.

Uptil recently, most of us did not give our immune response much thought, much 
less understand any of it. With much national publicity about Acquired Immuno- 
cjeficiency Syndrome (AIDS), Cancer, Leukemia, Herpes, etc., we are beginning to 
grasp the importance of our body’s defense against disease. This security is 
known as our immune system.

We felt that the body, given a well balanced diet, proper rest and reasonable 
isolation from people with contagious conditions, would keep us relatively free 
from illness, and that our bodies would manufacture the antibodies needed to 
combat the germs that invade our body. Unfortunately, we do not always supply 
this need from our early childhood.

Animals and humans constantly combat a multitude of disease causing organisms 
present in the environment. Bacteria, viruses, and other microbes frequently 
penetrate the skin or mucous membranes which is the signal for the body to 
initiate an immune response.

The body’s security against disease is the immune system. However, when an 
individual is exposed to the antigens of a microorganism for the first time, 
production of antibodies may be a relatively slow process, requiring several 
days or weeks. Many pathogenic bacteria overcome the protective effects of 
phagocytic white cells, during this interval and reproduce in great numbers.

Disease symptoms that appear in individuals at such times often result from the 
destruction of human tissue by rapidly growing populations of bacteria. Some 
bacteria, for . example, produce poisons called toxins. • Some of these are exo­
toxins, or poisons, secreted by living bacterial cells into host tissues. In 
other cases, poisons are retained inside bacteria (endotoxins) and are released 
only when the cells die and disintegrate. Other pathogenic bacteria do not 
produce toxins but reproduce so rapidly that their immense population alone is 
sufficient to disrupt the normal functions of host tissues. Death of infected 
individuals can result if the normal functions of such tissues are impaired too 
severely.

Colostrum is mothers way of giving protection to the new born and passing 
immunity from one generation to the next.

The first and greatest health food was colostrum, the first milk, loaded with 
antibodies, that gave protection and immunity to the newborn. It started the 
immune system which allowed individuals to grow. Researchers are now beginning 
to realize the value and potential use of colostrum in animal and human 
medicine.

Some immunologists believe that immune factors other than immunoglobulins may be 
essential in maintaining a strong immune system in adults. Colostrum is so 
broad a spectrum it seems to have immune factors for all ages.
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Bovine milk contains about 4% protein of which 80% is casein and only 10% is 
immunoglobulins. Colostrum contains about 20% protein, of which 55% is immuno­
globulins. Besides immunoglobulins there are antibody stimulating factors, 
hormones, vitamins, nucleotides, enzymes, and various non-immunoglobulin 
components that destroy disease-causing microorganisms.

The most common vitamins in colostrum are vitamins A, B and E. For example, 
Bouda (1) found that the vitamin A concentration in colostrum was 10 times 
higher than in blood plasma. Samson reported that the mean vitamin Bl2 con­
centration in colostrum was 2,432 pg/mL; whereas, milk and serum contained only 
116 pg/mL.

In another study, Bouda (2) stated that the vitamin E concentration in milk was 
2.5 times lower than in colostrum. The vitamin E protects the vitamin A from 
oxidation, and it contributes to the formation of antibodies.

Colostrum is a good source of nucleotides. Gil (4) found that colostrum nucleo­
tide content was substantially higher than the levels of milk. Specific nucleo­
tides present were orotic acid, AMP, CMP, GMP, UMP, UDP, and GDP.

Colostrum whey has several inhibitors (9) which may protect ingested antibodies 
from digestion. Trypsin inhibitors (3,7) and alpha Anti-trypsin (6) have been 
found in relatively high concentrations in colostrum.

Michael Klagsburn, associate Professor of biological chemistry at Harvard 
Medical School discovered that cells grew especially well in colostrum, which 
contains an even higher level of growth factor than is found in blood serum.
(10)

Interferon is a class of soluble small proteins that inhibit virus multipli­
cation. Lawton (5) found that leucocytes in colostrum are capable of producing 
this anti-viral factor. However, the average concentration of interferon in 
colostrum was not reported.

Dr. Richard Barmakian, N.D., has found that only a small amount of this special 
extract can provide immune factors to stimulate the body's own immune system. 
Perhaps this original food may be the protective answer from our beginning to 
our end.

Many studies have been completed showing relationship between ’ nutrition, 
infection and immunity, conditions of the body which affect the relationship of 
nutrition and immunity, including the hetero-geneity of the food we eat, our 
differing abilities to handle various nutrients, and the influence of 
environment on specific nutritional needs. (11)

Macromolecules present in food capable of eliciting an immune response can be 
absorbed through the gastrointestinal tract in adults and children. In infants, 
the relative immune intestine can absorb even larger quantities of such ^anti- 
genic substances. Antibodies present in mother's milk (colostrum) help limit 
the uptake of these macromolecules. (12)
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Colostrum has been advocated as a ‘'major breakthrough" in fight against hundreds 
of diseases, (13) including MS patients.

Immunoglobulin therapy is being investigated in the treatment of AIDS in 
children. It is a unique feature of pediatric AIDS that the patients immune 
systems are destroyed before they have had a chance to develop fully. (14)

The human skin, which is only a few millimeters thick, is the body's / largest 
organ. One Of the skins most remarkable roles has’been recognized only 
recently: It is an integral part and active element of the immune system. 
Specialized cells in the skin have interacting roles in the response to foreign 
invaders. (15)

Colostrum also protects intestine walls from E.coli building up, and from 
gastrointestinal virus, major causes of diarrhea, says Dr. Robert DeGregorio, 
research scientist at Fort Dodge, Iowa.
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ASSOCIATION OF CALIFORNIA LIFE INSURANCE COMPANIES

FILE COPY
LEWIS KELLER
PRESIDENT

1400 K STREET, SUITE 212 SACRAMENTO. CALIFORNIA 95814 (916) 442-3648

September 12, 1985

Honorable Art Agnos
Member, California State Assembly
State Capitol
Sacramento, California 95814

Dear Assemblyman Agnos:

This is in response to your letter of August 23rd concerning the 
interest of our Association in your Assembly Bill 403 as enacted 
into law in April of 1985.

I am appreciative of the opportunity afforded me to discuss the 
subject matter of AB 403, as well as your letter, with you and 
your assistant, Mr. Larry Bush, in your office Friday afternoon, 
August 30th. Our discussions of that afternoon appeared to develop 
a better understanding of our mutual desires to work cooperatively 
toward the solution of problems arising from AIDS in relationship 
to life and health insurance.

As I indicated to you in our meeting on Friday, your letter of 
the 23rd attributed to me and to our industry certain intentions 
which were based on a misunderstanding of fact. These were as 
follows:

"As I understand the message you are conveying, the 
insurance industry is seeking to repeal the portion 
of my bill, AB 403, prohibiting the use of the AIDS 
antibody test to determine insurability. It is also 
my understanding that your association is seeking 
explicit authority in the state insurance code to 
permit denial of insurance based on a positive HTLV III 
antibody test."

Both of these two understandings are incorrect. Attached is 
a copy of a position paper developed by an industry task force, 
with a draft bill attached. These were given to Larry Bush at 
a meeting in my office on August 15th (copies of these materials 
are enclosed). A reading of these discloses no basis for the 
"understandings" which you have gathered. Specifically, the bill 
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draft does not propose to repeal the ’’insurability” portion of 
your bill, but merely to move it over to the Insurance Code, which 
normally contains the statutory law relating to ’’insurability”, 
and permit the use of the AIDS antibody test under carefully 
restricted conditions in the underwriting of life and health 
insurance.

The same draft would not, as you state, ^permit the denial of 
insurance based on "a” positive HTLV III antibody test. The use 
of the article ”a” connotes singular which means a single 
test. The draft rather clearly states the opposite and requires 
as a minimum for denial of insurance that blood from any applicant 
which initially was found to have serologic evidence of antibodies 
to the probable causative agent of AIDS shall have been retested 
for confirmation.

Your letter then continues:

"It is my further understanding from you that, without 
this authority, health and life insurers plan to implement 
what you termed ’lifestyle screening’ as a means to 
eliminate applicants you surmise may be risk for AIDS.”

Here again, I am unable to find a factual basis for your understanding, 
’’lifestyle screening” of life insurance applicants, which is perhaps 
more appropriately termed a ’’background check" has been a part 
of the life insurance underwriting process for decades. Examples 
of this process are investigations to determine an applicant’s 
driving habits and use of tobacco, alcohol or drugs. It far preceded 
the recognition of AIDS as a significant healttj risk, and could not, 
therefore, be developed specifically for underwriting AIDS risks, 
as your letter implies.

With respect to your contention that use of the AIDS antibody 
tests by insurers for preliminary screening by insurers would 
constitute a federal offense, our preliminary research has failed 
to produce confirmation. However, we will continue our research 
on this fundamental question and share our findings with you when 
they have been completed.

In the body of your letter on page 3 you make the point that early 
warnings of health risks meant to help people who have knowledge of 
their conditions by giving them constructive warnings of risk should 
not be used to deny coverage. Your statements to this effect appear 
to overlook the fundamental basis of private voluntary life and 
health insurance. If individuals have knowledge of health conditions 
which make them measurably greater risks than the rest of the insured 
population, the insurer insuring them does a disservice to both the 
existing and future normal risk pools. This disservice can take the 
form of charging every new insured individual unfairly high rates in 
relationship to their risk. In life insurance, rates cannot consti­
tutionally be increased after policies are issued. In the extreme 
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case, being legislatively mandated to take high risk applicants 
could threaten the ability of the insurer to pay claims. This 
condition is known as insolvency.

The life and health insurance industry has a responsiblity to the 
totality of its present and future policyholders and cannot be 
reasonably expected to jeopardize their financial security by 
assuming disproportionately high risks for special groups no matter 
how deserving their condition may be. Under your interpretation 
of §199.21(f) of the Health and Safety Code an individual could go 
to any of the multiple testing sites, determine by two successive 
ELISA tests that he had a 5% to 20% chance of developing AIDS, and 
then apply to a life insurer for a life insurance policy and the 
life insurer could not lawfully acquire the same information before 
assuming the risk. This does not seem to be fair to other appli­
cants who are not given the right to withhold relevant personal 
medical information, or to the insurer's existing population of 
carefully underwritten standard risks.

This matter is discussed fully in the attached position paper. It 
will be addressed in substantially greater detail in materials which 
will be submitted at a later date.

On page 3 your letter again refers to an industry "proposal” to 
use "lifestyle screening". This is discussed above but, again, 
let me emphasize that there is no such "industry proposal", and 
that investigation of "lifestyle" has been a routine part of the 
life insurance underwriting process for decades.

On page 3, your letter states that:

"the Governor's AIDS Advisory Committee was informed of 
reports that the insurance industry is considering 
redlining by zip code area, and is using or considering 
such factors as single men having other single men as 
roommates or beneficiaries."

These "reports" appear to be very general and vague. If you could 
elaborate on them, I will attempt to respond in a helpful manner.

Finally, I must express our pleasure in accepting your invitation 
to the life and health insurance industry to join with federal and 
state governments in the fight to control AIDS, and thereby permit 
our industry to cope in a responsible manner with the potential 
for financial disaster which AIDS presently poses to the insured 
public.

Our Association adopted a "support" position on SB 1251 at its 
meeting on August 29th, as requested by your letter. We will 
communicate that support to Governor Deukmejian.

You have our pledge of cooperation in finding solutions to the 
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complex of problems arising from this most pernicious threat to 
the health and welfare of our nation.

Sincerely,

' Lewis Keller 
President

LK:gj

cc: Assembly Finance and Insurance Committee Members
Senate Insurance, Claims and Corporations Committee Members 
President pro Tempore David Robert!
Speaker Willie Brown
Assembly Minority Floor Leader Pat Nolan
Senate Minority Floor Leader Jim Nielsen 
Assemblyman Burt Margolin
Assemblyman Mike Roos
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draft does not propose to repeal the "insurability** portion of 
your bill, but merely to move it over to the Insurance Code, which 
normally contains the statutory law relating to "insurability", 
and permit the use of the AIDS antibody test under carefully 
restricted conditions in the underwriting of life and health 
insurance.

The same draft would not, as you state, permit the denial of 
insurance based on "a" positive HTLV III antibody test. The use 
of the article "a" connotes singular which means a single 
test. The draft rather clearly states the opposite and requires 
as a minimum for denial of insurance that blood from any applicant 
which initially was found to have serologic evidence of antibodies 
to the probable causative agent of AIDS shall have been retested 
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therefore, be developed specifically for underwriting AIDS risks, 
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form of charging every new insured individual unfairly high rates in 
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tutionally be increased after policies are issued. In the extreme 
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complex of problems arising from this most pernicious threat to 
the health and welfare of our nation.

' Lewis Keller 
President

Sincerely

LK:gj

cc: Assembly Finance and Insurance Committee Members
Senate Insurance, Claims and Corporations Committee Members 
President pro Tempore David Roberti 
Speaker Willie Brown
Assembly Minority Floor Leader Pat Nolan 
Senate Minority Floor Leader Jim Nielsen 
Assemblyman Burt Margolin 
Assemblyman Mike Roos
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December 6,
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Association of America
'1025 Connecticut Avenue. NW
'■■Washington,. DC 20036-3998
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TO THE MEMBERS OF THE 
DRAFTING GROUP ON LEGISLATION AND SUPPORTING DOCUMENTS 

FOR THE INDUSTRY POSITION ON TESTING FOR EXPOSURE TO THE 
ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS) VIRUS
Re: Position Paper on AIDS Antibody Testing

Dear Members:
As you may know, the position paper on AIDS HTLV-III anti­

body testing which you developed has been approved by the HIAA 
Board of Directors and by the Joint ACLI/HIAA CEO Task Force on 
AIDS. We thank you for your fine work on this project.

Since the last time we wrote you, the paper has gone through 
further revisions as a result of comments from you and others. 
Among the changes which you will notice is the deletion of the 
former introductory paragraph and the incorporation of part of it 
into the new Section III, "INSURANCE ASPECTS." The purpose of 
this was to avoid claiming hardship for our industry before we 
had established a firm base for that argument. Section III also 
contains assurances about existing coverage. A number of other 
changes involved the deletion of some of the bibliographical 
references and the replacement of two of them by new ones. We 
had to make some changes in the text to be consistent with the 
new references.

We anticipate that the paper will be updated from time to 
time. A version very close to the one enclosed will be included 
in a kit of AIDS materials which will be sent to member companies 
within the next several weeks.

We wish’you all happy holidays.
Sincerely,

Daniel F. Case 
Actuary, ACLI

DFC:KAC:cg

Karen A. Clif ford 
Assistant Counsel, 
HIAA

Enclosures



WHITE PAPER
THE ACQUIRED IMMUNODEFICIENCY SYNDROME

& HTLV-III ANTIBODY TESTING

l

1• THE AIDS PROBLEM
AIDS is potentially the most serious health threat our nation 

has ever faced. This is not evident from the fact that 13,611 cases 
had been reported to the Centers for Disease Control (CDC) by Septem­
ber 30, 1985 (1) or that that number was projected to double by 
September 30, 1986.(1) The importance of this problem does become 
evident, however, when one considers that the disease was unknown in 
the United States until 1981, and that if the number of cases doubles 
each year or so for very far into the future, a significant portion 
of the population could contract AIDS.

At present there is no vaccine, nor is one in sight.(2) There 
is no tested and proven antiviral drug (3) or other form of therapy. 
At this time, those who develop the full AIDS syndrome are certain to 
die, usually within 12-24 months. The median age at death is 35.(4)-

AIDS has been confirmed to be caused by what is called the 
HTLV-III virus. The CDC has estimated that from 500,000 to 1,000,000 
people in this country have thus far been infected with this vi­
rus. (1) Whatever the correct figure may be, it is rising. Because 
the HTLV-III virus has a long incubation period, the rising curve of 
actual AIDS cases lags behind the rising curve of viral infections by 
some three years.

In some risk groups, from 5% to 19% (5) of those who have been 
infected with the HTLV-III virus have been found to develop AIDS 
within 2-5 years. A 10% risk of incurring perhaps $100,000 of 
health-care expenses within five years, and then dying, represents an 
exceptionally high risk in a young person for a'health or life 
insurance company.

In addition to the 5% to 19% of infected individuals who devel­
oped AIDS within 2—5 years, 25% (5) developed AIDS—related complex 
(ARC), which progresses to AIDS m some peoole. While it is not 
known how many of those 25% will eventually get AIDS, ARC itself is 
likely to give rise to substantial medical expenses.

Something triggers the HTLV-III virus to attack and severely 
damage the victim’s (cellular) immune system, allowing normally 
innocuous organisms —— various protozoa, bacteria, viruses and 
fungi -- to cause pneumonia, meningitis and other life-threatening 
illnesses. It is these so-called opportunistic infections that 
characterize AIDS. They serve as the means by which one makes the 
diagnosis of AIDS. In AIDS victims, these organisms are extremely 
resistant to therapy and cause death.
E2
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The time from infection to development of clinical signs or 
symptoms of the disease can range from months to as many as ten 
years. (6) During this incubation period, people remain seeminglv quite healthy.

The most common means of transmitting the HTLV-III virus is by 
intimate sexual contact. Any sexual partner of someone who is 
infected may become infected by the virus and may subsequently 
develop AIDS. Sexual encounters with multiple partners greatly 
increase the risk of becoming infected. (1,6) This applies to both 
heterosexuals and homosexuals, and for obvious reasons occurs most 
often with those who are not married.(7) Approximately 73% of all 
AIDS patients in the United States to date have been homosexual or 
bisexual men.(1) AIDS tends to be highly prevalent in those metro­
politan areas that have large "gay" communities, most notably New 
York City and San Francisco. (7) About half of all cases thus far 
have been from those two cities. Other high prevalence areas cited 
bY the CDC include many of the other large cities in the United 
States.

Illicit intravenous (IV) drug users are another group at high 
risk for contracting AIDS, constituting about 17% of all who have 
this disease in the U.S.(l) The HTLV-III virus is transmitted from 
one person to another by use of nonsterilized (contaminated) needles. 
Seventy percent of IV drug users who get AIDS are male. (7) Over 94% 
of all AIDS patients in the U.S. are male.(8)

Hemophiliacs who have required repeated infusion of clotting 
factor concentrates from 1980 to 1984 to control bleeding episodes 
are at high,risk of having been infected. (9) The clotting products 
are synthesized from,large,numbers of donors. Heat treating of these 
products since 1984 is believed to have greatly reduced the risk of 
such transmission. HTLV-III antibody testing that is now being done 
by blood banks should virtually eliminate risk arising from future 
infusions of blood products. Still, a high percentage of those who 
have required such products from 1980 to 1984 have already been 
infected, as demonstrated by the presence of antibodies to HTLV-
III. (1) Many may acquire AIDS at some time in the future.

Others at high risk include newborns of infected mothers and 
those who have had sexual relations with infected people (spouses- (10) prostitutes) . r r r ,

Finally, those who have received multiple blood transfusions in 
the last five years are at a slight increased risk owing to donated 
blood contaminated with HTLV-III. Of the millions of people who have 
received blood transfusions, fewer than 200 cases of transfusion-as­
sociated AIDS have occurred. Screening that is now being done by 
blood banks should virtually eliminate this risk in the future.

II. THE ELISA TEST

In,response to being infected with HTLV-III, people develop 
antibodies to this virus. A relatively easy-to-do and inexpensive 
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screening test for antibodies to HTLV-III, called "ELISA" or "EIA," 
has been developed. If a person from one of the aforementioned 
high-risk groups has repeatedly reactive ELISA tests (i.e., succes­
sive tests.of a blood sample are positive), he or she has probably at 
some time in the past been infected with HTLV-III.(5) If the person 
is still carrying the live virus, he or she may be both capable of 
transmitting it to others and at a significant risk of eventually developing AIDS.(11)

It is obvious why our blood-banking industry was eager to begin 
using an antibody screening test. All blood banks and plasma centers 
initiated use of the ELISA test in March or April of 1985. Such 
testing is expected to essentially eliminate future contamination 
problems and guarantee public confidence in our nation’s blood supply.

ELISA, like virtually all other blood tests, is not perfect. 
This fact, unfortunately, creates both misunderstanding and unwar­
ranted mistrust.

The reliability of any positive (abnormal) test result depends 
to a very great extent on the prevalence of the entity that it seeks 
to identify (in this case, antibodies to the AIDS virus). When ELISA 
or another AIDS-related test is used in a setting of high AIDS 
prevalence (e.g., in those metropolitan areas where relatively many 
AIDS cases have occurred), it has a very high probability of accurate 
detection of HTLV-III infection. (12) Such tests will be used more and 
more by attending physicians (especially those who practice in 
high-risk areas) to assist in establishing a probable cause for 
otherwise unexplainable signs and symptoms. Just recently the CDC 
revised its case definition for AIDS, adding certain diseases that, 
if also associated with a positive ELISA test, will now be acknowl­
edged as being evidence of AIDS. This means that ELISA is being 
recognized as a test that can assist in making a reliable diagnosis.

On the other hand, when used in low prevalence settings, such as 
often happens in the nationwide random testing of blood donors, 
initially positive test results are more likely to be unreliable 
("false” positive). In such circumstances, the Public Health Service 
has advised, the test should be repeated.. If a repeat ELISA is also 
reactive, reliability is much improved. Still, repeatedly reactive 
ELISA results in a random screening setting are less reliable than 
those.where the test is used selectively.(13) Use of another kind of 
test is advocated in the random screening setting to confirm repeat­
edly reactive ELISA results. The Western blot (WB) test is most 
often used for this purpose at the present time. It is a time-con­
suming and relatively expensive test to perform. If, however, 
someone has two positive ELISAs followed by a positive WB, one may be 
confident that the result is a true positive.(13)

One last point is worth mentioning in regard to antibody test­
ing. The HTLV-III virus itself was discovered only in early 1984. 
The ELISA test was put on the market for use by blood banks in 
remarkably short order by FDA-licensed commercial manufacturers 
(Abbott; Electro-Nucleonics; Litton) . Reasons for fa.lse positives 
are being explored and, in some instances, have already been resolved
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by making test modifications and refinements. At present, the ELISA 
test is already a better screening test than most blood tests that 
are used in clinical medicine. With the biological research current­
ly being done, it will no doubt become still more reliable. Further­
more, there is already much discussion regarding the development of 
better, more independent confirmatory tests, about second generation 
tests, etc.(13) It may even be possible to develop a means of 
directly testing for HTLV-III itself rather than for its specific 
antibody.
III. INSURANCE ASPECTS

The life and health insurance business and its customers are 
affected by the AIDS epidemic in a variety of ways. Because of 
certain expressed concerns about insurance coverage and AIDS, it 
seems appropriate to restate a fundamental principle of insurance. 
Currently, valid contracts of life and health insurance providing 
coverage for loss of life, loss of income through disability, or 
medical expense do not exclude AIDS coverage and will remain in full 

- force (subject, of course, to the usual terms of such contracts). 
Further, currently offered new contracts or additions to existing 
contracts that do not require as a condition of coverage the submis­
sion of individual evidence of insurability acceptable to the insurer 
will cover AIDS victims.

Therefore, the issue of testing for the presence of the AIDS 
virus, its antibodies, AIDS-related complex, or the active presence 
of AIDS is confined to new coverage for which individual evidence of 
insurability acceptable to an insurer is required. The need for such 
evidence of insurability, the right of an insurance company to 
require such evidence and the public interest in requiring such 
evidence are well documented. The most fundamental principle of 
insurance charging the same premium rate for individuals whose 
expected risk of loss is the same — requires that insurers and‘ 
insureds have equal access to any knowledge that has a significant 
bearing on the assignment of an individual to the appropriate class of risk.

If people who have tested positive for antibodies to the HTLV- 
III virus apply for life and health insurance and the insurance 
companies are unable to identify them as high risks, the insurers’ 
other policyholders will bear the brunt of paying for extra benefits 
for which inadequate premiums were received. This would unfairly 
take large amounts of money away from those other policyholders.
IV. THE NEED FOR AIDS-RELATED TESTS IN INSURANCE UNDERWRITING

FOR SITUATIONS REQUIRING INDIVIDUAL EVIDENCE OF INSURABILITY
AIDS presents the potential for a very serious situation for the 

life and health insurance business and its customers. If recent • 
trends continue for just another two years, the insurance industry 
will probably pay billions of dollars in medical expense, disability 
and death benefits because of AIDS. Until quite recently, insurers 
could not have anticipated these losses. As mentioned above, bene­
fits will be paid under existing and future policies in accordance 
with their terms. The total eventual size of the AIDS-related claims 
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will depend to a significant extent on how effectively future appli­
cants can be underwritten in the coming months and years. Although 
the remainder of this paper is devoted to individually underwritten 
insurance such as individual insurance, small-group coverage and 
group coverage of late entrants or for supplementary amounts of life 
insurance, it should be appreciated that AIDS will significantly 
affect non-individually underwritten group insurance as well.
Progressive Nature of Chronic Diseases

To help the reader understand how the AIDS risk must be evaluat­
ed by the insurance underwriter, it may be worthwhile to compare 
underwriting the AIDS risk with something that is familiar and- 
encountered by the underwriter nearly every day, namely the classifi­
cation of people with coronary heart disease (CHD). As will be seen, 
both share common characteristics and call for a generally similar 
underwriting approach.

As with all chronic diseases, CHD progresses by stages. It
- typically begins with those at high risk of developing disease. 
These include the cigarette smokers, the hypertensives, the obese. 
All these individuals pay a higher premium for their insurance, in 
accordance with the higher risk they represent.

The next phase in the CHD progression involves signs that 
suggest the development of underlying atherosclerotic disease. 
Electrocardiographic changes may occur. The patient may experience 
anginal chest pains. Heartbeat irregularities may occur. Applicants 
who are judged to be at this stage of their disease are classified in 
a far higher risk group — charged a significantly higher premium or, 
perhaps, even rejected for coverage.

Late in the course of disease, the patient experiences a heart 
attack or an episode of life-threatening ventricular fibrillation. 
Death may be near.

As a group, people tend to progress from one stage of CHD to the 
next and do so rather predictably. For individuals, the picture is 
different. Some individuals progress rapidly from one stage to 
another. For others, progression is slow or may not occur at all. 
One cannot predict what will happen to any one given individual. 
Fairly accurate projections can be made, however, for groups of 
individuals who have similar characteristics.

So it is with AIDS. AIDS is a sexually transmitted disease. 
Having multiple sex partners puts people at higher risk of contract­
ing the HTLV-III virus, particularly if such activity takes place in 
those metropolitan areas where the prevalence of AIDS has been 
documented to be high.

For those who become infected with the AIDS virus, various signs 
or markers of infection become manifest. First of all, these people 
develop antibodies to HTLV-III, and an ELISA test result will almost 
certainly be positive. Further down the line, these people may 
develop generalized lymphadenopathy. Constitutional .symptoms of 
disease may appear. They may include weight loss, drenching night 
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sweats, persistent fever, malaise and shortness of breath., . Oral 
thrush may develop, suggesting that one’s underlying immune system 
has been damaged. "T-cell subset studies" may confirm a decrease in 
the number of T-helper cells or a reversal of the ratio of T-helper 
to T-suppressor cells — both indications of the further breakdown of 
an individual's immune system. At this stage, patients are said to 
have AIDS-related complex (ARC). Analogous perhaps to angina 
pectoris in the CHD spectrum, ARC may represent an advanced stage in 
the progression of AIDS.

Finally, something triggers the development of opportunistic 
infection. The patient is then diagnosed as having AIDS by the CDC 
case definition. Death occurs in one or two years.

The underwriting process recognizes that each phase in the 
natural history of any chronic disease, be it CHD, AIDS, or some­
thing else, presents some inherent level of risk and that this risk 
increases with each advancing stage of disease. For AIDS, those who 
are confirmed to have been sexually active with multiple partners 

- (for example, those who have been treated on more than one occasion 
for sexually transmitted disease) are at increased risk because they 
may become infected with HTLV-III. Such a person would be classified 
into a still higher risk category if confirmed to be positive for 
HTLV-III antibodies. Add to this the presence of typical AIDS-relat­
ed symptoms (e.g., night sweats) and one has a further indication 
that the progression is far advanced. Development of the full AIDS 
syndrome represents the end-stage of disease.

As was stated for CHD, there is no certainty that a person will 
necessarily progress from one stage of disease to the next. The 
likelihood that this will happen is reflected in an underwriter’s 
estimate of the risk.
The Underwriting Challenge to Insurers

The foregoing remarks illustrate that insurance companies are 
not simply faced with having to determine whether someone does or 
does not have the full AIDS syndrome. In fact, few with the full 
AIDS syndrome may even attempt to purchase insurance. The main 
underwriting challenge that faces insurers has to do with identifying 
people in earlier stages of disease. It is at those stages that 
people are likely to want to buy insurance, while already represent­ing possibly very high risks.

The underwriter s approach is of a searching nature and in that 
respect is similar to. that of a good physician. In an effort to 
accurately assess the level af risk which an applicant presents, an 
underwriter may ask the applicant additional questions directed 
specifically at the AIDS risk, have the applicant physically exam­
ined and look for indications of treatment for other sexually trans­
mitted disease. In addition, the underwriter will be alert to 
unexplained signs and symptoms that may suggest impaired immunity and 
will want to be sure that the insurance applied for fits the appli­
cant’s financial picture. All these steps have been part of good underwriting for many years.
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An underwriter must always be objective, not subjective. Here 
is where tests such as the ELISA and Western blot can be very benefi­
cial. For example, if an applicant admits to nonspecific symptoms 
that may or may not represent HTLV-III infection, an answer to this 
question can be easily resolved by doing antibody testing. Another 
illustration of the value of HTLV-III antibody testing is the 
hemophiliac who is applying for life insurance. Since the majority 
of hemophilia A patients who have received clotting factor concen­
trates have been infected with HTLV-III, the underwriter could simply 
assume that the applicant has been exposed to HTLV-III and act 
accordingly. But if instead the underwriter were to get an ELISA 
test and it turned out to be negative, then he or she could act more 
favorably on the application.

For all the foregoing reasons, life and health insurers should 
not be prohibited from administering their own AIDS-related blood 
tests. Legislative attempts have been made, however, and laws 
actually enacted, that restrict insurance companies in testing for 
antibodies to HTLV-III. Proponents of such legislation voice two 

- major reasons: namely, that the tests now available are imperfect 
(false positives occur) and that even if someone does have antibodies 
(has been infected with HTLV-III), this does not mean that he or she 
will necessarily get AIDS. Preceding paragraphs have explained that 
confirmatory tests are available and that the insurance risk is not 
limited to people who have AIDS, but also includes people who have a 
significant chance of getting AIDS.

People are now being tested when they donate blood or plasma. 
Many states have set up alternative test sites for those who do not 
choose to go to blood banks. Some of those whose test results turn 
out to be positive will be told that they are probably carrying the 
virus and that they are at relatively high risk of developing AIDS. 
Armed with that knowledge, those people are likely to want to buy 
life and health insurance. There is evidence that high-risk people 
are often informed that they had better be certdin that they are 
adequately insured.(14) It is only right and fair that an underwriter 
be able to acquire the same level of knowledge as the applicant 
possesses. If insurers do not have adequate means of evaluating 
their applicants, they will incur substantial claims without receiv­
ing corresponding premiums from the high-risk individuals. Their 
only recourse will be to increase the premiums which their lower-risk 
policyholders must pay.

The preceding paragraph notwithstanding, the life and health 
insurance business does not suggest that blood banks, plasma centers 
or public testing facilities should be asked to divulge to insurers 
the results of the tests that they administer. if those centers 
could not treat their test results with appropriate confidentiality, 
people might be discouraged from donating blood. Clearly, an ade­
quate blood supply is vitally important to all of us. Life and 
health insurance companies share the concerns of public health 
professionals and society at large for the health and welfare of the 
nation.
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Confidentiality
A comment regarding the maintenance of confidentiality of 

results of tests given by insurers to applicants is in order. The 
insurance industry has a long history of dealing with highly sensi­
tive medical information such as chemical dependency, alcoholism, 
syphilis or an attending physician's knowledge of cancer that has not 
been revealed to the patient. Certainly if an insurer received 
knowledge that an applicant had AIDS, this information would be 
regarded as highly sensitive and confidential and would be treated in 
strict accordance with both good common sense and existing statutory 
safeguards. Confidentiality of results of tests to detect antibodies 
to HTLV-III would likewise be regarded as sensitive information and 
protected in an equally secure fashion.

The life and health insurance industry fully supports the model 
privacy protection act, adopted by the National Association of 
Insurance Commissioners. That model clearly sets forth many require­
ments that address the consumers' need for confidentiality/
V. SUMMARY

Insurance companies understand the importance of maintaining 
public confidence in our nation's blood banks and respect the need 
to maintain confidentiality of test data generated by those facil­
ities. Certainly the insurance business will not seek to undermine 
the confidentiality of those test results. On the other hand, 
insurance companies need to be able to order their own AIDS-related 
blood tests and to use the results with all due confidentiality. If 
insurance companies are prevented from learning adverse information 
that applicants already know, such unprecedented and unfair advan­
tage will unquestionably result in attempts by people to gain from 
this knowledge and in consequent subsidization of those at high risk 
by the majority of policyholders who are at virtually no risk of 
getting AIDS. Given the potential magnitude of'the AIDS problem, 
this inequity will not only be unfair, but may well prove to have 
serious financial consequences to both companies and policyholders.

Insurance companies must be allowed to fulfill their obligation 
to policyholders — an obligation that includes careful selection of 
applicants and actuarially sound classification practices that assure 
that policyholders pay a premium that is commensurate with their 
risk. Companies should be allowed to order their own tests, given 
that results will be used in a socially and fiscally responsible manner.

11/25/85
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Recommendations for Preventing Transmission of infecti 
with Human T-Lymphotropic Virus Type III/

Lymphadenopathy-Associated Virus in the Workplace

lll/lymphaoenopathy-associated virus (HTLV-III/LAV), the virus that causes acquired immuno­
deficiency syndrome (AIDS), include homosexual and bisexual men, intravenous (IV) drug 
abusers, persons transfused with contaminated blood or blood products, heterosexual con­
tacts of persons with HTLV-III/LAV infection, and children bom to infected mothers. HTLV-III/ 
LAV is transmitted through sexual contact, parenteral exposure to infected blood or blood
components, and perinatal transmission from mother to neonate. HTLV-III/LAV has been 
isolated from blood, semen, saliva, tears, breast milk, and urine and is likely to be isolated 
from some other body fluids, secretions, and excretions, but epidemiologic evidence has im­
plicated only blood and semen in transmission. Studies of nonsexual household contacts of 
AIDS patients indicate that casual contact with saliva and tears does not result in transmission 
of infection. Spread of infection to household contacts of infected persons has not been 
detected when the household contacts have not been sex partners or have not been infants 
of 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 transmis­
sion of HTLV-III/LAV.

As in the development of any such recommendations, the paramount consideration is the 
protection of the public's health. The following recommendations have been developed for all 
workers, particularly workers in occupations in which exposure might occur to Wood from indi­
viduals infected with HTLV-III/LAV. Those recommendations reinforce and supplement the 
specific recommendations that were published earlier for clinical and laboratory staffs (1) and 
for dental-care personnel and persons performing necropsies and morticians' services (2). 
Because of public concern about the purported risk of transmission of HTLV-IU/LAV by persona 
providing personal services and by food and beverages, these recommendations contain infor­
mation and recommendations for personal-service and food-service workers. Finally, these 
recommendations address workplaces in general where there is no known risk of transmission 
of HTLV-IU/LAV (e.g., offices, schools, factories, construction sites). Formulation of specific 
recommendations for health-care workers (HCWs) who perform invasive procedures (e.g., sur­
geons, dentists) is in progress. Separate recommendations are also being developed to prevent 
HTLV-III/LAV transmission in prisons, other correctional facilities, and institutions housing indi­
viduals who may exhibit uncontrollable behavior (e.g., custodial institutions) and in the perinatal 
setting, in addition, separate recommendations have already been developed for children in 
schools and day-care centers (3).

HTLV-IU/LAV-infected individuals include those with AIDS (4); those diagnosed by their 
physician(s) as having other illnesses due to infection with HTLV-III/LAV; and those who have 
virologic or serologic evidence of infection with HTLV-UI/LAV but who are not ill.

These recommendations are based on the well-documented modes of HTLV-III/LAV trans­
mission identified in epidemiologic studies and on comparison with the hepatitis B experience. 
Other recommendations are based on the hepatitis B model of transmission.
COMPARISON WITH THE HEPATITIS B VIRUS EXPERIENCE

The epidemiology of HTLV-IH/LAV infection is similar to that of hepatitis B virus (HBV) infec­
tion, and much that has been learned over the last 1 5 years related to the nsk of acquiring 
hepatitis B in the workplace can be applied to understanding the risk of HTLV-III/LAV transmis­
sion in the health-care and other occupational settings. Both viruses are transmitted through
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sexual contact, parenteral exposure to contaminated blood or blood products, and perinatal 
transmission from infected mothers to their offspring. Thus, some of the same major groups at 
high nsk for HBV infection (e.g., homosexual men, IV drug abusers, persons with hemophilia, in­
fants bom to infected mothers) are also the groups at highest risk for HTLV-III/LAV infection. 
Neither HBV nor HTLV-III/LAV has been shown to be transmitted by casual contact in the work­
place, contaminated food or water,-or airborne or fecal-oral routes (5).

HBV infection is an occupational risk for HCWs, but this risk is related to degree of contact 
with blood or contaminated needles. HCWs who do not have contact with blood or needles 
contaminated with blood are not at risk for acquiring HBV infection in the workplace (6-8).

In the health-care setting, HBV transmission has not been documented between hospital­
ized patients, except tn hemodialysis units, where blood contamination of the environment has 
been extensive or where HBV-positive blood from one patient has been transferred to another 
patient through contamination of instruments. Evidence of HBV transmission from HCWs to 
patients has been rare and limited to situations in which the HCWs exhibited high concentra­
tions of virus in their blood (at least 100.000,000 infectious virus particles per ml of serum), 
and the HCWs sustained a puncture wound while performing traumatic procedures on patients 
or had exudative or weeping lesions that allowed virus to contaminate instruments or open 
wounds of patients (9-11).

Current evidence indicates that, despite epidemiologic similarities of HBV and HTLV-III/ 
LAV infection, the risk for HBV transmission in heatth-care settings far exceeds that for 
HTLV-III/LAV transmission. The nsk of acquiring HBV infection following a needlestick from 
an HBV carrier ranges from 6% to 30% (12, 13), far in excess of the risk of HTLV-III/LAV infec­
tion following a needlestick involving a source patient infected with HTLV-BVLAV, which is 
less than 1%. In addition, all HCWs who have been shown to transmit HBV infection in health­
care settings have belonged to the subset of chronic HBV carriers who, when tested, have ex­
hibited evidence of exceptionally high concentrations of virus (at least 100,000,000 infec­
tious virus particles per ml) in their blood. Chronic carriers who have substantially lower con­
centrations of Virus m their blood have not been implicated in transmission in the health-care 
setting 19-11,14). The HBV model thus represents a "worst case" condition m regard to 
transmission in health-care and other related settings. Therefore, recommendations for the 
control of HBV infection should, if followed, also effectively prevent spread of HTLV-III/LAV. 
Whether additional measures are indicated for those HCWs who perform invasive procedures 
will be addressed in the recommendations currently being developed

Routine screening of all patients or HCWs for evidence of HBV infection has never been 
recommended. Control of HBV transmission in the health-care setting has emphasized the 
implementation of recommendations for the appropriate handling of blood, other body fluids, 
and items soiled with blood or other body fluids.
TRANSMISSION FROM PATIENTS TO HEALTH-CARE WORKERS

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

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

Risk of HCWi acquiring HTLV-lll/LAif in the workplace. Using the HBV model, the high­
est nsk for transmission of HTLV-IU/LAV in the workplace would involve parenteral exposure 
to a needle or other sharp instrument contaminated with blood of an infected patient. The nsk 
to HCWs of acquiring HTLV-III/LAV infection in the workplace has been evaluated in several 
studies. In five separate studies, a total of 1,498 HCWs have been tested for antibody to 
HTLV-HI/LAV. In these studies, 666 (44.5%) of the HCWs had direct parenteral (needlestick or 
cut) or mucous membrane exposure to patients with AIDS or HTLV-lll/LA^ infection. Most of 
these exposures were to blood rather than to other body fluids. None of the HCWs whose ini­
tial serologic tests were negative developed subsequent evidence of HTLV-lll/LAV infection 
following their exposures. Twenty-six HCWs m these five studies were seropositive when 
first tested; al! but three of these persons belonged to groups recognized to be at increased 
nsk for AIDS (15}. Since one was tested anonymously, epidemiologic information was availa­
ble on only two of these three seropositive HCWs. Although these two HCWs were reported 
as probable occupationally related HTLV-llt/LAV infection (15,16), neither had a preexposure 
nor an early postexposure serum sample available to help determine the onset of infection 
One case reported from England describes a nurse who seroconverted following an accidental 
parenteral exposure to a needle contaminated with Wood from an AIDS patient (17)

in spite of the extremely low risk of transmission of HTLV-llt/LAV infection, even when 
needlestick injuries occur, more emphasis must be given to precautions targeted to prevent 
neadiestick injuries in HCWs caring for any patient since such injuries continue to occur even 
during the care of patients who are known to be infected with HTLV4H/LA/.

Precautions to prevent acquisition of HTLV-l!i/LAf infection by HCWs in the work- 
piace. These precautions represent prudent practices that apply to preventing transmission 
of HTLV-IU/LAV and other bloodborne infections and should be used routinely (18).

1. Sharp rtems (needles, scalpel blades, and other sharp instruments) should be consid­
ered as potentially infective and be handled with extraordinary cam to prevent acciden­
tal injures.

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

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

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

5. Pregnant HCWs are not known to be at greater risk of contracting HTLV-lll/LAV intac­
tions than HCWs who are not pregnant; however, if a HCW develops HTLV-IH/LAV in­
fection dunng pregnancy, the infant is at increased risk of infection resulting from
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perinatal transmission. Because of this risk, pregnant HCWs should be especially famil­
iar with precautions for the preventing HTLV-Ill/LAV transmission (19}.

Precautions for HCWs during home care of persons infected with HTLV-III/LA' Per­
sons infected with HTLV-Ill/LAV can be safely cared for in home environments. Studies of 
family members of patients infected with HTLV-Ill/LAV have found rio evidence of HTLV-III 
LAV transmission to adults who were not sexual contacts of the infected patients or to children 
who were not at risk for perinatal transmission (5). HCWs providing home care face the same 
risk of transmission of infection as HCWs in hospitals and other health-care settings, especially 
if there are needlesticks or other parenteral or mucous membrane exposures to blood or other 
body fluids.

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

Precautions for providers of prohospital emergency health care. Providers of prehospi­
tal emergency health care inclixie the following: paramedics, emergency medical technicians, 
law enforcement personnel, firefighters, lifeguards, and others whose job might require them 
to provide first-response medical care. The risk of transmission of infection, including HTLV- 
Ill/LAV infection, from infected persons to providers of prehospital emergency health care 
should be no higher than that for HCWs providing emergency care in the hospital if appropri­
ate precautions are taken to prevent exposure to biood or other body fluids

Providers of prehospital emergency health care should follow the precautions outlined 
above for other HCWs. No transmission of HBV infection during mouth-to-mouth resuscita­
tion has been documented. However, because of the theoretical nsk of salivary transmission 
of HTLV-Ill/LAV ddnng mouth-to-mouth resuscitation, special attention should be given to 
the use of disposable airway equipment or resuscitation bags and the wearing of gloves when 
in contact with blood or other body fluids. Resuscitation equipment and devices known or sus­
pected to be contaminated with blood or other body fluids should be used once and disposed 
of or be thoroughly cleaned and disinfected after each use.

Management of parenteral and mucous membrane exposures of HCWs. If a HCW has 
a parenteral (e.g., needlestick or cut) or mucous membrane (e.g,, splash to the eye or mouth) 
exposure to biood or other body fluids, the source patient should be assessed clinically and 
epidemiologicelly to determine the likelihood of HTLV-Ill/LAV infection If the assessment 
suggests that infection may exist, the patient should be informed of the incident and request­
ed to consent to serologic testing for evidence of HTLV-Ill/LAV infection, ft the sourct patient 
has AIDS or other evidence of HTLV-Ill/LAV infection, declines testing, or has a positive test 
the HCW should be evaluated clinically and serologically for evidence of HTLV-III/LA^/ infec­
tion as soon as possible after the exposure, and, if seronegative, retested after 6 weeks and 
on a periodic basis thereafter (e.g., 3, 6, and 1 2 months following exposure) to determine if
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transmission has occurred. During this follow-up period, especially the first 6-12 weeks, 
when most infected persons are expected to seroconvert, exposed HCWs should receive 
counseling about the risk of infection and follow U.S. Public Health Service (PHS) recommen­
dations for preventing transmission of AIDS {20.21). If the source patient is seronegative and 
has no other evidence of HTLV-III/LAV infection, no further follow-up of the HCW is neces­
sary. If the source patient cannot be identified, decisions regarding appropriate follow-up 
should be individualized based on the type of exposure and the likelihood that the source pa­
tient was infected

Serologic testing of patients. Routine serologic testing of all patients for antibody to 
HTLV-III/LAV is not recommended to prevent transmission of HTLV-III/LAV infection in the 
workplace. Results of such testing are unlikely to further reduce the risk of transmission, 
which, even with documented needlesticks, is already extremely low. Furthermore, the risk of 
needlestick and other parenteral exposures could be reduced by emphasizing and more con­
sistently implementing routinely recommended infection-control precautions (e.g.. not recap­
ping needles). Moreover, results of routine serologic testing would not be available for

(Continued on 691)

TABLE I. Summary—cases of specified notifiable diseases, United States
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23 25 26 1.059 1,043 1.337
- 2 1 107 103 81
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369 498 580 15.869 18.630 22.977

. 287 466 484 19 46C 18.54 5 18.734
381 494 436 22.444 22.407 18.702
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17 2 N 2.165 2 150 w
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35 38 53 2 038 2.322 2.385
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4 4 1 4
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TABLE II. Notifiable diseases of low frequency. United Steles
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TABLE III. Case* of specified notifiable diseases, United States, weeks ending 
November fi. 1986 and November 10, 1984 (45th Week)

N Not
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TABLE III. (Corn'd.) Cases of specified notifiable diseases. United States, weeks ending 
November 9, 1985 end November 10, 1984 (45th Week)

Reporting Azaa
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Maaalaa (Rubeola)

imported * Total

Cum 
1985 1965 Cum 

1385 1985 Cum 
1985

Cum 
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TABLE III. (Corn'd.) Cmo of specified notifhble diwasw. United Stww. wmj ending 

November 9, 1986 end November 10, 1B84 (45th Week)
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TABLE IV. Deaths in 121 U.S. crtiea.* week ending 
November 9, 1986 445th Week)

Reporting A/e*

AM Cluses. By Age fYeers)

Pit” 
Total Reponng Arsa

Al Causes. By Age (Yearsl
Pit”
Tot*AB 

Apes 5865 4 5-64 25-44 1-24 < 1 AM 
Apes *65 45-64 25-44 1-24 < 1

NEW ENGLAND 688 461 ■ 141 44 21 21 55 S ATLANTIC 1 11C 693 142 81 36 56 43Boston Mass 190 105 51 13 9 12 ^4 Atlanta. Ga 176 101 38 23 4 10 3Bridgeport Conn 53 39 11 3 8 battmors. Md 176 114 37 13 6 6Cambridge Mass 23 18 5 4 Charlotte. N C 71 4’ 1 5 2 3 8 6F a*t R<va< Mass 3« 23 6 3 2 1 Jackaornnka. Fla 107 69 24 8 4 2Hartford Conn 62 45 5 7 4 1 5 Miami. Pla 137 75 35 6 7
Ldwetl. Mass 33 23 7 3 2 Norto*.. Va 50 25 8 1 7 5Lynn. Mass 23 15 6 4 Richmond. Va 63 40 19 3 4
Naw Bad lore Mas 24 16 5 1 1 Savannah Ga 50 28 o 2 9 c.
New Haven. Conr 34 2i A 4 2 2 • St Pvtarsburn Fla 82 72 9 1 r.
Provdenca R 1 45 33 1 1 1 1 Tampa. Fla 67 9 5 & 8 m
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Waterbury. Conn 26 18 G 1 2
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Brmnoharr Ala 1 7 7 ' 26 8 3 8 3M© ATLANTIC 2 '2c 1 826 574 2 15 4 t8 140 ChartarKxxja Tanr 44 - M s 7 4
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Camoar;. NJ 51 33 9 4 1 1 3 Mobda. Ata 7 3 4 2 2Elizabeth. NJ 18 1 2 6 4 Mootgomary AU j i 24 2
Erie Pi f 49 3C 14 1 2 z 1 NasmnAt. Tanr. 1 1 7 ** 7 30 10 3 7 9
Jersey City. NJ 4C 32 5 3
N Y Crty. N Y 429 94 7 293 135 4 20 56 W.S CENTRAL 1.379 817 344 1 14 58 46 56Newark. NJ 63 31 18 9 4 3 9 Austn. Tai 40 26 5 1 1 1
Peterson. NJ 41 26 9 5 1 6 Baton Rouge. La 48 32 9 2 1 3PSMedeOha Pa 41 1 272 91 31 9 8 23 Corpus Chnsti. Ta 70 50 15 3 2 3Pittsburgh Pa ♦ 51 39 9 3 • 3 Data* Tas 193 104 47 15 16 11 5Readeig. Pa. 33 22 4 7 6 El Paso. Tas 43 36 6 1 6
Rochester N Y 123 88 23 6 2 4 10 Fort Worth. Tax 85 50 18 Q 3 5 10Schenectady. N Y 21 15 4 1 1 1 Houlton. Tax 368 195 96 47 Q 6
Scranton. Pa t 33 27 5 1 1 MtPtRoeK Art 7. 18 2 3 4 4
Syracuse. N Y 100 77 18 1 3 1 4 Naw Oiiaans La 140 70 53 1 1 3 3 1
Tran ton. NJ 26 20 3 2 1 2 San Antorao Tax 150 94 32 12 7 5 6
Utrcx. N Y 21 14 7 • Shravaport. La 8C 49 23 4 1 3 3Yons an N Y. 32 25 8 1 2 Tuts*. OMa 91 67 20 2 1 8

EN CENTRAL 2.185 1 530 362 133 66 13 87 MOUNTAPx 638 395 ■>28 46 34 34 31Akron. Otwo 56 39 8 A 3 4 Afburjuaroua NM«> '8 4 7 20 6 2 3Canton Oho 28 IB 7 2 1 3 Coo Spnnos. Coo *C 2i 7 4 6
Chicago * § 553 462 11 26 16 37 16 Danvar Cot 96 52 1 7 4 6 0 3
Cincinnati Oho 1 IP 82 7 4 8 1 3 11 Las Vapas Nr. G 7 56 7 3 c 4 7 6Cleveland Oho 171 94 45 1 7 6 7 2 Uteh 7 .4 16 5 •> 2
Coiumbus Ofvo 129 75 29 1 3 6 6 5 PhoenuL Ant '43 62 33 • 9
Derton. Oho 112 74 24 6 5 3 4 Puabto Colo ; 7 ’3 1 *» 1
Detroit. Mob 22 *• 146 48 25 9 7 6 Salt Lata City Utah 49 29 i: 4 2 3
Evansville nc 32 23 8 1 Tucson Any 98 69 13 e 8 3 4
Fort Wayne me 55 39 7 3 3 3 3
Gary me 1 7 8 5 1 3 PAcric 851 1.224 367 153 55 46 9C)
Grand Rands. Mob A J 34 9 1 1 4 BarteSay, Catd 2C 1 4 3 3
tnOtanapoaa. Ind 15 j 95 37 8 3 10 3 Praino Catl 90 63 19 3 3 2 6Madison Wis 36 27 6 3 2 Gwnaale Catd 18 15 1 1
Mrtwaukaa. Wrs 149 106 30 4 1 8 6 HonotxSu. Hawaii 60 42 7 5 4 7 7
Peons a 44 37 5 2 6 Long Baach. Cat’ 8' 58 1 n 5 1 -» 10Rockford, a 48 28 12 4 4 3 Los Angatas. Calif 495 316 98 51 20 4 12
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emergency cases and patients with short lengths of stay, and additional tests to determine 
whether a positive test was a true or false positive would be required in populations with a 
low prevalence of infection. However, this recommendation is based only on considerations 
of occupational risks and should not be construed as a recommendation against other uses o* 
the serologic test, such as for diagnosis or to facilitate medical management of patients 
Since the expenence with infected patients vanes substantially among hospitals (75% of all 
AIDS cases have been reported by only 280 of the more than 6,000 acute-care hospitals in 
the United States), some hospitals in certain geographic areas may deem it appropriate to 
initiate serologic testing of patients
TRANSMISSION FROM HEALTH-CARE WORKERS TO PATIENTS

Risk of transmission of HTLV-ill/LAV infection from HCWs to patients. Although there 
is no evidence that HCWs infected with HTLV-III'LAV have transmitted infection to patients, a 
nsk of transmission of HTLV-III/LAV infection from HCWs to patients would exist in situations 
where there is both (Da high degree of trauma to the patient that would provide a portal of 
entry for the virus (eg.. dunng invasive procedures) and (2) access of blood or serous fluid 
from the infected HCW to the open tissue of a patient, as could occur if the HCW sustains a 
needlestick or scalpel injury during an invasive procedure. HCWs known to be infected with 
HTLV-III/LAV who do not perform invasive procedures need not be restncted from work 
unless they have evidence of other infection or illness for which any HCW should be restnct­
ed. Whether additional restnctions are indicated for HCWs who perform invasive procedures 
is currently being considered.

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

Management of parenteral and mucous membrane exposures of patients. If a patient 
has a parenteral or mucous membrane exposure to blood or other body fluids of a HCW. the 
patient should be informed of the incident and the same procedure outlined above for expo­
sures of HCWs to patients should be followed for both the source HCW and the potentially ex­
posed patient. Management of this type of exposure will be addressed in more detail in the 
recommendations for HCWs who perform invasive procedures

Serologic testing of HCWs. Routine serologic testing of HCWs who do not pertorm inva­
sive procedures (including providers of home and prehospital emergency care) is not recom­
menced to prevent transmission of HTLV-III/LAV infection. The risk of transmission is ex­
tremely low and can be further minimized when routinely recommended infection-controi pre­
cautions are followed However, serologic testing should be available to HCWs who may wish 
to know their HTLV-III/LAV infection status. Whether indications exist for serologic testing of 
HCWs who perform invasive procedures is currently being considered

Risk of occupational acquisition of other infectious diseases by HCWs infected with 
HTLV-HI/LAV HCWs who are known to be infected with HTLV-III/LAV and who have defec­
tive immune systems are at increased risk of acquiring or experiencing senous complications 
of other infectious diseases. Of particular concern is the risk of severe infection fol owing 
exposure to patients with infectious diseases that are easily transmitted if appi opriate precau­
tions are not taken (e g., tuberculosis) HCWs infected with HTLV-III/LAV should be counseled 
about the potential risk associated with taking care of patients with transmissible infections 
and should continue to follow existing recommendations for infection control to minimize
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their risk of exposure to other infectious agents (18. !9). The HCW,' personal physicnlsl ,n 
conjunction with then institutions- personnel health service, or medical directors should 
determine on an mdivxlual basis whether the infected HCWs can adequately and safely per 
orm patient-care duties and suggest change, in work assignments, if indicated. In making 

Ihstitm Z’™,'On' recommend’,ions >ba l-nmunisation Practices Advisory Comm.ttee and 
should also t^Z’d™"9 rBqU,remen'3 vaCC,"a,‘"<’ HCWa "”b «*•*'*'>» vaccines 

^t^XssD^°vNW AND WASTE - --
$.T disWeC!,on PtoosOures currently recommended for use (22.23) ,n nealtn- 

care and dental faakt.es are adequate to sterilise or disinfect instruments, devices or other 
. ‘ c°n">m,n8,e0 the blood or other body fluids from individuals infected with HTLV-lll/
^“7“ Kf °!.',er nOnd,spOMble "ems ,h8’ •nt»r normally sterile tissue or the vascular 
system or through wh.ch blood flows should be sterilized before reuse. Surgical instruments 
used on all patients should be decontaminated after use rather than just rinsed with water 
Decontem.nat.on can be accomplished by machine or by hand cleaning by tramed pereonnei' 
"“""t rnh °Pn’^-Pro”C,ive atbra ,2<l snd u’i"0 appropriate chemical germicides, hstru- 
□ d^rton S‘“e "emS ,0UCh 'n“C' mUC°U’ mambn,n« ahouJd ^h-

h ChamKal ’am’lcid“ commonly used in laboratories and health-care facilities
(251 XTd"" ™ KTLV-'"/W « “"“"tfio-u much lower than „ in prec£ 
25 \ Wben daconUm™<^ instruments or medical device,, chemical germicides mat are 

registered with and approved by the U.S. Environmental Protection Agency (EPA) as “steri- 
antt can be used other for sterilization or for high-level disinfection depending on contact 
X T" *" <'PPr0VK! *<” Me as 'h°sP'«ol disinfectants- and are mycobacten. 
dX 81 appropria,a dilu,,ons an ala° b« “«0 'or high-level disinfects of
dev ces and instruments Germicides that are mycobactericidal are preferred botausa myco­
bacteria represent one of th. most resistant groups of microorganisms, therefore, germ,odes 
MthX’e WK V' T'"5' mvcobactana a,e als° •"«"« aoainst other bacterial and vira, 
X™ .h * 9em,adas ara “”d- instruments or devices to be stenl,zed or dis- 
infected should be thoroughly cleaned before exposure to the 9erm,c.de. and th. manutactu.- 
e. s instructions for use of the germicide should be followed.

Laundry and dishwashing cycles commonly used in hospital, are adequate to decontam,. 
nate linens, dishes, glassware, and utensils. When clean,ng environmental surfaces house- 
andP^PT’^UT C°n’n,0nl¥ usad ,n nospnal, are adequate; surfaces exposed to blond 
EPA C'e8r>e<1 Wrth ’ 'oliowed by decontamination using an«k m diS'n,ac,a'" ,ha' is mvcobactaricidal. Individuais cleaning up suchspd > should wear disposable gloves. Information on .pacific label claims of commercial get- 
mrcides can be obtained by writing to the Disinfectants Branch. Office of Pesticides Environ­
mental Protection Agency. 401 M Street. S.W.. Washington. D.C.. 20460 
ihJVh^t? 10 uhO£P"al d,sin,ac,ants- • 'rashly Prepared solution of sodium hypochlorite 
n rX° 5 ™ “ T var¥ 0-mslCHde (251. Concentration, rang-
"® ' ° ppm la 1:10 d,,u,,o,' 01 household ble.chl to 500 ppm (a 1:100 dilute)
sodium hypochlorite are effective, depending on the amount of organic m.t.nal le.g.. blood 
mucus, etc.) present oi the surface to be cleaned and disinfected.

Sharp items shoulc be considered as potentially infective and should be handled and -■ 
posed of w.th extraordinary care to prevent accidental injuries. Other potentially in 
waste should be conta.ned and transported in clearly identified imperious plastic bag
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outside of the bag is contaminated with blood or other body fluids, a second outer bag should 
be used. Recommended practices for disposal of infective waste {23} are adequate for dis­
posal of waste contaminated by HTLV-III/LAV. Blood and other body fluids may be carefully 
poured down a drain connected to a sanitary sewer.
CONSIDERATIONS RELEVANT TO OTHER WORKERS

Personal-service workers (PSWs). PSWs are defined as individuals whose occupations 
involve close personal contact with clients (e.g., hairdressers, barbers, estheticians, cosme­
tologists, manicurists, pedicurists, massage therapists). PSWs whose services (tattooing, ear 
piercing, acupuncture, etc.) require needles or other instruments that penetrate the skin 
should follow precautions .ndicated for HCWs. Although there is no evidence of transmission 
of HTLV-III/LAV from clients to PSWs. from PSWs to clients, or between clients of PSWs a 
nsk of transmission would exist from PSWs to clients and vice versa in situations where there 
is both (1) trauma to one of the individuals that would provide a portal of entry for the virus 
and (2) access of blood or serous fluid from one infected person to the open tissue of the 
other, as could occur if either sustained 8 cut. A risk of transmission from client to client exists 
when instruments contaminated with blood are not sterilized or disinfected between clients. 
However, HBV transmission has been documented only rarely in acupuncture, ear piercing, 
and tattoo establishments and never in other personal-service settings, indicating that any 
risk for HTLV-III/LAV transmission in personal-service settings must be extremely low.

All PSWs should be educated about transmission of bloodborne infections, including 
HTLV-III/LAV and HBV. Such education should emphasize principles of good hygiene, antisep­
sis, and disinfection. This education can be accomplished by national or state professional or­
ganizations, with assistance from state and local health departments, using lectures 8t meet­
ings or self-instructional materials. Licensure requirements should include evidence of such 
education. Instruments that are intended to penetrate the skin (e.g.. tattooing and acupuncture 
needles, ear piercing devices) should be used once and disposed of or be thoroughly cleaned 
and sterilized after each use using procedures recommended for use in health-care institu­
tions. Instruments not intended to penetrate the skin but which may become contaminated 
with blood (e.g., razors), should be used for only one client and be disposed of or thoroughly 
cleaned and disinfected after use using procedures recommended for use in health-care insti­
tutions Any PSW with exudative lesions or weeping dermatitis, regardless of HTLV-III/LAV in­
fection status, should refrain from direct contact with clients until the condition resolves 
PSWs known to be infected with HTLV-III/LAV need not be restricted from work unless they 
have evidence of other infections or illnesses for which any PSW should also be restricted.

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

Food-service workers (FSWs) FSWs are defined as individuals whose occupations in­
volve the preparation or serving of food or beverages (e.g., cooks, caterers, servers, waiters, 
bartenders, airline attendants). All epidemiologic and laboratory evidence indicates that blood­
borne and sexually transmitted infections are not transmitted during the preparation or serving 
of food or beverages, and no instances of HBV or HTLV-III/LAV transmiss.on have been docu­
mented in this setting

All FSWs should follow recommended standards and practices of good personal hygiene 
and food sanitation (26). All FSWs should exercise care to avoid injury to hands when prepar­
ing food. Should such an injury occur, both aesthetic and sanitary considerations would dictate 
that food contaminated with blood be discarded. FSWs known to be infected with HTLV-III/ 
LAV need not be restricted from work unless they have evidence of other infection or illness for 
which any FSW should also be restricted
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Routine serologic testing of FSWs for antibody to HTLV-III/LAV is not recommended to 
prevent disease transmission from FSWs to consumers.

Other worker* sharing the same work environment. No known risk of transmission to 
co-workers, clients, or consumers exists from HTLV-III/LAV-inf acted workers in other settings 
(e.g„ offices, schools,'factories, construction sites). This infection is spread by sexual contact 
with infected persons, injection of contaminated blood or blood products, and by perinatal 
transmission. Workers known to be infected with HTLV-III/LAV should not be restricted from 
work solely based on this finding. Moreover, they should not be restricted from using tele­
phones, office equipment, toilets, showers, eating facilities, and water fountains. Equipment 
contaminated with blood or other body fluids of any worker, regardless of HTLV-III/LAV infec­
tion status, should be cleaned with soap and water or a detergent A disinfectant solution or a 
fresh solution of sodium hypochlorite (household bleach, see above) should be used to wipe 
the area after cleaning.
OTHER ISSUES IN THE WORKPLACE

The information and recommendations contained in this document do not address all the 
potential issues that may have to be considered when making specific employment decisions 
for persons with HTLV-III/LAV infection. The diagnosis of HTLV-III/LAV infection may evoke 
unwarranted fear and suspicion in some co-workers. Other issues that may be considered in­
clude the need for confidentiality, applicable federal, state, or local laws governing occupa­
tional safety and health, civil rights of employees, workers' compensation laws, provisions of 
collective bargaining agreements, confidentiality of medical records, informed consent em­
ployee and patient privacy rights, and employee right-to-know statutes.
DEVELOPMENT OF THESE RECOMMENDATIONS

The information and recommendations contained in these recommendations were devel­
oped and compiled by CDC and other PHS agencies in consultation with individuals represent­
ing various organizations. The following organizations were represented: Association of State 
and Territorial Health Officials, Conference of State and Territorial Epidemiologists, Associa­
tion of State and Territorial Public Health Laboratory Directors. National Association of 
County Health Officials, American Hospital Association, United States Conference of Local 
Health Officers, Association for Practitioners in Infection Control, Society of Hospital Epidemi­
ologists of America, American Dental Association, American Medical Association, American 
Nurses Association, American Association of Medical Colleges, American Association of 
Dental Schools, National Institutes of Health, Food and Drug Administration. Food Research 
Institute, National Restaurant Association, National Hairdressers and Cosmetologists Associa­
tion, National Gay Task Force, National Funeral Directors and Morticians Association, Ameri­
can Association of Physicians for Human Rights, and National Association of Emergency 
Medical Technicians. The consultants also included a labor union representative, an attorney, 
a corporate medical director, and a pathologist. However, these recommendations may not re­
flect the views of individual consultants or the organizations they represented.
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THE ACQUIRED IMMUNODEFICIENCY SYNDROME 
( HTLV-III ANTIBODY TESTING

IL,

AIDS presents a potentially catastrophic situation for the 
life and health insurance business. If persons who have tested 
positive for antibodies to the HTLV-III virus apply for large 
amounts of life and health insurance and the insurance companies 
are unable to Identify them as high risks, the insurers* other 
policyholders will bear the brunt of paying for extra benefits for 
which inadequate premiums were received. This could take billions 
of dollars away from those other policyholders.

I. BASIS FOR INSURANCE INDUSTRY*S CONCERN

Acquired Immunodeficiency Syndrome (AIDS) is potentially as 
serious a health threat as our nation has ever faced. If the 
number of new cases continues to double every 10-12 months, then 
some 300,000 people may develop the full AIDS syndrome within 5 
years. At this point in time, those who develop the full AIDS 
syndrome are certain to die, usually within 12-24 months. The 
median age at death is 35.

In some risk groups, from 5% to 20% of those who have been 
exposed to (infected with) HTLV-III virus are expected to develop 
the full AIDS syndrome within 2-5 years. A 10% risk of dying 
within five years, after incurring perhaps $100,000 of health-care 
expenses, represents an unmanageable risk in a young person from 
the point of view of a life or health insurance company.

AIDS is a sexually transmissible disease. Sexual encounters 
with multiple partners greatly increase the risk of becoming 
infected. This applies to both heterosexuals and homosexuals, and 
for obvious reasons occurs most often with those who are not 
married. It so happens, however, that 70-75% of all AIDS patients 
have to date been sexually active homosexual or bisexual men. 
AIDS tends to be highly prevalent in those metropolitan areas that 
have large "gay" communities.

Illicit IV drug users are another group at high risk for 
contracting AIDS, constituting 15-20% of all who have this 
disease. The HTLV-III virus is transmitted from one person to 
another by use of nonsterilized (contaminated) needles. Seventy 
percent of IV drug users who get AIDS are male. Over 94% of all 
AIDS patients are male.

Hemophiliacs, those who have required repeated infusion of 
clotting products from 1980 to 1984 to control bleeding episodes, 
are at high risk of having been infected. Others at high risk 
include those who have had sexual relations with infected persons 
(spouses; prostitutes) and newborns of infected mothers. Finally, 
those who have received multiple blood transfusions in the last 5 
years are at very slight increased risk due to donated blood 
contaminated with HTLV-III.
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II. THE ELISA TEST

In response to being infected with HTLV-III, persons develop 
antibody to this virus. A relatively easy-to-do and inexpensive 
screening test for antibody to HTLV-III (called "ELISA" or "EIA") 
has now been developed. If an unmarried male's ELISA test is 
repeatedly reactive (i.e., successive tests are both positive), he 
has probably at some time in the past been infected with HTLV-III 
and may well still be carrying the virus in his bloodstream. If 
so, he is infectious and can transmit the virus to others. Also, 
he is at significant risk of eventually developing AIDS.

ELISA, like virtually all other blood tests, is not perfect. 
This fact unfortunately creates both misunderstanding and 
unwarranted mistrust.

The reliability of any positive (abnormal) screening test 
depends to a very great extent on the prevalence of whatever is 
being tested for (in our case, antibody to the AIDS-causing 
virus). When ELISA is used in a high prevalence setting (e.g., in 
those metropolitan areas where so many AIDS cases have occurred) 
it is acknowledged as an extraordinarily good test that can 
reliably distinguish between those who have and have not been 
exposed to HTLV-III. On the other hand, when used in low 
prevalence settings such as often happens in the nationwide random 
testing of blood donors, initially positive tests are very apt to 
be unreliable ("false") and must therefore be repeated.

If a repeat ELISA is also reactive, reliability is much 
improved. Still, use of another kind of test is advocated in the 
random screening setting to confirm repeatedly reactive EIA 
results. The "Western Blot" (WB) test is most often used for this 
purpose. It is time-consuming and relatively expensive to do. If 
an unmarried male has two positive EIA's followed by a positive 
WB, he can confidently be termed a "true positive".

III. THE NEED FOR ELISA TESTS IN INSURANCE UNDERWRITING

Progressive Nature of Chronic Diseases

It may be helpful to compare the probable underwriting 
approach for AIDS with something that is very familiar and 
encountered by the underwriter every day, namely the selection and 
classification of those with Coronary Heart Disease (CHD). As 
will be seen, both share common characteristics and call for a 
generally similar underwriting approach.

As with all chronic diseases, CHD progresses by stages. It 
begins with those "at high risk" of developing disease. These are 
the cigarette smokers (who generally pay an extra premium for 
their insurance), the people with uncontrolled hypertension (who 
also pay extra for coverage), and others.
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r The next phase in the CHD progression involves signs that 
suggest the development of underlying atherosclerotic disease. 
Electrocardiographic changes may occur. The patient may 
experience anginal chest pains. Arrhythmias may occur. Etc. 
Applicants who are judged to be at this stage of their disease are 
classified in a far higher risk group — charged a significantly 
higher premium or perhaps even rejected for coverage.

Late in the course of disease, the patient experiences his 
heart attack. Or he has an episode of life-threatening 
ventricular fibrillation. Death is near.

As a group, persons tend to progress from one stage of 
disease to the next and do so rather predictably. Certain 
individuals do so rapidly; for others progression is slow or may 
not even occur. One cannot predict what will happen for any one 
given individual. But accurate projections c^n be made for groups 
of individuals who have similar characteristics.

So it is with AIDS. In the majority of instances AIDS is a 
sexually transmitted disease. Having multiple sex partners puts 
persons "at high risk" of contracting the HTLV-III virus, 
particularly if such activity takes place in those metropolitan 
areas where the prevalence of AIDS has been documented to be very 
high.

For those who become infected with the AIDS virus, various 
signs or markers of infection become manifest. First of all, 
these people develop antibodies to HTLV-III, and an ELISA test 
result will be positive. Further down the line these people may 
develop generalized lymphadenopathy. Constitutional symptoms of 
disease may appear, including weight loss, drenching night sweats, 
persistent fever, malaise, shortness of breath, etc. Oral thrush 
may develop, suggesting that one’s underlying immune system has 
been damaged. At this stage, patients are said to have AIDS 
Related Complex (ARC). Analogous perhaps to angina pectoris in 
the CHD spectrum, ARC represents an advanced stage in the 
progression of AIDS.

Finally, something triggers the development of an 
opportunistic infection, such as Kaposi’s sarcoma. The patient is 
diagnosed as having the full AIDS syndrome. Death occurs in one 
or two years.

The underwriting process recognizes that each phase in the 
natural history of a chronic disease, be it CHD or AIDS or 
whatever, presents some inherent level of risk and that this risk 
increases with each advancing stage of disease. For AIDS, those 
who are unusually active sexually (for example, those who have 
been treated on more than one occasion for sexually transmitted 
disease) are at increased risk because they may become exposed to 
HTLV-III. Such a person would be classified into a still higher 
risk category if confirmed to be positive for HTLV-III antibodies. 
Add to this the presence of typical pre-AIDS symptoms (night 
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sweats, whatever) and one can be reasonably sure that natural 
history is far advanced. Development of the full AIDS syndrome 
represents the end-stage of disease.

As was stated for CHD, there is no certainty that a person 
will necessarily progress from one stage of disease to the next. 
The likelihood that this will happen is reflected in underwriter’s 
determination of risk.

The Challenge to Insurers

The foregoing remarks illustrate that insurance companies are 
not simply faced with having to determine whether someone does or 
does not have the full AIDS syndrome. The main challenge that 
faces insurers has to do with identifying those in lesser stages 
of disease. It is at those stages that people are likely to want 
to buy insurance while already representing possibly very high 
risks.

Underwriters must always be objective rather than subjective. 
Here is where tests such as the ELISA and Western Blot can be very 
beneficial. For example, if an applicant admits to nonspecific 
symptoms that may or may not represent HTLV-III infection, an 
answer to this question can be easily resolved by doing antibody 
testing. Another illustration of the value for HTLV-III antibody 
testing is the hemophiliac who is applying for life insurance. 
Since the majority of these people have been infected with 
HTLV-III, the underwriter could simply assume that his applicant 
has been exposed to HTLV-III and is therefore uninsurable. But if 
instead he were to get an ELISA test and it turned out to be 
negative, then insurance could be granted to this person. (Future 
supplies of blood products to hemophiliacs will be safe, because 
of a heat-treating process and HTLV-III testing.)

A comment regarding the maintenance of confidentiality of 
test results. The insurance industry has a long and accomplished 
track record in dealing with highly sensitive medical information 
such as chemical dependency, alcoholism, syphilis, an attending 
physician’s knowledge of cancer that has not been revealed to the 
patient, etc. Certainly, if an insurer received knowledge that an 
applicant had the full AIDS syndrome, this information would be 
regarded as highly sensitive and confidential and would be treated 
in strict accordance with both good common sense and with existing 
privacy statutory safeguards. Confidentiality of results of tests 
to detect antibody to HTLV-III would likewise be regarded as very 
sensitive information and protected in an equally secure fashion.

It is important to recognize that tests for antibody to 
HTLV-III have been made available only in the last few months. 
Blood banks were the first users. But serological testing has 
long been recognized as a valuable adjunct to clinical medicine.
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As the AIDS epidemic spreads, attending physicians throughout this 
country will be encountering patients who are potentially infected 
with HTLV-III. Antibody testing for HTLV-III will become a 
standard part of medical practice. Such testing will be a vitally 
important tool for documenting the spread of this infection in our 
country and in attempts to control what Secretary Margaret Heckler 
has called the "number one" health priority of the Department of 
Health and Human Services.

This test is needed by those in clinical medicine. It is 
needed by public health officials. It follows that insurance 
companies also need to have access to antibody testing in order to 
fairly evaluate all insurance applicants.

IV. SUMMARY

Insurance companies understand the importance of maintaining 
public confidence in our nation's blood banks and respect the need 
to maintain confidentiality of test data generated by these 
facilities. Insurance companies will certainly not ask blood 
banks nor official, state-sponsored alternative test sites to 
divulge such information. However, if insurance companies are 
prevented from learning adverse information that applicants 
already know, such unprecedented and unfair advantage will 
unquestionably translate into persons seeking to gain from this 
and consequent subsidization of those at high risk by the majority 
of policyholders who are at virtually no risk of getting AIDS. 
Given the potential magnitude of the AIDS problem, this inequity 
will not only be unfair, but may well prove to have devastating 
financial consequences. Insurance companies should be allowed to 
order their own tests given that results will be used judiciously 
and equitably.



SEC. 1. Section 199.21(f) of the Health and Safety Code is 

amended to read:

199,21. (f) The results of a blood test to detect anti-

bodies to the probable causative agent of acquired immune 

deficiency syndrome, which identifies or provides identifying 

characteristics of the person to whom the test results apply, 

shall not be used in any instance for the determination of 

insurability er suitability for employment.

SEC. 2. Section 10145. is added to the Insurance Code, to 

read: '

10145 (a) No insurance company licensed in this state shall 

refuse to issue or sell any policy of life or disability insur­

ance based upon the results of a blood test to detect antibodies 

to the probable causative agent of AIDS administered or used by 

the insurer as part of its underwriting process to determine 

insurability unless:

(1) blood from any applicant which initially was found to 

have serologic evidence of antibodies to the probable causative 

agent of AIDS shall have been retested for confirmation;

(2) any blood test used to detect antibodies to the probable 

causative agent for AIDS is licensed by the Federal Food and Drug 

Administration or recognized by the State Department of Health

Services; and



(3) the collection, use and disclosure of the results of any 

blood test to detect antibodies to the probable causative agent 

of AIDS are treated as confidential and subject to the restric­

tions set forth in Article 6.6 (commencing with $791).

(b) No insurance company licensed in this state to issue 

life or disability insurance shall use the results of blood tests 

to detect antibodies to the probable causative agent of AIDS 

administered by the State Director of Health Services pursuant to 

Article 8 (commencing with $1630) of the Health and Safety Code 

or administered by any blood bank or plasma center in the 

determination of insurability.
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