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PREFACE

Why write another book on AIDS? Why read another book on the subject?
Some people are saying: This is last year's problem (1989) in the workplace.
We have other, more critical issues to give our attention to--health care,
drugs, illiteracy, to name a few. The year 2000 will see a shrinking labor
force as well as a changing labor force. Corporate America needs to put its
energies into these concerns. AIDS affects only a small population, and few
are even in the workplace.

The purpose of this book is to show how wrong such thinking is, and
how such rationalizing is built upon ignorance of facts as well as a denial
of one's feelings about the subject of AIDS. More importantly, the book
addresses areas that have not been covered before in the literature that relate
directly to the workplace. Information about AIDS is constantly changing
and needs updating. Last year's information is just that. Already new facts,
new legal decisions, and new tnedical information are pouring out into the
media. All of this has implications for the work environment and that is
what this book is about.

I am a professor at the University of Maryland and president of an Em-
ployee Assistance Program (EAP) consulting company for corporations.
Clearly those roles affect my interpretation of the material. I consider that
an advantage; I know of no other book written by an author with such a
perspective. As an EAP professional I have worked for 15 years with large
and small companies in the United States as well as many foreign countries.
I have devoted my energy to assisting the client companies in investing in
people-their most precious cornmodity-c-and thus investing in themselves.
Corporate America is getting the message. It knows that its only hope to
maintain a stable workforce is to provide flexible benefits, child care, drug
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education, and so on. As yet, Corporate America has not related the im-
portance of an AIDS program to productivity. But soon it will have no
choice. This book will provide the facts as well as offer solutions.

What is different about this book? Besides addressing the needs of persons
with AIDS (PWAs), this book takes a broader perspective to include the
needs of other employees affected by AIDS, such as family members and
loved ones; and of special work populations in need of a unique approach
such as minorities, women, and drug abusers. The book provides a program
for the workplace that covers all aspects of the problem. This stems from
my social work training in human service program design and implemen-
tation.

Chapters 1 and 2 cover the latest medical and legal information. For two
years I lectured to executives on AIDS in a number of cities, under the
auspices of the American Management Association. This enabled me to
learn about these subjects first hand as I witnessed audiences' reactions to
the material. Chapter 3 discusses policy development-not only why a policy
is important, but what a policy should cover and a number of examples
from the public and private sector are given.

Chapter 4 moves into a major area of concern: the lack of involvement
by EAPs in the AIDS issue and roles EAPs could serve. EAPs can help not
only people with AIDS, but also several other work populations affected
by AIDS, such as employees living with someone with AIDS. As one who
has been on the cutting edge of the EAP movement, I have witnessed the
initial burst of interest in AIDS, followed by diminished attention to the
subject, especially by contract EAPs. Chapter 4 addresses the reasons for
this decline, as well as possible solutions. Case management-the other side
of the EAP coin-requires planning coordination with human resources
departments and benefit managers.

Chapter 5 covers the educational component of the company AIDS pack-
age. It points out the critical importance of continuous education that in-
cludes updated material.

Chapter 6 deals with special work populations, such as health-care work-
ers, overseas employees, and emergency service personnel, from the aspect
of the nature of their work in relation to contraction of the AIDS virus.

Chapter 7 discusses persons who use drugs and their vulnerability to
AIDS. Intravenous (IV) drug users are particularly at risk; however, when
non-IV drug users are using alcohol and other drugs that alter one's reac-
tions, resistance can be lowered and precautions normally taken would be
dismissed. Chapter 8 discusses the subject of women, minorities, children,
and teenagers. Existing literature on AIDS in the workplace has not ade-
quately addressed the issue of AIDS among these populations. Reaching
these workplace groups without appearing discriminatory is a delicate mat-
ter. Understanding the perspectives of the AIDS issue particular to them
and how they relate to the workplace makes the subject more complex.
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Chapter 9 is composed of interviews with individuals who were selected
because of the diverse perspectives from which they approach the subject.
They include a manager who had an employee with AIDS; a social worker
educating workers about AIDS; a medical director educating an overseas
employee population; a dentist; the president of a national business lead-
ership task force on AIDS; and a medical writer/producer specializing in
AIDS issues from an ethical perspective in the United States and Australia.

The appendixes contain resource lists and original documents from such
sources as the Centers for Disease Control's (CDC) Universal Precautions;
CDC's Recommendations for Health-Care Settings; and handicapped leg-
islation. A full bibliography completes the book.

The workplace represents a vital system in our society. Not only must
companies confront the issue of AIDS within their organizations, but they
also must take responsibility to join the fight against AIDS in society at
large. In many ways, AIDS is our society's biggest challenge. How we cope
with AIDS may truly determine our generation's stature in the history of
humankind. This book is written to help employers stand tall in that role.
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CHAPTER 1

MEDICAL INFORMATION

INTRODUCTION

This chapter will cover the medical aspects of the AIDS virus. Most
important for the workplace, this chapter will discuss the transmission/
non transmission of the disease and its implications for the work setting.
The definition of the virus will include a description, its origin, and the
history of the virus since its discovery. Following a discussion of the epi-
demiology of the disease and its geographical patterns of transmission, the
chapter will present predictions of the disease's future path, including a
discussion of the limitations of accurate documentation and worldwide
underreporting. The virus then will be discussed from a biological perspec-
tive, and traced as the disease progresses within the body. Symptoms of
AIDS will be presented.

The recommended preventive measures will be drawn directly from Sur-
geon General C. Everett Koop's pamphlet sent to every American household
in 1986. Employers are recommended to urge their employees to reread this
pamphlet as it is timely, informative, and essential in beginning to under-
stand the virus and the implications of the disease to every American. A
discussion of the importance of condoms and sterilized needles and their
proper uses will be presented. The chapter will conclude with medical treat-
ment of the AIDS virus, drugs presently used, and the search for a vaccine
and cure.

The presentation of the medical material has relied heavily on third-party
sources because it is important that the medical facts be presented as ac-
curately as possible in order to set the stage for an appropriate workplace
response.
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NONTRANSMISSION/TRANSMISSION

Everyday living does not present any risk of infection. One cannot get AIDS from cas-
ual social contact. Casual social contact should not be confused with casual sexual
contact which is a major cause of the spread of the AIDS virus. Casual social contact
such as shaking hands, hugging, social kissing, crying, coughing, or sneezing, will not
transmit the AIDS virus. Nor has AIDS been contracted from swimming in pools or
bathing in hot tubs or from eating in restaurants (even if a restaurant worker has AIDS
or carries the AIDS virus). AIDS is not contracted from sharing bed linens, towels,
cups, straws, dishes, or any other eating utensils. You cannot get AIDS from toilets,
doorknobs, telephones, office machinery, or household furniture. You cannot get
AIDS from body massages, masturbation, or any nonsexual contact.'

The transmission of the AIDS virus occurs only in a few ways: through
sexual contact; through the sharing of needles and syringes when injecting
illicit drugs; through the transfusion of blood or its components; and
through perinatal exposure-exposure from mother to child or to fetus.
The risk of infection with the AIDS virus is increased by having multiple
sexual partners, either homosexual or heterosexual, and the sharing of
needles among drug users.

DEFINITION

A-I-D-S is a shortened term for Acquired Immune Deficiency Syndrome.
When individuals are diagnosed with AIDS they are in the final stages of a
series of health problems caused by a virus. This virus primarily infects
certain cells of the immune system. The latest research from the Centers for
Disease Control concludes that "AIDS is characterized by a defect in the
body's natural immunity against disease. People who have AIDS are vul-
nerable to serious illnesses which would not be a threat to anyone whose
immune system was functioning normally. These illnesses are referred to as
'opportunistic' infections or diseases.?"

The virus is one of a particular class of viruses called retroviruses. Re-
troviruses are relatively rare in number; only a few have been discovered
to date. "This new form of retrovirus has been named by various researchers
as 'Human T-Lymphotropic Virus Type III' (HTLV-3), 'Lymphadenopathy
Associated Virus' (LAV) and 'AIDS Retro Virus' (ARV). In 1986 an inter-
national scientific committee gave it the official designation 'Human Im-
munodeficiency Virus,' or 'HIV,.,,3

Two major strains of the HIV virus are now recognized in this country:
HIV-1 and HIV-2.

HIV-l infects T-lymphocytes which are white blood cells that have a central role
in the immune response. The virus causes a rare, highly malignant cancer called
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adult T-cell leukemia. Two years after the discovery of HIV-1, in 1986, its close
relative, HIV-2 was isolated and probably causes some cases of a disease called
hairy-cell leukemia as well as T-cell leukemias' and lymphomas of a more chronic
type than those associated with HIV-1.4

Both strains of the virus share some key features: each strain is spread
by blood, sexual intercourse, and from mother to child. Both cause disease
after an extended latency, and both infect T-lymphocytes, a group of white
blood cells. In addition, "both viruses can replicate in certain cells of the
central nervous system which may be involved in the neuropathogical fea-
tures of AIDS."s HIV-l is the most prevalent strain in both numbers of
cases and geographical distribution, having infected millions of people
worldwide. It currently manifests itself as AIDS Related Complex (ARC).
The HIV-2 strain has so far been found primarily in West Africa.

STAGES OF THE DISEASE

The course of the disease has been defined into six stages by Robert A.
Redfield of the Walter Reed Army Institute of Research in Washington,
D.C. After the initial infection with the virus, a person may appear to remain
healthy for up to eight to ten years. In the first stage an unknown proportion
of infected people do experience an early, brief, mononucleosis-like illness
with fever, malaise, and possibly a skin rash. Such symptoms, 'when they
are present, develop at about the time antibodies produced by the body
against HIV can first be detected. This usually occurs between two weeks
and three months after infection.

The second stage occurs with a condition called lymphadenopathy, a
chronic lymph node disease, which may last several years without any other
signs of the disease. After these two stages the virus can remain dormant
for many years.

The third and fourth stages are defined by a marked decrease in the body's
immune system, which is measured by T4 counts.

Stage four is also characterized by an abnormal reaction to a skin test called delayed
hypersensitivity response, which measures T-cell activation following an injection
of foreign proteins. As T4 levels continue to decline, patients enter stage five, when
they develop symptoms of immune collapse. These symptoms most often involve
chronic infections of the skin and mucous membranes ....

The sixth and final stage is AIDS itself, when once exotic and often life-threatening
infections may strike a wide variety of organs. These illnesses often begin with
persistent coughing and shortness of breath, symptoms of PCP, a virulent form of
pneumonia caused by a protozoan called Pneumocystis crinii that is harmless to
people whose immune system is sound. According to the CDC, PCP is the primary
cause of death for three out of five AIDS patients ....

The prognosis is grim once patients have entered stage six, with most dying within
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two years. Many researchers hoped that not all HIV-infected people would progress
to the immune collapse represented by stages four through six, but long-term studies
of AIDS have shown that the course of illness appears inevitable. A Walter Reed
study found that 90 percent of a group of HIV-infected patients progressed one or
more stages over an average of three years."

Infection with the HIV virus always seems to lead to AIDS. While people
infected with the virus remain in good health, they are referred to as asymp-
tomatic. When they develop illnesses varying in severity from mild to ex-
tremely serious, the illnesses are designated AIDS Related Complex.
However, the term ARC is not widely used since the concepualization of
the six stages of the disease.

Although a large enough dose of the right strain of HIV can cause AIDS on its own,
cofactors can clearly influence the progression of the disease. People whose immune
systems are weakened before HIV infection may progress toward AIDS more quickly
than others; stimulation of the immune system in response to later infections may
also hasten disease progression."

Specifically, when other sexually transmitted diseases (STDs) have been
found in an individual infected with HIV, HIV causes AIDS to accelerate
more rapidly than if the STDs were not present.

ORIGIN OF THE AIDS VIRUS

It is not definite if the virus originated in Africa or somewhere else. The
virus has been traced by scientists to Africa where the virus is thought to
be present before 1970. In several countries in south central Africa, the
AIDS virus has been found in stored blood supplies that date as far back
as the 1960s. Robert C. Gallo of the National Cancer Institute in Bethesda,
Maryland, codiscovered the virus. In theorizing about the long-term exis-
tence, he proposed that, "HIV originated in Africa, where both people and
African primates were infected, and was spread to the Americas by the slave
trade and to the southwestern islands of Japan (the virus's other endemic
area) by oceangoing Portuguese traders.:"

This theory is supported by the French scientist who codiscovered the vi-
rus. Luc Montagnier of the Pasteur Institute in Paris agrees that the AIDS vi-
rus is indeed very old. "We're boarding a train already in motion. The AIDS
virus's complexity shows that it has undergone an arduous process of selec-
tion. With nine genes, it is the most complex retrovirus known to rnan.?"

Like other viruses, retroviruses cannot replicate without taking over the biosynthetic
apparatus of a cell and exploiting it for their own ends. What is unique about
retroviruses is their capacity to reverse the ordinary flow of genetic information-
from DNA to RNA to proteins (which are the cell's structural and functional mol-
ecules). The genetic material of a retrovirus is RNA. In addition, the retrovirus
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carries an enzyme called reverse transcriptase, which can use the viral RNA as a
template for making DNA. The viral DNA can integrate itself into the genome (the
complement of genetic information) of the host. Having made itself at home among
the host's genes, the viral DNA remains latent until it is activated to make new virus par-
ticles. The latent DNA can also initiate the process that leads to tumor formation."

AIDS is an epidemic today because it is a disease of civilization and is
dependent on behavior. The virus is so old that it may have well appeared
earlier in history to wipe out previous civilizations. Since then, the virus has
been biding its time in isolated populations, masking its existence behind
other fatal diseases, until the cofactors of modern life united to spur it into
its current epidemic proportions. These cofactors, weakening the immune
system, include sexual promiscuity, industrial pollution, drug use, and the
mingling of people into a world culture. According to Montagnier, since
"the whole world is married to one another, the globalization of culture
has globalized our germs."!'

CHRONOLOGY OF AIDS

1960-70s
1977
1978
1981
1982
1983
1984

1985
1986
1987
1988

1989

1990

AIDS virus surfaces in Africa.
AIDS virus arrives in New York.
AIDS virus arrives in Los Angeles and San Francisco
First medical cases reported to CDC.
First organization on AIDS created in New York.
The name "AIDS" established.
The AIDS virus discovered: Montagnier, Pasteur Institute (France)
announces LAV; Gallo, U.S. Health Service, announces HTLV-III;
Levy, USA announces ARV.
CDC issues Guidelines for AIDS in the Workplace.
Surgeon General issues report on AIDS.
Presidential Commission on AIDS appointed.
AIDS diagnoses in the U.S. surpass 60,000; 50 new cases added each
working day; no cure or vaccine in sight."
AZT found to prolong the lives of those found as HIV positive; rate
of infection is shifting, found to increase in IV drug users, women.
Rate of infection among homosexual men is lessened.
AIDS awareness and consciousness appears to be decreasing. There
has been no government supported and educational materials dis-
tributed since the 1986 Surgeon General's report.

EPIDEMIOLOGY OF AIDS

Virtually every country except Antarctica has reported cases of AIDS to
the World Health Organization (WHO). As of June 1, 1990,263,051 cases
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of AIDS had been reported by about 150 countries to WHO. This figure,
however, represents only a fraction of those afflicted. Experts say the more
accurate estimate of those infected is closer to 500,000. Dr. Mann of the
WHO, speaking at the WHO/Global Programme Management Committee
Meeting in Geneva, December 1989,

estimated that the 1980s would produce five million new infections with HIV ... ,
600,000 cases of AIDS, and 300,000 deaths. He is convinced that the global strategy,
where conscientiously applied, is beginning to show results. However, the pandemic
is spreading while complacency increases. The threat of spread is particularly great
in Asia, according to Dr. Mann. In Africa, Uganda alone, with about 800,000
seropositives, may have as many as 40,000 new AIDS cases in 1990. And the
cumulative total of AIDS cases might reach as high as six million by the year 2000.13

There are three main geographic patterns of infection. The Pattern 1 is
typical of largely industrialized countries such as the United States and
Canada, Western Europe, Australia, New Zealand, and parts of South
America. The two main groups afflicted are intravenous drug users (and
their sexual partners) and homosexual men. Heterosexual transmission ac-
counts for only a small percentage in these areas but that percentage is
increasing. "There was transmission due to the transfusion of blood and
blood products between the late 1970s and 1985, but that route has been
virtually eliminated by convincing people in high-risk groups not to donate
blood and by routine, effective testing of blood donors for antibodies against
HIV.,,14 The male to female sex ratio in this pattern ranges from 10: 1, to
15: 1. Because of the few women infected in these areas, perinatal trans-
mission (transmission from mother to child) is not common.

Pattern 2 occurs in central, eastern, and southern Africa, the Caribbean,
and, most recently, parts of South America. In these areas AIDS is reported
to be transmitted primarily through heterosexual contact, with equal num-
bers of men and women afflicted. The lack of reporting of homosexual
transmission stems from the denial of homosexual and bisexual activity in
these areas. Therefore, homosexually and bisexually transmitted cases are
being reported with the heterosexual figures. The prejudice against homo-
sexuality also leads to a higher level of infection among women. Many men
have not acknowledged their homosexuality and are still married and having
relations with women. Because of the level of women infected, perinatal
transmission is common. In central Africa transfusions of unscreened blood
may still be a major source of transmission. AIDS now afflicts more than
8% of urban adults in central Africa.

Pattern 3, about which very little is known, covers Asia, the Soviet Union,
Eastern Europe, the Middle East, North Africa, and most of the Pacific. In
these areas, the virus has been reported as having arrived relatively late-
in the mid 1980s. Most of the reported cases involve people who have had
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sexual contact with people from Pattern 1 or Pattern 2 or who have traveled
to these areas. The lack of information about Pattern 3 is a result of the
tendency of Pattern 3 nations to be dogmatic in their denial of addictions.
They did not report having alcohol and drug problems until there were
virtual epidemics. Because of this rigid attitude toward addictions, these
countries are virtually blinded to the actual numbers of AIDS cases, espe-
cially those due to IV drug transmission.

AIDS IN THE UNITED STATES

As ofJune 30,1990,139,765 cases of full-blown AIDS have been reported
in the United States. The total cases of AIDS in adults and adolescents were
137, 385. Of those with AIDS, 60% are male homosexuals, 21 % are in-
travenous drug abusers, about 7% are both male homosexuals and intra-
venous drug abusers, 5% were infected by heterosexual transmission, 2%
were infected by blood transfusions, 1-2% are hemophiliacs, and the re-
maining 3% are undetermined.

As of June 1990 the ten leading states for reported cases of AIDS were:
New York, 30,798; California, 26,713; Florida, 12,041; Texas, 9,711; New
Jersey, 9,143; Illinois, 4,113; Puerto Rico 4,039; Pennsylvania, 3,921; Geor-
gia, 3,678; Massachusetts, 2,937. San Francisco and New York City have
the highest rate of HIV infection among homosexual men. Otherwise, HIV
presence in homosexual men varies geographically without major concen-
tration in anyone region.

The prevalence of HIV among intravenous drug users varies markedly by
geographic region. In 90 studies, in 53 cities in 27 states or territories, rates
range from 50% to 60% in New York City, northern New Jersey, and Puerto
Rico to below 5% in most areas of the country other than the East Coast.

FUTURE PATH OF AIDS

The exact number of people who have contracted AIDS in the United States
is unknown because there is no universal screening. According to the Public
Health Service, nearly 1 million people in the United States are currently in-
fected with the HIV virus and have some symptoms but not full-blown AIDS.
As of 1993, the cumulative total of the disease is estimated to be between
390,000 and 480,000 reported cases with 285,000-340,000 deaths. In 1992
alone, 80,000 new cases are expected to be reported with 65,000 deaths.

It is next to impossible to calculate future worldwide projections for AIDS
because of the information block in so many regions. It is especially hard
to monitor and analyze the spread of the disease and its predominantly
infected groups in most nonindustrialized countries because large segments
of the population are not accessible to the health-care facilities where pres-
ence of the AIDS virus can be determined. In addition, many governments
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in underdeveloped countries are unwilling to officially acknowledge the
existence of AIDS.

In addition, countries are underreporting not only because of lack of
proper facilities but also because of the misdiagnosis of the disease. AIDS
is often labeled as cancer or heart disease. Misdiagnoses are a consequence
of the lack of information about the disease as well as prejudice. These
countries are reluctant to report and identify the prevalence of homosexual
and bisexual activity, and the prevalence of drug abuse. The total number
of AIDS cases reported to the World Health Organization as of June 1,
1990, stands at approximately 263,051, and 139,765 of these are from the
United States. These imbalanced figures demonstrate the misrepresentation
of the disease rate in other countries.

Infection rates in some countries in Africa vastly exceed infection rates in the United
States, prompting fears in those countries that their already inadequate medical
systems will soon be totally overwhelmed. AIDS is a dramatically growing, world-
wide medical crisis with no medical cure in sight. By the early 1990s it is likely that
the AIDS epidemic will be the most deadly and costly epidemic of the twentieth
century. AIDS deaths will exceed the cost of lives of the forty-year long polio epidemic
and could approach the scale of the great influenza epidemic of 1918-1919, which
took 400,000 lives in the United States alone, and caused millions of deaths world-
wide. By the beginning of 1992, American deaths from the AIDS epidemic are
expected to reach roughly three times the number of deaths of all American service
personnel in the Vietnam War. 15

At present the infection and disease rates of the predominantly infected
groups in the United States are shifting dramatically. In the white homo-
sexual male, the infection rate appears to have reached a plateau, but disease
rate is on the increase. This change in the infection rate is largely a result
of the change in the behavioral patterns of the white male homosexual
population. Cohesive educational and monitoring efforts have produced a
marked decrease, and so it is likely that in the future the infection rate will
not have the rapid increase seen in the mid-1980s. However, what will
become prevalent is the number of full-blown AIDS cases. These cases will
emerge from the estimated 1-2 million people already infected before the
widespread adoption of prevention patterns of behavior.

While the rate of new infections in homosexual men has sharply dropped since 1983,
it is slowly but steadily rising among needle-using addicts, at the rate of 3% per year.
This is a concern to public health experts, because intravenous drug users through
their sexual contacts are viewed as the bridge to the general heterosexual popula-
tion."

To gauge the future of the epidemic, it is necessary to take geography
into consideration. In order to prevent the spread of the disease it is crucial
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to know where people are getting infected and anticipate the health care
needs of those already infected. In addition to focusing on changing high-
risk behavior, it is necessary to focus on geographical problem areas in order
to target high-risk regions. However, it is also important to remember that
geography is not destiny. One can live in the highest risk area and not
necessarily contract the disease. It is equally possible to live in a remote
area but still contract the disease. In order for the disease to be thwarted,
virtually everyone, everywhere, must change their behavior.

PREVALENCE OF HIV INFECTION IN SPECIAL GROUPS IN
THE UNITED STATES

Children/Adolescents with AIDS

As of June 30, 1990, there were among children under 13 years of age
2,380 reported cases of pediatric AIDS and 541 among adolescents aged 13-
19. Of the children under 13,5% of the cases were hemophiliacs, 83% were
from parents with/or at risk of AIDS, 10% from transfusions, and 2-3 % un-
determined. The nearly 2,500 cases among young children is almost double
the amount reported a year earlier. The U.S. Public Health Service estimates
that by 1991,3,000 children will have suffered from the disease and virtually
all will die. This number is undoubtedly an underestimate, as are all figures re-
garding AIDS cases to date. Unlike the path of the disease in adults, "the time
at which the HIV infection of the fetus or infant occurs is not yet known; po-
tential opportunities for transmission occur in utero, during labor and deliv-
ery, and postnatally through breast milk or other vehicles.Y'"

"It has been found that congenitally acquired HIV infection may affect
the infant's central nervous system and thus may lead to alterations in
growth and development-signs and symptoms not previously identified
with AIDS.,,18Children with AIDS are of special concern to the workplace
because their families are living with the child's inevitable death, as well as
trying to remain productive and efficient at work.

Teenagers are at very great risk for AIDS. They normally consider them-
selves invulnerable and have a devil-may-care attitude. Some 40% of run-
away teens are seropositive.

Hemophiliacs and Blood Supply

The screening of blood and plasma did not become routine until 1985.
Consequently, "there is a high prevalence of HIV infection among the es-
timated 15,500 persons with hemophilia in the United States. Overall, ap-
proximately 70% of tested persons with hemophilia A and 35% with
hemophilia B are infected with HIV.,,19

There has been an unusually low diagnosis rate for hemophiliacs infected
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with HIV. This may be because of a longer incubation period of the AIDS
virus due to the nature of the condition of hemophilia. However, although
the outcome of this population is unknown, it is clear that the majority of
hemophiliacs in the United States are HIV positive and therefore able to
transmit the virus.

Before 1985 there was no screening of blood and plasma for transfusion
patients. This means that anyone receiving a blood transfusion before 1985
could be at risk for HIV. About 2 % of the patients diagnosed with AIDS
contracted the virus from a blood transfusion.

Today in the U.S., the risk of getting AIDS from a blood transfusion has been greatly
reduced. All donated blood and blood products are tested for the AIDS virus an-
tibody, and donors are screened for risk factors. No one in the U.S. who really needs
a blood transfusion should refuse it for fear of getting AIDS. The risk to health from
refusing a blood transfusion is much greater than the very low risk of getting AIDS
from the transfusion. Overseas blood supplies [however] do not necessarily undergo
the same scrutiny. For workplaces sending employees overseas this is a serious
question. There is a responsibility to know and inform employees of risks.

Each time blood is donated, a new sterile needle is used for each donor and then dis-
carded. The need for blood is always great, and healthy people [in the U.S.] who are
not at risk for AIDS should continue to donate as they have in the past. When scientists
first learned that the AIDS virus could be spread through blood, they did not yet know
what caused the disease. As a first step to improve safety, the Public Health Service
urged that people with signs or symptoms of AIDS and members of groups known to
be at increased risk not donate blood. Blood collection centers included questions
about symptoms of AIDS to screen donors, and staff were taught to reject those with
early signs and symptoms of the disease. Also, new heat and chemical procedures were
developed to kill viruses in clotting factor concentrates manufactured for use in treat-
ing hemophilia. By spring of 1985, a test was developed and implemented at the na-
tion's blood centers to screen all donating blood and plasma."

The Military Population

As of October 1985 all persons involved with the military are screened for
HIV infection as part of their routine medical examinations. These groups in-
clude active duty or reserve military service, the service academies, and the
Reserve Officer Training Corps (ROTC)-a total of over 600,000 per year.

Military applicants are interviewed by recruiting officials about drug use and homo-
sexual activity (both of which are grounds for exclusion from entry into military
service) before referral for medical evaluation. Potential applicants are informed
that they will be screened for HIV antibody. It is expected, therefore, that military
applicants who are medically evaluated underrepresent IV drug users and homo-
sexual and bisexual men, as well as persons with coagulation deficiencies."

The military is still finding .03% of recruits HIV positive.
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Prostitutes

Prostitutes are defined as women who exchange sex for money. (Male pros-
titutes, whose sexual exposure is predominately with other men, are included
in the data among homosexual and bisexual men.) This group is of particular
concern because of their risk for HIV infection and its implications for soci-
ety. Female prostitutes are at a double risk of exposure to HIV infection. This
is because of the IV drug use common among prostitutes (the income pro-
vided from prostitution is a common and often necessary means of paying for
drugs), and because of multiple sexual encounters. In addition, they are a po-
tential source of infection for their babies and their male clients.

The prevalence of HIV infection among U.S. prostitutes is three to four times higher
among prostitutes who acknowledge IV drug use than among those who do not.
HIV antibody prevalence tends to parallel the geographic pattern of AIDS cases for
women, and HIV antibody prevalence is over twice as high for black and Hispanic
prostitutes as for white and other prostitutes. Regardless of how prostitutes acquire
their infection, they represent a potential source for heterosexual transmission."

BIOLOGICAL COMPOUND OF THE AIDS VIRUS

The Virus Alone

AIDS is the final stage of a disease with a very directed course. The HIV vi-
rus, the first element in this course, is a surprisingly weak microorganism that
requires a moist, temperature-controlled environment combined with genetic
material in which to survive. The only way the virus can enter the human
bloodstream is through the body's mucous membranes. The virus does not
exist well outside the body. Sunlight, common household products (such as
Lysol and bleach), and hot water are all easy killers of the virus when it is
found out of the body. The virus also cannot reproduce itself in an open en-
vironment. Therefore, the dismission of the myth that insect bites, toilet seats,
and further casual contact acting as a transmitter of the virus.

However, if the virus penetrates the human body through its transmission
methods-sexually or through the blood-it has the potential of incapaci-
tating our immune system and is extremely powerful and destructive to
human health.

The Path of the AIDS Virus Once Inside the Body

Inside the human bloodstream, this virus has the capability of identifying and at-
taching itself to a specific white blood cell known as a "T-Helper Cell Lymphocyte."
This particular kind of lymphocyte is a component of the immune system; it has a
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major role in managing the response of the immune system whenever the human
body is invaded by a disease. T-Helper Cell Lymphocytes help turn on and manage
the immune response; their existence is essential to our health. There are millions
of these cells as well as other types of lymphocytes in our bodies, each with a
specialized function.

Once inside the circulatory system, the AIDS virus becomes one more part of the
enormously extensive network in the bloodstream. It cannot control its own motion.
It floats with the billions of other cells throughout the bloodstream. On the surface
of the AIDS virus are antigens which allow the virus to attach itself to other cells
with receptors which effectively match the design of the antigen of the AIDS virus.
These antigens are a perfect match to the receptors on the surfaces of the T-Helper
Cell Lymphocytes.

Once the virus attaches itself to the lymphocyte, it is capable of injecting its genetic
material, or RNA, into the lymphocytes DNA, thus turning the lymphocyte into a
manufacturer of the AIDS virus. The virus cannot reproduce alone, but can take
control of the lymphocyte's genetic processes through the use of an enzyme called
"reverse transcriptase." Once the virus has taken control of the lymphocyte's re-
productive processes, it can remain dormant for extensive periods of time. Upon
activating the genetic material of the lymphocyte, the virus can be reproduced
hundreds, perhaps thousands of times.

When the reproduction process is activated the newly created viruses eventually
break out of the lymphocyte's cell and independently are able to attach to other
lymphocytes, thus repeating the process. As a consequence of all this reproduction,
the original lymphocyte cell then dies.

Over time, more and more viruses are produced and more lymphocytes are de-
stroyed. The human body does not manufacture unlimited quantities of new lym-
phocytes. They are among the longest living cells in the human body, and normally
live about twenty five years. When the level of lymphocytes in the body becomes at
a dangerously low level, the immune system can no longer properly function. The
body then begins to become attacked by "opportunistic" diseases. These are diseases
present in our environment, but which do not harm people with sound immune
systems. Of the possible opportunistic diseases, the ones commonly associated with
AIDS are pneumocystis [carinii] pneumonia, a lung disease caused by a protozoan,
a small parasite, and a form of capillary cancer called Kaposi's sarcoma."

SYMPTOMS

People who become infected with the AIDS virus may either have no
symptoms or be affected by a variety of clinical conditions. People with less
extreme complications (or AIDS Related Complex) may have tiredness,
fever, loss of appetite and weight, diarrhea, night sweats, and swollen glands
(lymph nodes), usually in the neck, armpits, or groin.

The patient in the final stages of AIDS has been afflicted with opportunistic
infections. These infections, to a non-AIDS-infected patient, would not be
fatal. However, these infections become fatal in the AIDS patient. Cancers
such as Kaposi's sarcoma, and pneumocystis carinii pneumonia, are the most
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common opportunistic infections. Kaposi's sarcoma may be detected by the
onset of multiple purplish blotches and bumps on the skin. In its final stages,

the AIDS virus may also attack the nervous system and cause delayed damage to
the brain. This damage may take years to develop and the symptoms may show up
as memory loss, indifference, loss of coordination, partial paralysis, or mental dis-
order. This is accompanied by extreme weight loss, to a virtual skeletal level near
the final stages. These symptoms may occur alone, or with other symptoms men-
tioned earlier. 24

An individual in the final stages of this disease, near death, is at the end of one
of the most debilitating, regressive, and painful diseases in our society today.

PREVENTION

Prevention of the AIDS virus is best described by the Surgeon General's Re-
port on AIDS. It is quoted extensively because of its applicability for the
workplace:

Knowing the facts about AIDS can prevent the spread of the disease.
Education of those who risk infecting themselves or infecting other people
is the only way we can stop the spread of AIDS. People must be responsible
about their sexual behavior and must avoid the use of illicit intravenous
drugs and needle sharing. Described below will be the types of behavior
that lead to infection by the AIDS virus and the personal measures that
must be taken for effective protection. Precautions must be taken. The AIDS
virus infects persons who expose themselves to known risk behavior, such
as certain types of homosexual and heterosexual activities or sharing intra-
venous drug equipment.

Risks. Although the initial discovery was in the homosexual community,
AIDS is not a disease only of homosexuals. AIDS is found in heterosexual
people as well. AIDS is not a black or white disease. AIDS is not just a male
disease. AIDS is found in women; it is found in children. In the future AIDS
will probably increase and spread among people who are not homosexual
or intravenous drug abusers in the same manner as other sexually trans-
mitted diseases like syphilis and gonorrhea.

Sex Between Men. Men who have sexual relations with other men are
especially at risk. About 70 percent of AIDS victims throughout the country
are male homosexuals and bisexuals. This percentage probably will decline
as heterosexual transmission increases. Infection results from a sexual re-
lationship with an infected person.

Multiple Partners. The sexual revolution is over. The risk of infections
increases according to the number of sexual partners one has, male or female.
The more partners you have, the greater the risk of becoming infected with
the AIDS virus.
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How Exposed. Although the AIDS virus is found in several body fluids,
a person acquires the virus during sexual contact with an infected person's
blood or semen and possibly vaginal secretions. The virus then enters a
person's blood stream through their rectum, vagina or penis.

Small (unseen by the naked eye) tears in the surface lining of the vagina or
rectum may occur during insertion of the penis, fingers, or other objects, thus
opening an avenue for entrance of the virus directly into the blood stream;
therefore, the AIDS virus can be passed from penis to rectum and vagina and
vice versa without a visible tear in the tissue or the presence of blood.

Prevention of Sexual Transmission-Know Your Partner. Couples who
maintain mutually faithful monogamous relationships (only one continuing
sexual partner) are protected from AIDS through sexual transmission. If
you have been faithful for at least five years and your partner has been
faithful too, neither one of you is at risk. If you have not been faithful, then
you and your partner are at risk. If your partner has not been faithful, then
your partner is at risk which also puts you at risk. This is true for both
heterosexual and homosexual couples. Unless it is possible to know with
absolute certainty that neither you nor your sexual partner is carrying the
virus of AIDS, you must use protective behavior. Absolute certainty means
not only that you and your partner have maintained a mutually faithful
monogamous sexual relationship, but it means that neither you nor your
partner had used illegal intravenous drugs.

Some personal measures are adequate to safely protect yourself and others
from infection by the AIDS virus and its complications. Among these are:

• If you have been involved in any of the high risk sexual activities described above
or have injected illicit intravenous drugs into your body you should have a blood
test to see if you have been infected with the AIDS virus. [Note: It is extremely
important to carefully appraise testing. Proper counseling before being tested is
vital to be prepared for a possible positive result.]

• If your test is positive or if you engage in high risk activities and choose not to
have a test, you should tell your sexual partner. If you jointly decide to have sex,
you must protect your partner by always using a rubber (condom) during (start
to finish) sexual intercourse (vagina or rectum).

• If your partner has a positive blood test showing that he/she has been infected
with the AIDS virus or you suspect that he/she has been exposed by previous
heterosexual or homosexual behavior or use of intravenous drugs with shared
needles and syringes, a rubber (condom) should always be used during (start to
finish) sexual intercourse (vagina or rectum).

• If you or your partner is at high risk, avoid mouth contact with the penis, vagina,
or rectum.

• Avoid aU sexual activities which could cause cuts or tears in the linings of the
rectum, vagina, or penis.
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• Single teen-age girls must be warned that pregnancy and contracting sexually
transmitted diseases can be the result of only one act of sexual intercourse ....
The same is true for teenage boys who should also not have rectal intercourse
with other males. It may result in AIDS .

• Do not have sex with prostitutes. Infected male and female prostitutes are fre-
quently also intravenous drug abusers; therefore, they may infect clients by sexual
intercourse and other intravenous drug abusers by sharing their intravenous drug
equipment. Female prostitutes also can infect their unborn babies.

Intravenous Drug Users. Drug abusers who inject drugs are another popu-
lation group at high risk and with high rates of infection by the AIDS virus.
Users of intravenous drugs make up 25 percent of the cases of AIDS through-
out the country. The AIDS virus is carried in contaminated blood left in the
needle, syringe, or other drug related implements and the virus is injected into
the new victim by reusing dirty syringes and needles. Even the smallest
amount of infected blood left in a used needle or syringe can contain liveAIDS
virus to be passed on to the next user of those dirty implements.

No one should shoot up drugs because addiction, poor health, family
disruption, emotional disturbances and death could follow. However, many
drug users are addicted to drugs and for one reason or another have not
changed their behavior. For these people, the only way not to get AIDS is
to use a clean, previously unused needle, syringe or any other implement
necessary for the injection of the drug solution.

Hemophilia. Some persons with hemophilia (a blood clotting disorder
that makes them subject to bleeding) have been infected with the AIDS virus
either through blood transfusion or the use of blood products that help
their blood clot. Now that we know how to prepare safe blood products
to aid clotting, this is unlikely to happen. This group represents a very small
percentage of the cases of AIDS throughout the country.

Blood Transfusion. Currently all blood donors are initially screened and
blood is not accepted from high risk individuals. Blood that has been col-
lected for use is tested for the presence of antibody to the AIDS virus.
However, some people may have had a blood transfusion prior to March
1985 before we knew how to screen blood for safe transfusion and may
have become infected with the AIDS virus. With routine testing of blood
products, the blood supply for transfusion is now safer than it has ever been
with regard to AIDS.

Persons who have engaged in homosexual activities or have shot street
drugs within the last ten years should never donate blood.

Mother can infect newborn. If a woman is infected with the AIDS virus
and becomes pregnant, she is more likely to develop ARC or classic AIDS,
and she can pass the AIDS virus to her unborn child. Approximately one
third of the babies born to AIDS-infected mothers will also be infected with
the AIDS virus. Most of the infected babies will eventually develop the
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disease and die. Several of these babies have been born to wives of hemo-
philiac men infected with AIDS by way of contaminated blood products.
Some babies have also been born to women who became infected with the
AIDS virus by bisexual partners who had the virus. Almost all babies with
AIDS have been born to women who were intravenous drug users or the
sexual partners of intravenous drug users who were infected with the AIDS
virus. More such babies can be expected.

Think carefully if you plan on becoming pregnant. If there is any chance
that you may be in any high risk group or that you have had sex with
someone in a high risk group, such as homosexual and bisexual males, drug
abusers, and their sexual partners, see your doctor.

Summary. AIDS affects certain groups of the population. Homosexual
and bisexual males who have had sexual contact with other homosexual
or bisexual males as well as those who "shoot" street drugs are at greatest
risk of exposure, infection and eventual death. Sexual partners of these high
risk individuals are at risk, as well as any children born to women who
carry the virus. Heterosexual persons are increasingly at risk,"

The global strategy as recommended by the World Health Organization
in the prevention of AIDS worldwide "continues to depend on education,
the use of condoms, and protection of the blood supply.v"

CONDOMS AND STERILIZED NEEDLES

When discussing preventive measures and changing behavior, the subject
of condoms and sterilization of needles is critical. One example of a state
providing explicit education materials for prevention is Maryland. In its
report about AIDS in the State of Maryland, the Department of Health and
Hygiene included this information:

Using condoms every single time one has sex is absolutely crucial. The proper use
of condoms will usually protect you effectively from other sexually transmitted
diseases (STD or VD) .... Safer sex means using condoms (rubbers) every time.
Condoms can't protect you, however, if they break. Therefore, it is essential to learn
how to use a condom BEFORE sexual contact. Learning to use a condom includes-
how to choose a condom (rubber latex), finding the right kind of lubricant, putting
on correctly, how to make them a part of your sex life and discussing with your
partner the use of condoms.

The sharing of needles is also a form of transmittal of the AIDS virus. Thus, a
clean, sterilized needle is essential every time before injecting the drug into the body.
Running water through the needle, syringe, or works is not enough-it does not
clean the needle or kill the HIV infection. Traces of infected blood are still left
behind, even undetected by the naked eye.

If you are an IV drug user, use only your own works. If you do use someone else's,
clean the needle and syringe with bleach straight from the bottle before injection. Pull
the bleach into the needle and syringe, and push it out. Do this twice. Using bleach to
clean needles and syringes is fast, easy, inexpensive, and may save your life."
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TREATMENT

The researchers in the field of AIDS are in the midst of a major effort to
discover, develop, and test potential therapies for HIV infection and AIDS.
"These efforts have focused on two major areas: (1) antiviral drugs with a
direct effect against the causative agent, HIV, and (2) immunomodulators
that act to reconstitute or enhance immune-system function in patients with
HIV infection and AIDS.,,28 In addition, progress is being made in the
development of treatment for specific opportunistic infections and cancers
that are associated with the disease.

Researchers attempting to discover and develop anti-HIV drugs are pursuing two
approaches: screening large numbers of existing compounds for activity against HIV
and targeting drug development with information gained about unique properties
and critical functions of the virus to design agents that interfere with structural
components of the life cycle of the virus."

Clinical trials are the method employed to test the drugs that have the
possibility of treating the AIDS virus. Clinical trials are carried out through
a three-step process and involve progressively larger numbers of AIDS or
HIV-positive diagnosed individuals. Drug sponsors arrange with physicians
and hospitals to conduct these trials.

Phase I trials are concerned primarily with learning more about the safety of the
drug, though they may also provide information about effectiveness. They provide
information on: how the drug is absorbed, metabolized, and excreted; what effect
it has on various organs and tissues; and what side effects it has as doses are increased.

Phase I testing is generally done on a small number of healthy volunteers. They
are usually paid for their services, which essentially consists of submitting to a variety
of tests to learn what happens to the drug in the human body. One of the chief
causes of failure in this phase is evidence of toxicity at doses too small to produce
any beneficial effect.

Phase II trials are designed to show whether the drug is effective in treating the
condition for which it is intended. They also attempt to disclose short-term side
effects and risks in people whose health is impaired.

Most Phase II trails are randomized control studies. Placebos are used when there
is no historic or positive control available.

Phase III testing is geared to developing information that will allow the drug to
be marketed and used safely. Optimum dose rates and schedules are determined
and, hopefully, long-term side effects are revealed."

Because of the frightening and increasing statistics on the rate of infection
versus percentages of death from exposure to HIV, there has been mounting
tension between the desire to provide potential treatment as quickly and
widely as possible, and the necessity for accurate answers gained through
carefully designed and monitored research. There has been much controversy
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surrounding the issue that the researchers are rigidly adhering to experimen-
tal traditions and rules that are not relevant to the AIDS crisis and that conse-
quently impede progress to solutions desperately needed. Advocates of AIDS
and HIV-positive patients feel that the structure and guidelines of the clinical
trials are too complex and restrictive in their criteria for admission and exe-
cution. Consequently, there is mounting pressure on the scientific community
to loosen its standards for drug evaluation and therefore to widely distribute
the experimental treatments now because of the lethal results if experimental
treatment is not accessible to currently infected patients.

DRUGS USED IN TREATMENT OF AIDS

The only drug currently licensed by the Food and Drug Administration
(FDA) for the treatment for the HIV infection is AZT, a compound that inter-
feres with virus replication. Carefully administered, it could significantly pro-
long life for certain individuals with AIDS. However, it does have
considerable toxic side effects, including suppression of production of bone
marrow.

A number of related antiviral compounds are also being investigated to
see if they may be as effective as AZT, with less toxic side effects. Other
drugs, alone and in conjunction with AZT, are also being explored in the
hope of achieving greater results with reduced toxicities. AZT has recently
been discovered to significantly prolong the length of life in asymptomatic
or minimally symptomed HIV infected individuals.

VACCINE

The development of a vaccine against HIV infection is considered of
utmost importance in the medical community. However, despite the inten-
sive and costly research, as well as major scientific advances, a vaccine is
still years away.

Developing a successful vaccine against HIV infection is difficult for sev-
eral reasons. The first is because of the nature of the virus itself. "Many
different strains of HIV exist, and even within one person's body, the virus
can undergo mutations rapidly and easily. In addition, scientists still do not
fully understand the nature of an effective immune response that can protect
against initial infection of disease progression following infection?"

The second is a result of the inability to rely on past research methods.
Progress made in the development of vaccines for past epidemics, such as
polio and influenza, was gained due to the ability to research those epidemic
sufferers who had recovered without treatment-using only their body's
natural immune response. Because there have been no recovered patients
from the AIDS virus, this critical method of research is nonexistent. There-
fore, the task for the scientists has been further complicated.
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Usually, vaccines that are potential successes are approved for distribution
only after safety and immunogenicity are demonstrated in both laboratory
and animal studies. However, because of the severity of the AIDS epidemic,
active lobbying groups are demanding faster medical results and therefore
the FDA has approved initial testing of several candidate vaccines.

SEARCH FOR A CURE

The wide scope of the AIDS epidemic and the urgency of developing treat-
ments and a cure represent an enormous challenge for the medical profession.

Building upon a strong foundation of knowledge accumulated over several decades
of research in such fields as immunology, microbiology, infectious diseases, molec-
ular biology, and epidemiology, AIDS research efforts have moved forward swiftly
and productively since this new disease was first recognized. Seldom has biomedical
science progressed so rapidly, yet real solutions to the control and prevention of
HIV infection remain elusive. Perhaps more than any other disease, AIDS has raised
a host of complex questions, from the most fundamental nature of biological systems
to the role of scientific research in society at large."

COMMENTS

The dynamics of the AIDS virus are increasingly changing much of the
medical field's methods of research and administration of treatment. As
such research continues, new methodologies for treatment will be forth-
coming. It is essential that the rest of society support this research and
recognize the tremendous importance of the work being done in medical
and research fields. The workplace will benefit enormously from all new
medical findings. Therefore, it has a responsibility to support this effort
financially as well as through education. Major funding will be necessary
to support the treatment for the increasing number of persons with AIDS.
It is time that the corporate social responsibility of U.S. business be called
into action.
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CHAPTER 2

LEGAL ISSUES

INTRODUCTION

When an employer deals with a question of AIDS involving an employee
or a job applicant, it is necessary to consider legal issues. The employer has
to look beyond the scientific data and examine what the possible liability
may be if negative action is taken against an applicant or employee with
AIDS. Because expert medical opinion holds that AIDS can not be trans-
mitted through casual contact, the legal trend has been to protect the ap-
plicant or employee with AIDS.

This chapter will examine the legal issues surrounding AIDS in the work-
place. The discussion will begin with an overview of federal, state, and local
statutes that have established precedents for how AIDS is dealt with in the
workplace. Special attention will be given to the legal implications of the
HIV antibody testing of employees and job applicants and the legal rights
of both employers and employees. Insurance issues and laws that protect
co-workers will be discussed, followed by a description of measures that
employers can take to minimize the risks of litigation. It is important, how-
ever, to bear in mind that although the legal issues are important there are
also basic ethical issues that each employer needs to consider.

ANTIDISCRIMINA TION STATUTES

Federal Laws

To date, Congress has not enacted any legislation specifically addressing
the issue of AIDS discrimination. Many persons with AIDS have, however,
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sought protection from discrimination under the federal Vocational Reha-
bilitation Act of 1973, a model disability statute that was enacted before
AIDS was known. Section 503 of this act requires government contractors
and subcontractors with contracts of $2,500 or more to implement affirm-
ative action plans to employ qualified individuals with handicaps.' Most
federal courts that have considered the question have concluded that Section
503 does not give employees who have been discriminated against because
of handicap a private right of action against the employer, although there
is some judicial authority to the contrary. Under Section 503 (b), such
employees may file a complaint with the Department of Labor, which has
responsibility for investigating the complaint and taking appropriate action."
Section 504 prohibits discrimination against "an otherwise qualified indi-
vidual with handicaps" under any federal program or activity or any other
program or activity receiving federal financial assistance.' The act defines
a handicapped person as one who "(1) has a physical or mental impairment
which substantially limits one or more of such person's life activities, or (2)
has a record of such impairment, or (3) is regarded as having such an
impairment."?

The most recent antidiscrimination statute is the Americans With Disa-
bilities Act of 1989. Based on sections 503 and 504 of the Rehabilitation
Act of 1973, the act clarifies the definitions of disability, a qualified person
with a disability, reasonable accommodation, and discrimination. More
importantly, the Americans With Disabilities Act mandates that employers
are prohibited from discriminating against individuals with disabilities, pro-
vides standards for addressing discrimination against individuals, and gives
the federal government the authority to act on behalf of individuals with
disabilities. Since AIDS clearly is a disability, this act supports the need for
employers to develop company policies before it becomes an issue at their
workplace.

In June 1986 the Office of Legal Counsel in the U.S. Department of Justice
issued an opinion regarding the applicability of the Vocational Rehabili-
tation Act to AIDS. In this controversial statement, the Justice Department
concluded that persons with AIDS are handicapped within the meaning of
the Vocational Rehabilitation Act but that Section 504 does not apply to
communicable diseases." Under this view employers would not be barred
from discriminating against persons with AIDS when there is concern re-
garding the transmission of the disease in the workplace, even if this concern
is based solely on co-worker fears."

The U.S. Supreme Court implicitly rejected the Justice Department's po-
sition in the context of tuberculosis in School Board of Nassau County u.
Arline,' Arline, a third-grade teacher, was fired from her job because of
reoccurring problems due to tuberculosis. Her lawsuit under Section 504
of the Vocational Rehabilitation Act was dismissed by the U.S. District
Court "which found it difficult ... to conceive that Congress intended con-
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tagious diseases to be included within the definition of a handicapped per-
son.?" The Court of Appeals reversed the decision and it was affirmed by
the Supreme Court." The Supreme Court held that people with contagious
diseases, such as tuberculosis, are handicapped, as defined by the act.'" The
Supreme Court stated:

The fact that some persons who have contagious diseases may pose a serious
health threat to others under certain circumstances does not justify excluding
from the coverage of the Act all persons with actual or perceived contagious dis-
eases. Such exclusion would mean that those accused of being contagious would
never have the opportunity to have their condition evaluated in light of medical
evidence and a determination made as to whether they were "otherwise quali-
fied.,,11

Although the Supreme Court mentioned AIDS in its opinion, it explicitly
refrained from expressing any view as to whether it constituted a "handicap"
within the meaning of the statute. Most commentators believe, however,
that the reasoning in Arline would apply to AIDS, and several lower federal
courts have reached that conclusion."

The Office of Federal Contract Compliance Programs (OFCCP), which
has primary responsibility in the U.S. Department of Labor, has taken the
position that AIDS does fit the Vocational Rehabilitation Act's definition
of "handicap.l":' Because of the debilitating effects of AIDS, persons afflicted
with the disease have been successful in obtaining relief from the Labor
Department. Once it has been determined that a person is "handicapped"
under the Vocational Rehabilitation Act, it is necessary to determine whether
the individual is "otherwise qualified" for the position.l" On December 23,
1988, the OFCCP issued a policy statement for complaint investigations
under Section 503 of the Vocational Rehabilitation Act stating that all HIV-
related conditions are considered handicaps under the act and the office will
investigate all complaints of AIDS-based discrimination.i"

Since AIDS is regarded as a handicap under federal law, employers are
subject to federal laws that prohibit discrimination against the handicapped,
and employees and job applicants are entitled to protection under these
laws. Therefore, employers cannot discriminate against individuals who are
known or suspected to be infected with HIV if the person is "otherwise
qualified" to perform the job. Once the handicapping illness has progressed
to the point where the employee can no longer perform his or her job, the
employer may legally terminate the ernployee.l" An employer must ensure,
however, that he or she has provided reasonable accommodation for the
handicapped employee, as required by the Vocational Rehabilitation Act,
before termination. Reasonable accommodation requires flexibility by both
the employer and employee. It may include adjusting job duties, changing
the work area, and allowing flexible working hours. Under the law, an
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employer may also consult with the employee's physician to obtain assis-
tance in making these accommodations.l '

An employer may not move an HIV-infected worker from one position
to another in order to deal with co-worker fears. Segregation, forced leave
of absence, or termination without solid medical justification would violate
the statute's prohibitions against discrimination on the basis of disability.
For example, in the Chalk case," the school board reassigned Chalk, an
HIV-infected classroom teacher, to an administrative position. The District
Court denied Chalk a preliminary injunction against the reassignrnent.l"
The U.S. Court of Appeals for the Ninth Circuit reversed the decision and
granted an injunction placing Chalk back in the classroom. Starting with
the determination that the Arline decision is applicable to AIDS, the court
held that Chalk was "otherwise qualified" to perform his work in the ab-
sence of evidence that casual contact between a person infected with AIDS
and children can transmit the disease."

State Laws

To ensure that the protection loop for the handicapped is closed and that
employers not subject to the federal Vocational Rehabilitation Act cannot
discriminate against the handicapped, many states have enacted laws spe-
cifically addressing the issue of AIDS employment discrimination. Many
states, like the federal government, have chosen to use existing discrimi-
nation laws to protect persons with AIDS.

As with the federal antidiscrimination statutes, such state legislation has
generally been construed to prohibit discrimination against persons with an
HIV infection as long as the individual is able to perform the job." It is
important for employers to find out if laws in their states are applicable
either by express language or by interpretation to AIDS-related employment
discrimination. Well over half the states have statutes protecting the hand-
icapped, and since the trend in judicial interpretation suggests that AIDS
will be regarded as a handicap, a large amount of litigation is anticipated.r"
Twenty-one states, including Washington, Michigan, Ohio, California, and
Florida, have "formally classified AIDS as a handicap.t'v' Some examples
follow.

A New Jersey statute bars discrimination by state and private employers
against qualified individuals with disabilities who are able to work with
reasonable accommodation, and a court in that state has held AIDS to be
a disability under the statute, albeit in the context of housing rather than
employment discrimination.r"

The California Fair Employment and Housing Act prohibits employers
from discriminating against persons with a physical handicap or medical
condition. In the case of California Employment and Housing Commission
v. Raytheon Company, the California State Fair Housing and Employment
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Commission determined that AIDS could be considered a handicap within
the meaning of the statute. The Commission defined a physical handicap
as "any physical condition of the body that has a disabling effect" and
added that a handicap includes not only physical "conditions that disable
in the present," but also "conditions ... that may handicap in the future but
have no present disabling effects." The Commission's decision was upheld
by the court."

In the case of Shuttleworth v. Broward County Office of Budget and
Management Policy, a federal district court affirmed the decision of the
Florida Commission on Human Relations that the firing of a person with
AIDS violated the Florida Human Rights Act, which defines a "handicapped
person" as an individual who "does not enjoy, in some manner, the full
and normal use of his sensory, mental or physical facilities.v " The Com-
mission relied on medical evidence regarding the nature of the disease and
the virtually nonexistent risk of transmission through casual contact.:"

In a final example, a Massachusetts court supported the position of the
Massachusetts Commission Against Discrimination that persons with AIDS
are entitled to protection under the state handicap law, which is similar to
the federal Vocational Rehabilitation Act of 1973. In Cronin v. New Eng-
land Telephone Company, after the employee revealed to his supervisor that
he was HIV infected the supervisor shared this information with his supe-
riors who in turn informed other employees at several large group meetings.
After receiving threats from co-workers, Cronin did not return to work for
several months and his requests to return later were denied. After being
diagnosed as having AIDS, he filed suit, claiming breach of privacy, violation
of the state handicap statute, and violation of civil rights laws against the
employer. The court rejected the defendant's contention that employers have
a right to discriminate against persons with AIDS when there is a fear of
transmission of the disease."

Local Laws

Several cities have enacted laws that explicitly address the issue of AIDS
discrimination in the workplace. These ordinances are similar to state and
federal laws in that they prohibit discrimination against an "otherwise qual-
ified" person with AIDS who is capable of performing his job responsibil-
ities. Los Angeles, Sacramento, West Hollywood, and San Francisco have
adopted such ordinances, and so has Austin, Texas.29

In Boston, an executive order prohibits discrimination against persons
with AIDS in hiring, promotions, and employee benefits. 30 Both the San
Francisco and Los Angeles employment discrimination laws allow claims
for punitive damages." New York City's Human Rights Commission has
"pledged to prosecute any employer that discriminates against AIDS vic-
tims. ,,32
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Persons with AIDS who might not be protected under other laws may be
protected under local ordinances. For example, the Federal Vocational Re-
habilitation Act protects only those who work for federal contractors or
subcontractors, or for programs that receive financial assistance. Employees
of small businesses in a state that does not have antidiscrimination statutes
who otherwise would not be protected might have protection against AIDS-
related discrimination under a city ordinance.

Persons "Perceived" As Having AIDS

As the number of AIDS cases increases, employers are confronted with
employees who have family members and friends who are infected with
HIV or AIDS. Across the country, a variety of court cases have been heard
as a result of persons "perceived" as having AIDS filing discrimination
charges against their employers. In Peterson v. Sperry Corporation (Min-
nesota, 1987), an employee won a settlement for compensatory and punitive
damages alleging that the company did not sufficiently respond to his al-
legation of harassment by co-workers who believed he had AIDS.

In Leckelt v. Board of Commissioners, Leckelt, a male licensed practical
nurse at a county hospital in Louisiana, was fired for refusing to take an
HIV antibody test after his roommate, who had AIDS, was admitted to and
later died at the hospital where Leckelt worked.r" Leckelt was asked by the
hospital's infection control director, on behalf of the executive committee,
to take a HIV antibody test. He refused to take the test or obtain the results
of an anonymous test that he had chosen to take around the time of his
roommate's death for fear that it might affect his job. After his termination,
Leckelt brought suit against the hospital under Section 504 of the Vocational
Rehabilitation Act and under the Louisiana handicap law on the basis that
the hospital perceived him to be handicapped because of his alleged sero-
positivity. The hospital defended its decision by claiming it had a right to
test an employee in order to effectively implement the prescribed CDC
guidelines for the prevention of HIV transmission in the workplace. A federal
district court declared that the hospital had a right to force disclosure of
seropositivity to "fulfill its obligations to its employees and to the public
concerning infection control and health and safety in general. ,,34 Leckelt
was not found to be "otherwise qualified under Section 504 of the Voca-
tional Rehabilitation Act." His attorneys plan to appeal the decision."

Employer Defenses/Burden of Proof

Employers most frequently justify not hiring or employing persons with
an AIDS-related condition based upon the following:
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• the person is not "otherwise qualified"

• fear of contagion

• fear of loss of business, particularly in certain businesses such as restaurants and
hotels

• increased costs and/or absenteeism."

Generally, however, these rationales have not been accepted by the courts
and agencies that adjudicate the cases.

An employer has the right under certain conditions to require a physical
examination to determine if employment of a particular person would pose
a risk or threat to others. However, it must be shown that the absence of
HIV infection is a bona fide occupational qualification applicable to job
performance. The medical examination should not be AIDS-specific since
medical experts assert that AIDS is a health risk in the workplace only in
special circumstances. Accordingly, if an employer wishes to require a phys-
ical examination, the requirement should be set forth in written company
policies and should be applicable to all employees. In addition, written
company policies should define the conditions under which leaves of absence
wiII be permitted for illness and the circumstances under which employment
will be available upon return from leave.V At a minimum, leave of absence
should be available only in case of life-threatening illnesses. A policy should
make it clear that part-time performance is not expected for a full-time
position. In this connection, it is important that the employer be able to
demonstrate that reasonable accommodation has otherwise been made to
the employee's handicap. Employers have the right to expect their employees
to report to work fit for duty.

In a suit for discrimination on account of disability, the plaintiff has the
burden of proving that he or she is perceived as having a handicap, is able
to perform the required job with reasonable accommodations, and was
discriminated against because of his or her handicap." The employer, or
defendant, must prove that the employee's handicapping condition was not
a factor in the decision or that persons with the disability in question are
excluded from working because of justifiable business necessity;" Although
most federal and state disability laws are similar, the burden of proof can
vary from statute to statute and jurisdiction to jurisdiction."? Employers
must also be aware of the requirements of executive orders and local or-
dinances that apply to their place of business.

LEGAL IMPLICATIONS OF HIV SCREENING

The most controversial issue concerning AIDS in the workplace is HIV
screening. For the purposes of this discussion the author is addressing the
subject from the perspective of the employer initiating the testing. With the
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development of new treatment drugs, employees may now request to be
tested so that they may have access to these drugs if they test positive. This
will raise a host of additional questions for employers that will not be legal
issues alone. At the present time there are no federal statutes that prohibit
private employers from testing applicants or employees. However, public
employers at the federal, state, and local levels may be subject to consti-
tutional limitations. For example, a U.S. district court for Nebraska held
that a state agency's mandatory HIV antibody testing program for em-
ployees whose positions involved considerable client contact violated the
Fourth Amendment guarantee against unreasonable searches and seizures."
Owing to the overwhelming medical evidence that AIDS is not spread
through casual contact, the court concluded that, even though many of the
agency's clients displayed violent or aggressive behavior, it was not reason-
able for the state agency to require mandatory testing for the asserted pur-
pose of protecting clients and providing a safe working environment.V This
decision was affirmed by the U.S. Court of Appeals for the Eighth Circuit,
which agreed that mandatory screening was a search or seizure, but con-
cluded that it was unreasonable based on a balancing of the employees'
privacy rights against the state's interest in the safety of its clients and
personnel."

Many state laws prohibit HIV antibody testing to screen applicants or
employees. Florida, Wisconsin, Vermont, California, and the District of
Columbia prohibit or restrict the use of HIV antibody test results for the
purposes of employment decisions." Moreover, California and Wisconsin
prohibit the disclosure of test results, even where the tests are presumably
for the protection of the person with the HIV infectiori." A New Mexico
statute enacted in 1989 prohibits employers from requiring individuals to
disclose the result of an HIV antibody test as a condition of hiring, pro-
motion, or continued employment, unless the absence of HIV infection is
a bona fide occupational qualification. If so, then the employer must prove
that the HIV antibody test is necessary to determine whether the individual
is currently able to perform the job or whether there is a risk of transmitting
the virus while performing the job duties.46 San Francisco has a similar
law.47

The Centers for Disease Control have suggested "there is no medical
justification for employee screening in virtually any civilian workplace.v'"
Simply stated, the test results are not indicators of the employee's ability to
perform the job. If an applicant or employee tests positive for the presence
of HIV antibodies, they would more than likely be considered handicapped
under federal and state employment discrimination laws; therefore the em-
ployer may not take any adverse action against the individual unless he or
she is not "otherwise qualified."

Employers must have reasonable cause to require an applicant to submit
to an HIV antibody test. Acceptable reasons include justifiable concern
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about possible exposure of others to HIV through the employee's involve-
ment in an accident or through performance of job duties. Current law does
not prohibit employers from testing for the presence of HIV after careful
analysis of the particular situation and for legitimate reasons."

As with most tests for sexually transmitted diseases, the most commonly
used AIDS test does not test for the presence of the virus but rather for the
presence of antibodies, a substance produced by the body in response to
infection by a foreign agent." Once a person has become infected with HIV,
it can take from a few weeks to, in some cases, up to a year for the antibody
to be detected in the body. Currently, the most commonly used and least
expensive test is the ELISA test. Because of its high sensitivity to the presence
of HIV antibodies, there is increased chance of an accurate positive result
if antibodies are present in the body." Bearing in mind the nature of the
AIDS virus and its sometimes lengthy incubation period, employers should
not rely solely on the results of one ELISA test. It is recommended that a
second ELISA test be performed, followed by the Western Blot test-the
process of taking cultures of the virus from the blood to test for the presence
of actual live virus-for confirmation. Although the Western Blot test is
more complicated and more expensive than the ELISA, employers should
not eliminate this step when implementing a responsible HIV antibody
testing program.

When implementing an HIV antibody testing program, employers need
to consider whether the sensitive information obtained as a result of these
tests is worth the potential liability and the attention that would have to
be devoted to producing accurate test results and ensuring that these results
remain confidential." At the present time HIV antibody test results are
useless to employers when making personnel decisions. Employers should
make the following considerations when contemplating whether to test job
applicants or employees for AIDS:

1. Current tests only determine whether an individual has been exposed to AIDS
and not whether the individual currently has, or will contract, the disease.

2. Current tests yield a significant percentage of "false positive" and "false negative"
results.

3. It is unlikely that a person exposed to AIDS will be incapable of performing the
duties of his or her job.

4. Disclosure of confidential medical records indicating an individual tested positive
can expose an employer to liability.

5. Several states prohibit testing, or the use of tests, to deny employment or insurance
coverage.':'

The common law issues that place an employer at risk for liability in
connection with testing include violation of the employee's right to privacy
through breach of confidentiality, improper communication of medical rec-
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ords, and defamation." Any employer who considers releasing the results
of an employee's AIDS test should recognize that doing so places the com-
pany at risk for invasion of privacy claims under state laws or constitutional
provisions, defamation claims arising from dissemination of test results, or
claims for intentional or negligent infliction of emotional distress." Because
of the high probability that disclosure of an employee's positive HIV di-
agnosis will result in negative treatment by fellow workers, employers should
conclude that the probability of losing a lawsuit is even higher if disclosure
is made by the company. If the employer nevertheless regards some such
disclosure as necessary, the employer, to attempt to provide some protection
from such liability, should make an effort to obtain a written authorization
from the employee.

A clear understanding of the legal issues regarding HIV antibody testing
in the workplace will enable employers to anticipate problems and take
preventive measures, such as adopting a comprehensive policy addressing
life-threatening illnesses including AIDS. These preventive measures will not
only minimize the risk of litigation but they will also improve employee
relations. However, because the risks involved in testing outweigh the ben-
efits, it is legally sound to refrain from HIV antibody testing in the absence
of federal, state, or local statutory laws that protect employers from liability.

Employers should be aware that an increasing number of lawsuits are
being filed by employees asserting breach of privacy or employment contract,
infliction of emotional distress, and violation of good faith and fair dealing.
The discharge or segregation of an employee with AIDS has often operated
an invitation to the employee to bring suir." Many such suits have been
for alleged wrongful discharge, particularly in state courts. Until recently
these cases were viewed unfavorably in some state courts. Now the courts
are more receptive where the discharge (1)violates assurances of job security,
(2) is contrary to the disciplinary procedures outlined in personnel manuals,
or (3) undermines public policies based on state and federal laws.:" A sig-
nificant number of claims reportedly have been filed in California by persons
with AIDS who were discharged in violation of personnel manual provisions
or in an offensive manner. In these cases, many plaintiffs have been successful
in obtaining sizable recoveries.i"

The trend in recent cases indicates that employees have rights to privacy
that can be violated by "intrusive" tests or disclosing information of a
confidential nature." Because of the panic surrounding AIDS, disclosure of
information about an employee's AIDS-related diagnosis without prior per-
mission substantially increases the risk of an AIDS-related claim. In the case
of Cronin v. New England Telephone Company, which was described earlier
in this chapter, a trial court supported the legal action for breach of con-
fidentiality under a state statute on behalf of Cronin, the employee whose
supervisor revealed information about his HIV positivity status.

Employers should proceed cautiously when taking any adverse action
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against an employee with an AIDS-related condition. To avoid potential
litigation or negative publicity, it is advisable to consult with the legal
counsel at the company. Employers should have substantial documentation
of all misbehavior and poor performance before discharging the employee.
A Montana statute protecting employees from discharge except for legiti-
mate, work-related reasons could be the basis for similar statutes in other
states. Employers should establish reasonable personnel decision making
and documentation procedures before, not after, legislative developments
occur in their state.""

INSURANCE

Federal Laws

The federal Employee Retirement Income Security Act of 1974 (ERISA)
prohibits employers from discriminating against employees for the purpose
of interfering with their right to claim benefits under an employee benefit
plan.?' ERISA applies to most employers in the private sector and includes
pension and benefit plans-health, disability, or life insurance policies or
programs." Persons with AIDS can find protection under Section 510 of
ERISA, which prohibits employers from discriminating against or firing an
employee "for the purpose of interfering with the attainment of any right
to which such participant may become entitled under the plan."63

As a result of this legislation, an employer may be liable for firing an
employee with an AIDS-related condition because he has filed a claim for
benefits to which he is entitled, to prevent him from filing a future claim,
or to prevent him from achieving eligibility for benefits." Although the
health care costs associated with AIDS are predicted to be about $60,000
per individual diagnosed between 1988 and 1998, employers place them-
selves at risk for huge penalties if an employee is able to prove in court that
the termination was for the purpose of avoiding costs connected to AIDS-
related benefits."

As a result of amendments to ERISA in 1986, employers have the added
obligation of permitting employees who have been terminated for reasons
other than gross misconduct to continue to participate in the employee group
benefit plan for up to 18 months after termination. The employer may
require the employee to pay a premium not to exceed 2% above the normal
premium in order to remain on the group plan. In addition, the benefits
must be the same as that provided to active employees/"

State Laws

Because insurance companies did not know about the AIDS virus until
recently, they did not make provision for AIDS-related claims. Some com-
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panies have tried to eliminate coverage for claims related to or caused by
AIDS.67 If employers accept these provisions, employees with AIDS will not
have the needed coverage, and subsequently may be denied hospital care
or other health services.

Several state and local governments have enacted laws to protect persons
with AIDS from discrimination by insurance companies. The District of
Columbia, Massachusetts, and Wisconsin prohibit AIDS tests for applicants
for life insurance policies." According to Goldberg, in 1989 an adminis-
trative opinion was issued in Oregon to the effect that the exclusion of AIDS
treatment from a company's self-insured health insurance programs con-
stitutes sex discrimination because of its impact on males."

Some insurance companies have been refusing to compensate for claims
filed for medical costs related to AIDS on the grounds that AIDS was a
"pre-existing condition."

As long as insurance companies continue to believe that AIDS is a disease
that should be tested for like any other illness, it is likely that they will
continue to challenge state and local laws, particularly those concerning the
testing of applicants.i" However, to ensure that test results are valid, in-
surance companies would have to administer two ELISA tests and one
Western Blot test for confirmation. The legal trend in AIDS-related legis-
lation is to protect the person with AIDS at all costs; but as the costs continue
to rise steadily, states may begin to permit insurance companies to test under
certain conditions." .

CO-WORKER CONCERNS

Occupational Health and Safety Act

Co-worker concern about the spread of AIDS has made it necessary for
employers to take special precautionary steps to protect their workforces.
If employers fail to do so, workers may seek protection under the Occu-
pational Health and Safety Act, which requires employers to provide a
workplace free from known harmful substances and prohibits an employer
from taking adverse action or discriminating against employees who exercise
their rights under this act, including the right to protest unsafe working
conditions. "

Hospital workers have had the greatest concern over the spread of AIDS
because of the large quantities of blood they are exposed to on a daily basis.
In November 1987 the Occupational Safety and Health Administration
(OSHA) published an advance notice of proposed rulemaking to protect
workers against viruses that may cause Hepatitis B and AIDS. Currently,
employers have a duty to provide a safe working environment and provide
personal protective equipment." On May 30, 1989, a proposed compre-
hensive, revised rule was published in the Federal Register (54 FR 23042)
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for comments;" This OSHA standard will cover all occupational exposures
to blood-borne diseases, such as AIDS or hepatitis B, or potentially dan-
gerous exposures to body fluids to reduce the risk of exposure. Workers in
health care, law enforcement, fire and rescue, correctional facilities, research
laboratories, blood banks, and the funeral industry will be covered by this
rule." The final rule is expected in early 1991.

Some workers believe that they have a right to know whether their health
and safety are in jeopardy, and consequently that they have the right to
know the HIV antibody status of co-workers, patients, and clients. If an
employer establishes an objective policy about employees' rights and the
organization's attitude about its functions and responsibilities to clients, this
will assist in protecting the employer against liability. When establishing a
policy, employers should consider the potential for exposure to the virus in
the particular type of workplace involved;"

In most non-health-care settings, there is no need for a worker to
know the HIV antibody status of co-workers since the risk of transmis-
sion through casual contact is virtually nonexistent. Most employers
have chosen to deal with this issue through employee education and
well-publicized company policies. When dealing with the issue of the
right to know about patients or clients, employees need to identify the
federal, state, or local confidentiality laws and regulations that address
the disclosure of HIV antibody status in regard to who can be told the
information and under what circumstances"

In health-care settings, the issue of workers' right to know is more con-
troversial because of the increased chance of discrimination against HIV-
positive persons by the workers who are responsible for treating them. Some
states have reacted to the latter problem by enacting laws to protect HIV-
positive patients. For example, Florida passed legislation making it illegal
to discriminate against or behave in a manner that would limit a health-
care professional's ability to earn a living because he or she treats patients
who are Hlv-positive." In general, it has been accepted that health-care
workers do not need to know the HIV antibody status if the facility follows
the OSHA guidelines and imposes universal precautions. Even in life-
threatening situations, the responsibility of workers to provide care out-
weighs the need to know the HIV antibody status;"

The National Labor Relations Act and the Labor-Management
Relations Act

An employee in a nonunion setting who refuses to work with a co-worker
with AIDS may seek protection under section 7 of the National Labor
Relations Act (NLRA). NLRA protects employees engaged in "concerted
activity" related to wages, hours, and working conditions. "Concerted ac-
tivity" is the action by two or more employees, without union initiative,
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activity, or involvement for the mutual aid or protection of employees."?
Unionized employees find similar protection under Section 502 of the Labor-
Management Relations Act (LMRA).

Workers may file a claim with the National Labor Relations Board based
on the fear of contracting AIDS. Employers, who have to protect the HIV-
positive worker under antidiscrimination statutes, could find themselves in
a real dilemma. However, if employees refuse to work with an HIV-positive
co-worker, employers can legally replace the workers in order to maintain
their businesses. If the employer chooses to resolve the problem at the
expense of the employee with AIDS, the refusal of employees to work will
not serve as a defense to a charge of discriminatiori."

The best solution for dealing with employees who refuse to work with
an HIV-positive co-worker because of fear of contracting AIDS is to conduct
employee education sessions. In terms of labor-management relations, it is
not wise to discharge workers because they have a genuine fear of con-
tracting a disease while at work. An AIDS education program can be in-
cluded in an overall health and safety plan. It should be well thought out
and presented in a manner that demonstrates genuine concern about feelings.
It should present the facts about AIDS and teach employees sensitivity
toward and how to safely work with a co-worker with AIDS. If employees
are armed with the facts, their feelings of panic may subside and they may
be more hesitant about refusing to work with a co-worker with AIDS.

Arbitration

Employers with unionized employees may be forced to submit AIDS-
related issues to labor arbitration. If there is a collective bargaining agree-
ment between the employer and the union, the terms of the agreement may
determine the employer's response. Many collective bargaining agreements
require "just cause" for discharge and procedural rules for handling issues
such as disability leave, sick leave, and benefits entitlement. Although less
than 20 percent of the workforce is covered by these agreements, they are
in effect in companies in states with a high incidence of AIDS, such as New
York and Califomia.V

In the case of Minnesota Department of Corrections v. A.F.S.C.M.E.
Council 6, a prison guard, who was discharged for refusing to conduct pat-
down searches of prisoners without protective gloves because of fear of
contracting AIDS, was reinstated after an arbitration proceeding. The guard
was reinstated without back pay and the prison officials were found to be
at fault for not providing an education program for the guards."

In another case, a male United Airlines flight attendant with AIDS was
placed on unpaid leave of absence. The flight attendant wanted to continue
to work and filed a grievance against the airline with his union. The grievance
was taken to arbitration and United Airlines, who argued that their decision
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was based on the health and safety of its passengers and other employees,
was found to have violated its collective bargaining agreement. United Air-
lines insisted that the attendant complete a physical exam by a qualified
physician to determine his fitness for duty and the danger to the health of
co-workers before returning to work. This request was determined to be a
violation of the collective bargaining agreement and the attendant was rein-
stated with back pay.84

The primary question in arbitration proceedings is whether or not the
employer had "just cause" to treat the employee in an adverse manner. It
is likely that arbitrators will require employers to prove that their decision
to involuntarily terminate, transfer, or place an employee on leave is jus-
tified." Other issues to consider in arbitration proceedings are the specific
HIV diagnosis, documentation to support the risk of transmission in the
workplace, and the grievant's length of service and past work record. The
longer the length of service and the better the work record, the more likely
the arbitrator will favor the grievant."

The number of AIDS-related grievances is increasing. Unions can certainly
be expected to take a grievance to arbitration rather than risk a failure to
prosecute a claim from the upset member. As this occurs, unions can also
be expected to protect the rights of their members. With the burden of proof
resting so heavily on the shoulders of the employer, it would be wise to
consider carefully any decision to involuntarily discharge or place an em-
ployee on leave of absence. Also, one must ensure that the decision is made
within the provisions of the collective bargaining agreement, if one exists.

PREVENTING CLAIMS BY EMPLOYEES

Earlier in this chapter, some employer defenses in litigation were exam-
ined. These defenses are part of some general measures that employers can
take to prevent AIDS-related claims and promote cooperation and harmony
in the workplace. These include an antidiscrimination policy, reasonable
accommodation, employee education, confidentiality, and precautionary
measures.

The soundest piece of advice to give to employers is to develop a re-
sponsible company policy that applies to all life-threatening illnesses. This
action would automatically include AIDS and provide managers, as well as
employees, with a guide to appropriate personnel practice. If an employer
has an established process that provides for consistent treatment, and a
policy statement that supports all employees as long as they can meet ac-
ceptable standards, and medical evidence continues to indicate that persons
with AIDS pose no threat to other employees, then this could be the greatest
protection an employer has against AIDS litigation.

Reasonable accommodation has been discussed in detail throughout the
chapter. This can sometimes be a difficult task for the employer because of
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the uncertainty of the illness. The employee may feel capable of performing
his or her job for a period of time, then experiences a period of ill health,
and later may return to a functional capacity once again. Although em-
ployers who must meet the requirements of the federal Vocational Reha-
bilitation Act must provide reasonable accommodation to employees with
disabilities, they do not have to implement measures that would cause undue
hardship, such as exorbitant costs, to the company.V

It has often been said that education is the key to the prevention of the
transmission of AIDS. In the workplace, educating employees on the medical
facts about AIDS is essential to reducing fears of working with a co-worker
with an AIDS-related condition. Special emphasis should be placed on in-
forming employees that AIDS can not be transmitted through casual contact,
providing educational materials that employees can read at their leisure,
and teaching employees how to make a co-worker with an AIDS-related
condition feel welcomed at work. Chapter 5 will discuss this in detail.

Confidentiality is a critical issue because of the negative perceptions of
AIDS. One aspect of this issue that is being discussed in great detail is the
question of when confidentiality can be broken. Unfortunately, employers
have not been able to determine an answer to this question. It is important
that all personnel keep all oral and written information regarding an ap-
plicant or an employee with an AIDS-related condition confidential. Access
to the personnel and medical files containing this data should be restricted
to only those persons who absolutely need to have knowledge of the case."
Employers must realize that although they have an obligation to keep an
employee's illness confidential, at some point in the course of the illness this
may become difficult. In preparation for this possible occurrence, rules for
breach of confidentiality should be established."

A final measure that employers can take to prevent AIDS-related claims
and promote cooperation within the workplace is to provide protective
equipment. It is common practice for food handlers, dentists, and other
health care professionals to wear gloves. If protective equipment is utilized,
this should be stated in the company policy and used as general practice by
the entire workforce. In addition, employers should apply the recommen-
dations and guidelines issued by the Centers for Disease Control that pertain
to their specific type of work or work environment.

CONCLUSION

The legal issues presented by AIDS in the workplace are complex and
varied. From a legal standpoint, as more cases are brought before the courts,
new precedents will be established. Meanwhile, it is necessary for employers
to proceed on the basis of currently available information to adopt company
policies for dealing with AIDS-related issues and, more importantly, for
handling each case in a consistent manner.
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CHAPTER 3

POLICY DEVELOPMENT

INTRODUCTION

This chapter will discuss the overall philosophy and need for implemen-
tation of an AIDS policy; principles to consider before the policy strategizing
begins; planning and defining of the goals of the policy; key questions that
need to be considered when developing the company AIDS policy; various
populations affected by AIDS and their need for a policy; and the approach
when beginning the policy implementation. Pertinent and currently existing
policies will be included for comparison and review.

Two policies are presented from the private sector and two from the
public sector. They were selected because they are excellent as well as com-
prehensive. Even though there are similarities there are also differences with
several options provided for companies to choose what best fits their policy
needs. The populations from the sample companies differ in the following
ways: IBM has primarily a white-collar workforce, and Emhart, blue-collar;
the u.S. Department of Health and Human Services from the public sector
is a federal agency, whereas the policy from the state of Wisconsin is that
of a midwestern state.

PHILOSOPHY

According to the Surgeon General's Report on AIDS, "Offices, factories,
and other work sites should have a plan in operation for education of the
work force and accommodation of AIDS or ARC patients before the first
such case appears at the work site. Employees with AIDS or ARC should
be dealt with as are any workers with a chronic illness."]
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When discussing AIDS transmission in the workplace, employees should
also be made aware of the conclusion of the Centers for Disease Control
that there are "no work-related cases associated with AIDS, no casual house-
hold transmittal, nor any transmittal to health care workers who have dealt
with AIDS patients in all stages of the illness.f"

The main philosophy of an AIDS policy in the workplace is fourfold. The
policy should communicate to all employees that the employer will treat
AIDS as any other chronic or life-threatening disease; will give support to
enable these employees to continue working as long as possible; will em-
phasize to all employees in the company that there is no danger of trans-
mission through normal workplace contact; and will provide education for
all employees of the company about the disease, ways of transmission, and
prevention. The policy enables the employer to set a standard of fair man-
agement, justice, and compassion.

There are distinct advantages to a company having an AIDS policy. A
companywide AIDS policy sends an important message to employees, cus-
tomers, and the community. This message emphasizes that the company is
placing a special value on their employees by: providing human resources
management of an important issue; helping to ensure the employer and the
employee of a fair and equitable legal response; and hopefully, by stating
a clear company position, employee fear and uncertainty will be reduced.

No policy is a policy: Companies that think it is not necessary to have a
policy should consider that if they lack a policy, they are conveying a very
distinct message to their employees. That message declares apathy and pas-
sivity in response to a worldwide health crisis.

NEED FOR IMPLEMENTATION

The potential effects of AIDS in the workplace can no longer be avoided.
The predictions of the numbers of those afflicted with the virus brings the
potential for work disruption, co-worker friction, a decrease in employee
morale, discrimination suits, and incredible monetary costs for health care.
AIDS has become a workplace issue that must be addressed. Ninety percent
of AIDS patients, those with AIDS symptoms, and those who are HIV
positive are working-age adults between the ages of 20 and 49. However,
the workplace is not responding. "According to a recent survey of over
2,000 firms, only 10% of companies in the United States have a written
policy on AIDS.,,3 The naivete of some corporations is exemplified by the
major automobile manufacturer who thought there was "no reason to be-
lieve that any of their 382,000 employees worldwide had AIDS.,,4

By the year 1991, just 10 years after the first reported cases of AIDS in
the United States, an estimated 270,000 in the United States will have had
AIDS. Of these, 179,000 will have died. AIDS will exceed automobile ac-
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cidents as the leading cause of death. In addition, 1.5 million persons will
be carriers, or show some symptoms but not have full cases of AIDS.

The costs of caring for persons with AIDS had been shown to be extremely high.
Estimates from recent studies calculate the total hospital bill alone for AIDS patients
in 1985 at $380 million, and economists project costs of greater than 8.5 billion
for AIDS-related medical care by 1991. Financing of care for persons with AIDS-
related medical care is complex, coming primarily from private insurance through
the workplace, Medicaid, and other state, local and private monies.'

As previously stated, these figures are gross underestimates because of the
underreporting and denial of the disease worldwide.

The New England Telephone Company offers an example of a company
experiencing the disastrous effects of lacking a policy on AIDS. After being
informed of an employee's diagnosis with AIDS, the company decided to
fire the individual. An expensive legal battle ensued in which the employee
was granted the right to return to work under the Rehabilitation Act and
handicapped legislation. At the time, because the New England Telephone
Company dealt with the issue solely as a legal one, and did not combine
the legal decision with an organized employee communication and education
program, some of the employees refused to work in the same facility with
the AIDS-affected employee. Therefore, employees walked off the job while
nightly television news cameras were rolling. The New England Telephone
Company employee with AIDS eventually returned to work, but only in the
wake of much avoidable chaos, confusion, and ill will between management
and labor. The company endured costly litigation and bad publicity. The
New England Telephone Company has used this problem to spearhead a
progressive AIDS program and today is a leader in the Northeast in man-
aging AIDS in the workplace.

Since AIDS tends to strike people in their economically most productive years, from
twenty-five to forty-five, the people most likely to be diagnosed with AIDS in the
future are generally employed somewhere in the workplace. AIDS has tended to
strike people in certain recognizable "risk groups" and it is tempting to some people
to ascertain that the "typical" American workforce will be unaffected as they do
not belong to these "high risk groups." To the contrary, it is much more "atypical"
that any workforce in America would consist entirely and exclusively of individuals
in long-term monogamous relationships, people who for the past decade have had
without exception only one sex partner, people who have never experimented with
intravenous drugs, people who have never in the past decade had one homosexual
experience. It is equally unlikely there exists a workforce in which no one is a
hemophiliac or the sex partner of a hemophiliac, or that none of the workers have
had a blood transfusion or had sex with someone with a blood transfusion."

This "typical" workforce has become increasingly atypical as knowledge of
the disease has progressed.
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The company is responsible for educating all employees and for taking
a leadership role in the public health needs of the community. The company
may also playa role in "encouraging volunteer services for persons with
AIDS as the epidemic expands within the community of IV drug abusers
and minorities, which does not have its own internal support system as does
the community of gay men."?

A discussion of the implementation of a company AIDS policy should
include a review of the following summary list of key reasons for developing
an AIDS policy:

a. To avoid retraining and hiring expenses by keeping experienced workers on the
job, even if AIDS infected.

b. To reduce the possibility of slowed production or walkouts when co-workers
oppose working with an AIDS-infected employee.

c. To gain employee respect with a companywide standard approach.

d. To provide support for employees with AIDS by a clearly stated policy.

e. To avoid a crisis by anticipating an actual case and being prepared to respond
to questions.

f. To earn employee confidence that the company has fully studied the AIDS issue.

g. To review health insurance and benefits plans for adjustments that could control
the costs of AIDS health care.

h. To establish policies that comply with legal constraints to avoid employee dis-
crimination suits.

I. To promote a corporate public image that is responsible and caring.

J. To provide employee education programs to help prevent the spread of AIDS."

OTHER EMPLOYEES AFFECTED BY AIDS

It is necessary for companies to develop policies for employees with AIDS.
But it is equally important for a policy to include employees who are HIV
positive or only showing minimal symptoms of HIV infection or AIDS.
Once an individual has developed AIDS, the usual life expectancy is 18 to
24 months. During this time, the individual is in the final stages of an
extremely debilitating disease. Remaining in the workforce is increasingly
unrealistic and eventually impossible. However, individuals who test HIV
positive or show minimal symptoms may not develop full-blown AIDS for
several years. During those years the individuals will remain in the work-
place. It is crucial that they remain as healthy and active as possible, as that
reduces the likelihood of infections and various illnesses related to AIDS.
As they live with the disease they will need medical and psychological
support. Because the workplace is such an important element in these in-
dividuals' lives, it has been demonstrated to be life-lengthening for an em-
ployee to remain in familiar, supportive, and productive surroundings.
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In conjunction with the company policy for the HIV -positive employee,
the minimal-symptomed employee, or the employee with full-blown AIDS,
companies must have a policy for the employees who have family members
or loved ones diagnosed with HIV, showing symptoms, or having full-blown
AIDS. These employees are in greater number and of equal need.

Persons with HIV infection, and their loved ones, suffer high levels of distress,
depression, and anxiety due to the great degree of uncertainty associated with the
diagnosis. There is an often overwhelming task of sorting through changing medical
and scientific information in order to make accurate decisions regarding health care
and life planning. Much anxiety is created by the many questions about HIV infection
which remain unanswered!

Family members of employees with HIV infection also need to be offered
counseling and support to better assist the employee.

Before planning goals and strategizing the company policy, an employer
should consider and include the following Ten Principles for the Workplace
as developed by the Citizens Commission on AIDS for New York City and
Northern New Jersey:

1. People with AIDS (PWAs) or HIV infection are entitled to the same rights and
opportunities as people with other serious or life-threatening illnesses.

2. Employment policies must, at a minimum, comply with federal, state, and local
laws and regulations.

3. Employment policies should be based on the scientific and epidemiological
evidence that people with AIDS or HIV infection do not pose a risk of trans-
mission of the virus to co-workers through ordinary workplace contact.

4. The highest levels of management and union leadership should unequivocally
endorse nondiscriminatory employment practices and educational programs
about AIDS.

5. Employers and unions should communicate their support of these policies to
workers in simple, clear, and unambiguous terms.

6. Employers should provide employees with sensitive, accurate, and up-to-date
education about risk reduction in their personal lives.

7. Employers have a duty to protect the confidentiality of employees' medical
information.

8. To prevent work disruption and rejection of co-workers of any employee with
AIDS or HIV infection, employers and unions should undertake education for
all employees before such an incident occurs and as needed thereafter.

9. Employers should not require HIV screening as part of general pre-employment
or workplace physical examinations.

10. In those special occupational settings where there may be a potential risk of
exposure to HIV (for example, in health care, where workers may be exposed
to blood or blood products), employers should provide specific, ongoing edu-
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cation and training as well as the necessary equipment to reinforce appropriate
infection control procedures and ensure that they are irnplernented.!"

PLANNING AND GOALS OF THE COMPANY POLICY

When planning the company policy, consider the main objectives for
having the policy. The purpose of an AIDS policy is

to reassure employees that AIDS is not spread through casual contact during normal
work practices and to reduce unrealistic fears about contracting an AIDS-virus-
related condition. The policy also would protect the legal rights of employees to
work who have a diagnosis of an AIDS-virus-related condition and provide guidelines
to manage employees or situations where infection with the AIDS virus is suspected. I I

Before developing the actual AIDS policy, a company should take the
following actions:

1. Define the company's goals and chart out a plan for reaching the goals.
Consider the following elements for inclusion:

a. Comply with the law-to steer a safe, clear course through sometimes conflicting
demands.

b. Maintain productivity-both on the part of the patients to the extent that they
are able to work and desire to continue, and on the part of their fellow workers,
whose legitimate concerns and ungrounded fears must not be neglected.

c. Manage costs-particularly those involving expensive medical care.

d. Retain trust-in the company's commitment to the health and safety of those
whose lives the company or its products touch. This trust must be felt by em-
ployees, customers, and the public. '

e. Show the company's caring for an employee who experiences the personal ca-
tastrophe imposed by the illness.

f. Demonstrate management competence and integrity in the handling of a sensitive
Issue.

g. Facilitate informed behavior on the part of all employees, especially those most
directly associated with an afflicted fellow-worker.

h. Anticipate avoidable mistakes so that the potential for generalized catastrophic
effects is contained.

I. Learn valuable lessons applicable to future experiences. 12

2. Decide how, for whom, and under what circumstances there will be
education about AIDS. Everyone should be educated. However, managers/
supervisors are trained with more depth than the average employee popu-
lation. In addition, the company must determine whether that education
will be provided by an in-house resource person or contracted out. The
education also must not be a one-time event. It is an on-going process,
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changing as more information becomes available and medical facts and
statistics are updated.

3. "Decide how the organization will respond to an AIDS crisis, now or
in the future, and how the crisis will be resolved: (a) who will be called
upon; (b) what will be done; (c) what resources are available currently and
who will maintain the resource list; (d) how decisions will be made and
carried out.,,13

4. An organization should know in advance what its approach to AIDS
will be. "A minimum number of key people need to be expected to contin-
ually be responsible to understand the medical facts and keep themselves
updated as new information is released, know the organizational viewpoint
about AIDS should it occur in the workplace, and be equipped to educate
others about the disease and the company's policy.Y'" These individuals
usually are based in the human resources department and work directly
with the employee assistance program.

POLICY STRATEGY
Important ingredients of strategy development and implementation of the

company AIDS policy include: the task force of key personnel, identification
of medical/legal experts in the community, analysis of employee demograph-
ics, education and support of senior management, development of company
educational standards, and evaluation of educational impact.

1. Establish task force of key personnel. In the implementation of the
policy, the first step is to establish the task force of key personnel. Included
in this task force would be members of such departments as human re-
sources, legal, medical, employee assistance, public relations, training, em-
ployee communications, unions, and finally, and very importantly, senior
management. "Leadership on the task force is crucial. Select a leader with
the most knowledge about AIDS who also has the ability to organize and
complete projects efficiently and thoroughly. One additional criterion for
the leader is that this person be able to interact capably with senior man-
agement to communicate plans and progress.v"

2. Identify Community Medical/Legal Experts. An actively maintained
resource list in the office of human resources is necessary for any employees
with questions and referral needs. This list should be updated and personally
checked out by the human resource department in conjunction with the
company's EAP. Many mental health professionals are not trained specifi-
cally in the issues surrounding the AIDS virus and its specialized needs.
Therefore, all medical, psychological, and professional experts should spec-
ify their training and expertise in relation to the field of AIDS.

3. Analyze Employee Demographics. When conducting the analysis, con-
sider the risks of the particular type of workplace and the geographical
location of the worksite (see Chapter 6 on special workplace populations).
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Based on the number of employees, ascertain the appropriate level of com-
plexity of the educational package. For example, if the company has less
than 100 employees, its needs are much different than the company with
30 regional offices and 10,000 employees. However, the AIDS policies of
these companies should be similar. Regardless of the size of the company,
every employer shares the same AIDS issues and risks.

4. Educate and Gain Senior Management Support. In all stages of the
policy development and implementation, senior management support is cru-
cial. If top management is not aware of policy decisions and development,
then the policy is written and presented without endorsement from its key
management role models. This could lead to mixed messages and diffused
impact of the educational package and company AIDS policy.

AIDS and the new role for managers: Overseeing the consequences of an epidemic
is not normally thought of as a management function. It is clearly a new role. It is
unlikely that this topic could have been found in the curricula of the nation's graduate
schools of business administration even a short time ago. It is unlikely that the men
and women who manage the tens of thousands of organizations in our society-
public or private sector-received any formal academic training in the management
of epidemics. Nevertheless, to a large degree, management is the art of dealing
effectively with the environment in which the organization finds itself. Many or-
ganizations over the past decade have found themselves suddenly coping with the
specter of AIDS within their environment; many more organizations will be in the
position of having to face some aspect of AIDS during the next decade. How well
one manages this particular aspect of the organization's environment will consid-
erably influence the organization's medical and legal costs, its public and employee
relations, its efficiency and stability."

5. Develop and-Implement a Company Educational Standard. This is the
responsibility of the human resource and EAP departments. The AIDS policy
should be made clear to employees before a known AIDS case or problem
arises. This will minimize crises and reduce employee fears, mistrust, and
uncertainty. Possible dissemination methods include: special memo an-
nouncements, inclusion in employee and supervisor guides, inclusion in
company newsletterslhealth columns, special meetings, and inclusion as part
of new-employee orientation.

6. Evaluate Educational Impact. As with any policy and educational
effort, the company needs outside evaluation for content, outreach efforts,
and clarity. This will ensure that the company's efforts are in line with the
tradition of the company philosophy.

ELEMENTS OF COMPANY AIDS POLICY

The company AIDS policy should include the following elements:

1. The commitment of the company to act responsibly in the face of this major
public health crisis.
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2. The commitment of the company to protect the health of all its employees.

3. The commitment to provide a safe work environment.

4. The commitment to treat AIDS like any other life-threatening illness; if the
employee is medically fit and able to perform job duties, affected employees
will be permitted to work.

5. The provision of reasonable accommodation and job modification for AIDS
victims when appropriate.

6. An outline of the company position on AIDS testing, if any.

7. Procedures for supervisors to handle AIDS fairly, with compassion and under-
standing.

8. The commitment to keep the policy medically updated and provide employee
education on AIDS and policy.

9. The commitment to maintain confidentiality of medical information.

10. A declaration stating that special transfer requests would not be accepted, unless
medically indicated."

11. The commitment to consider benefit plans that provide case management, hos-
pice/home health care, and experimental treatment when applicable.

12. The commitment to provide referrals through the company's EAP or other
departments to community resources and experts for consultation and treat-
ment. There should also be an appointed team of appropriate employees to be
held responsible specifically for communication dissemination-in particular,
to assuage employee fear, possible threat of work stoppage, as well as customer
complaints and other potential disruptive situations. This group should also
have a representative to be the spokesperson on any matters to the company
relating to the policy, program, and procedures regarding the company's po-
sition on AIDS. Team members should include such department representatives
as senior management, personnel, EAP, unions, corporate communications,
legal, medical, and public relations.

13. The statement of the role of the company in contributing to the community's
efforts for development of treatment and support of research. This includes
availability of company resources when appropriate.

SMALL BUSINESS AND THE EMPLOYEE AIDS POLICY

"There is an increasing number of worksite HIV/ AIDS policy and program
initiatives emerging on the scene. Most have occurred among large busi-
nesses at the corporate level and in varying degrees enjoy the support of
both management and organized labor. Small business initiatives are less
prevalent and perhaps less well known.Y'"

In addressing the specific problem of small businesses (less than 500
employees) and the issues surrounding AIDS, one must consider that "the
financial burden and negative impact on the business will be the greatest
for the employer of 100 employees or less. These are the companies that
can ill afford either the health care benefits cost increases that occur when
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an employee develops this disease, or the loss of reliability in the employee's
productivity.v'"

It is also important for these employers to institute an AIDS policy and
educational program. Their potential losses, although equal in severity to
those of larger companies, may occur more quickly due to the dynamics of
smaller business. These programs would be more likely to be developed
with off-site EAP providers, and external educators such as the Red Cross,
as well as other resources listed in Appendix A at the end of this book.

COMMUNICATING THE POLICY AND EDUCATION
PROGRAM TO EMPLOYEES

When informing the company about the AIDS policy and the educational
program, the first form of communication should come from top manage-
ment, preferably the CEO or president. The communication should state
why the company has decided to institute a formal policy and educational
program and should include important facts about AIDS and the non trans-
mission through normal workplace activities. It should mention the specifics
of the educational agenda.

The San Francisco Chamber of Commerce Model Approach

In 1987 the San Francisco Chamber of Commerce developed the highly
recommended model approach to AIDS in the workplace. The following is
reprinted in full from their "AIDS in the Workplace, Suggested Guidelines
for the Business Community ":

Epidemics of disease present enormous dilemmas to our society, straining
our human, financial and health resources. Like smallpox, cancer and polio
before it, Acquired Immune Deficiency Syndrome (AIDS) and its related
conditions are approaching pandemic proportions. The impact of AIDS is
and will continue to be devastating. According to the Surgeon General of
the United States:

By the end of 1991, an estimated 270,000 cases of AIDS will have occurred with
170,000 deaths within the decade since the disease was first recognized. In the year
1991, an estimated 145,000 patients with AIDS will need health and supportive
services at a total cost between $8 and $16 billion. However, AIDS is preventable .
. . . It is the responsibility of every citizen to be informed about AIDS and to exercise
the appropriate prevention measures.

If we are to overcome the obstacles presented by AIDS and its related
conditions, it is imperative that we respond immediately as a unified society.
A comprehensive and effective approach toward combatting the epidemic
only can be realized through a national effort with the full support, under-
standing and informed decision-making of the business community. Any
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sensible and human response to the epidemic must be based on accurate
information, not irrational fear and discrimination. There is an alarming
tendency to label people as belonging to AIDS "risk groups." This is not
only misleading, it is dangerous. AIDS is not confined to any single com-
munity. It is not caused by life-style or sexual orientation. It is caused by
a virus-a virus that can be transmitted to anyone who engages in high-
risk activity. Fortunately, by modifying these high-risk behaviors, we can
stop virus transmission. Unlike many other life-threatening illnesses, AIDS
can be prevented.

We are fighting a disease, not people. The business community in America
can and must playa major role in creating policies and disseminating ac-
curate information about AIDS and its related conditions.

Any employee with a life-threatening and/or catastrophic illness such as
AIDS, cancer, or multiple sclerosis should be treated in conjunction with
the principles outlined below. It is our desire that every business in America
adopt and/or incorporate these principles into personnel policies and adhere
to the content and spirit of the principles.

1. Employees with any life-threatening illness should be offered the right
to continue working so long as they are able to continue to perform their
job satisfactorily and so long as the best available medical evidence indicates
that their continual employment does not present a health safety threat to
themselves or others.

2. Employers and co-workers should treat all medical information ob-
tained from employees with strict confidentiality. In the case of an employee
with a life-threatening illness, confidentiality of employee medical records
in accordance with existing legal, medical, ethical and management practices
should be maintained.

3. Employees who are affected by any life-threatening illness should be
treated with compassion and understanding in their personal crisis. Rea-
sonable efforts should be made to accommodate seriously ill patients by
providing flexible work areas, hours and assignments whenever possible or
appropriate.

4. Employees should be asked to be sensitive to the needs of critically ill
colleagues, and to recognize that continual employment for an employee
with a life-threatening illness is often life sustaining and can be both phys-
ically and mentally beneficial.

5. In regard to the life-threatening disease of AIDS and its related con-
ditions, a person carrying the AIDS virus is not a threat to co-workers since
AIDS is not spread by common everyday contact. For this reason, the AIDS
antibody and/or AIDS virus status of an employee is not relevant information
in regard to the health and safety of his/her co-workers. Therefore, the AIDS
antibody test and/or AIDS virus test should not be used as a prerequisite
for employment or a condition for continued employment. Knowledge or
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presumed knowledge of AIDS antibody and/or AIDS virus status should
not be used to discriminate against an employee for any reason.

6. Given the irrational fear that AIDS, cancer and other life-threatening
diseases often inspire, the most effective way to avoid necessary disruptions
in the workplace is to prepare and educate both management and employees
before any employee is affected by a life-threatening disease. To this end,
employers should implement educational programs based on the best avail-
able medical knowledge to understand the disease; what services are locally
available to help employees with any medical, psychological or financial
hardships caused by the disease, and what policies the company has in place
to cover employees with a life-threatening illness."

EXISTING POLICIES AND COMMUNICATION FROM THE
PUBLIC AND PRIVATE SECTORS

The following workplaces are very different not only in their businesses
but also in their employee demographics. However, the policies are similar.
The language is varied depending on the organization. However, the content
is very much the same. All businesses, regardless of their size, location, or
demographics should have a formal AIDS policy and educational package.

Private Sector: IBM

The following AIDS policy package'" includes the letter of introduction
from the director of Corporate Medical Programs of the IBM Corporation
directed to all IBM employees; IBM Internal Communication on AIDS
memo to all employees; and AIDS information distributed to all IBM Em-
ployees. The letter of introduction provided by the director of Corporate
Medical Programs clearly and concisely introduces the AIDS issue to the
IBM population. It includes a general policy overview, benefits information,
and a reference to the surgeon general's report to be sent to all employees.
If a company does not have a corporate medical director, then a similar
letter from the CEO is appropriate.

Dear IBMer:

AIDS is a tragic affliction and a major public health threat throughout
the world. IBM wants to ensure that employees affected by AIDS receive
appropriate assistance and encourages employee awareness to help limit the
spread of AIDS.

IBM medical departments and employee assistance programs are available
to help employees with questions about AIDS. They will provide infor-
mation, counseling, and referrals for testing as requested.

IBMers affected by AIDS will be encouraged to work as long as they are
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able, and their privacy will be respected. Of course, full benefits coverage
will continue.

As part of the national effort on AIDS awareness and control, and our
own internal education program, we are distributing to all IBM employees
the enclosed brochure prepared by the United States Public Health Services.
I urge you to read it and share it with others.

Sincerely,

Director, Corporate Medical Programs

As a follow-up to that introductory letter and brochure, IBM sent all em-
ployees an IBM Internal Communication on AIDS. In this memo, IBM
summarized its policy on AIDS and its commitment to all employees (in-
cluding those with the AIDS virus) to continuing education and to com-
munity outreach. These commitments are vital to a successful and effective
policy and education program.

IBM INTERNAL COMMUNICATION ON AIDS
IBM's internal AIDS communication program is intended to provide employees

information about the disease, the company's practice regarding those who have it,
and about counseling programs that are available to them. Information has been
provided in the following ways:

• Distribution of literature through IBM medical departments.
• Publication of an article in the company management newsletter.
• Offering a videotape through the employee video library for home and community use.
• Distributing to all employees a CDC brochure on AIDS with a cover letter from the director

of corporate medical programs explaining the company's practice regarding those who have
the disease.

• Bulletin board notices on the availability of. the videotape and the mailing of the CDC
brochure and cover letter.

Copies of the management newsletter article, the CDC brochure and cover letter,
and the bulletin board notices are included with this package.

IBM's PRACTICE REGARDING PEOPLE WITH AIDS
IBM developed its practice regarding people with Acquired Immune Deficiency

Syndrome (AIDS) in 1985 in response to the worldwide spread of the disease and
the threat it poses to our employees and the communities in which they live and
work. That practice provides that we treat employees with AIDS in the same manner
that we treat employees with other chronic illnesses-giving guidance, support, and
health benefits for persons with the disease, and education for employees.

Some elements of the practice are:

• IBM does not test applicants or employees for AIDS.
• As with other medical situations, IBM protects the confidentiality of employees with AIDS

and will not disclose their identities, except at the employee's request.
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IBM provides information and education on AIDS, typically upon employee request, through
medical departments, the Employee Assistance Program, brochures, and a video available
through the IBM Employee Video Library. Also, IBM has mailed copies of an AIDS booklet
to each employee and is providing ongoing management training.

• IBM attempts to keep employees with AIDS in the workforce as long as they are able. When
possible, it makes accommodations to allow them to remain on the job.

• IBM makes available the full range of health benefits covered by employee health insurance
to persons with AIDS, including long-term disability leave.

During the past two years, IBM and its employees also have provided support to
education and research projects dealing with AIDS. Some examples are:

• Donated $100,000 to the Antenucci Laboratory, at Roosevelt Hospital in New York, to
fund the development of an AIDS research center.

Contributed $25,000 to the New York Blood Bank to help cover the costs of testing blood
for AIDS.

• IBM employees are also actively supporting community-based education and research proj-
ects in several cities.

An update appeared in the IBM company newsletter. Following the In-
ternal Communication on AIDS, it further demonstrated IBM's ongoing
commitment to education and prevention.

AIDS INFORMATION DISTRIBUTED TO EMPLOYEES
A brochure about AIDS (Acquired Immune Deficiency Syndrome) will be sent to

managers shortly for distribution to all employees. The brochure, prepared by the
United States Public Health Service, is part of a national effort on AIDS awareness
and control.

IBM encourages employee awareness to help limit the spread of AIDS. For this
reason, IBM medical departments and employee assistance programs are available
to help with questions about AIDS. They will provide information, counseling, and
referrals for testing as requested. IBM medical departments also can provide addi-
tional copies of the brochure.

In addition, employees are reminded that an AIDS videotape is available for
viewing through the IBM Employee Video Library. the i8-minute tape includes
frank and open discussion about how AIDS is caused, transmitted, and prevented.

The tape is intended for viewing by parents and students of at least ninth-grade
level. Since it contains candid material about a sensitive subject, parents should
preview the tape before showing it to children.

The tape may be ordered by---. All costs will be prepaid by IBM.

By recommending the ages and audience of the videotape and other ma-
terials available, the AIDS issue in the IBM community has penetrated the
wall of fear and opened the topic for discussion and education. Informality
is necessary when addressing communication to employees to set a tone of
ease that must be present in order for the issue to be discussed openly.
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Private Sector: Emhart Corporation

The following policy is reprinted in full from the Emhart Corporation
(now part of Black and Decker).

Emhart Corporation believes that:

• All employees are entitled to a safe working environment.

• All employees should be free from any discrimination in employment that may
result from medical conditions from which they suffer.

• A life-threatening illness such as AIDS should not affect the entitlement to a safe
working environment and discrimination-free employment.

• Individuals who are suffering from AIDS should be free to continue to engage in
all regular employment activities, provided their doctor concurs and so long as
they are able to perform their job requirements in a fully satisfactory manner,
without significant risk or harm to themselves or to others.

In recognition of these beliefs, and the complex legal and social issues
surrounding AIDS, the following guidelines should be followed by super-
visors within all divisions of the Corporation in the U.S. and Canada:

1. Supervisors aware of an individual with AIDS should immediately
contact their human resources department in order to coordinate the effec-
tive handling of the matter.

• The employee's illness and treatment is to be kept private and confidential.

• Do not send any employee with or suspected of having AIDS home without the
prior consent of the local human resources department head.

• Do not inform co-workers of any employee's medical condition or its potential
communicability without the prior consent of the local human resources head.

• Local human resources representatives should contact the Corporate Manager
Benefit Analysis and Communication to discuss what actions, if any, are appro-
priate.

2. Employee over-reaction to the effects of casual contact with an em-
ployee suffering from AIDS can occur as a result of misinformation. The
Corporate Manager Benefit Analysis and Communication shall be respon-
sible for the dissemination of available accurate information regarding AIDS,
and the local human resources function should immediately contact the
Corporate Manager Benefit Analysis and Communication for the same.

• Group educational or informational meetings should be planned and coordinated
by the local human resources department, with advice of the Corporate Manager
Benefit Analysis and Communication, when co-workers are, or may become, con-
cerned about an employee with AIDS.
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• No employee should be terminated for refusing to work because of a co-worker
who is known to have or is suspected of having AIDS prior to his receiving
appropriate information and counseling regarding the illness.

• In the remote event that co-workers should refuse to work, they should be sent
immediately to the local human resources department for discussions regarding
AIDS, its effects on work-place safety, and its contagiousness.

3. Employees with AIDS and their co-workers should have complete
access to the local human resources department at their location to discuss
their concerns on a confidential basis.

• Direct any employee to the local human resources department for information
pertaining to AIDS.

4. Employees with AIDS should not be treated differently than employees
not suffering from AIDS as long as they are able to perform their job
requirements in a fully satisfactory manner without significant risk of harm
to themselves or to others.

• No employee should be requested to release medical reports or to submit to
independent medical evaluation without prior consent of the local human resources
department head, who will consult with the Corporate Manager Benefit Analysis
and Communication.

• Testing for the AIDS antibody in employees or prospective employees shall not
be required. There is no evidence that AIDS is transmitted through casual work-
place contacts, so AIDS antibody people are of no risk to co-workers.

• Supervisors who suspect that an employee with AIDS cannot perform the full
requirements of his or her job in a satisfactory manner, should contact the local
human resources department head. The local human resources department head,
in consultation with the Corporate Manager Benefit Analysis and Communication,
would determine what reports should be requested to determine whether an em-
ployee can continue working and any reasonable accommodations to be made.

• Disability leaves for those suffering from AIDS should be granted on the same
basis as those suffering from other illnesses or injuries.

• Personal leaves should be considered when requested by employees with AIDS
consistent with the illness and business considerations.

5. Reasonable accommodations will be made for employees with AIDS
consistent with that condition, its communicability and potential risk of
harm to themselves or others, except where business necessity prevents
accommodation.

• Supervisors who know of any employee needing special accommodations should
contact their local human resources department for approval of proposed changes.
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• Local human resources shall be responsible for coordinating any accommodations
deemed appropriate and consistent with the business needs of the division, in
consultation with the Corporate Manager Benefit Analysis and Communication.

6. Consistent with the business needs of the division, reasonable accom-
modations may be made at the discretion of management for co-workers
of employees with AIDS.

• Co-workers requesting special accommodations should be referred to the local
human resources department head.

Public Sector: u.S. Department of Health and Human Services

The following memorandum and AIDS policy (reprinted in full) are from
Dr. Otis R. Bowen, secretary of the U.S. Department of Health and Human
Services (HHS) in 1986. The HHS policy outline has separate sections for
management, employees, and personnel departments that clearly delineate
the responsibilities and roles of the Health and Human Services employee
with regard to the AIDS issue. The more particular and defined the policy
and expectations of the employees are presented, the easier the scope of the
AIDS issue becomes, which consequently reduces fear. When the AIDS issue
is left vague and tenuous there is most likely to be chaos and disorder within
the company. This policy was a model policy for the federal government
and has been used throughout the various offices.

MEMORANDUM TO: ALL HHS EMPLOYEES
SUBJECT: Concern About the Transmission of Acquired Immune
Deficiency Syndrome (AIDS)

Because there has been some concern about the transmission of AIDS in
the workplace, I wish to assure you that medical evidence provides no basis
for employees to fear contracting AIDS through casual contacts in the work-
place. The most recent medical information on this subject was published
by our Centers for Disease Control in the MMWR [(Morbidity and Mortality
Weekly Report) of November 15, 1985, Vol. 34, No. 45]. I have asked the
Assistant Secretary for Personnel Administration to assure that copies of
the MMWR are available to you through our Personnel and Employee
Counseling Services Program staffs who also can provide additional infor-
mation and counseling services.

As the MMWR indicates, AIDS is a sexually transmitted disease. Because
it is bloodborne, it may also be transmitted by the use of contaminated
hypodermic needles, contaminated blood and blood products, or by peri-
natal transmission from infected mother to child. There is no evidence that
it is airborne, food borne, waterborne, or transmitted by the kind of non-
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sexual person-to-person contact as generally occurs in the workplace (for
example, by sharing the same work environment, handshaking, interviewing
persons who have AIDS, touching papers or other objects previously touched
by persons who have AIDS, preparing and serving food and beverages, or
using common washroom facilities).

Employees who have AIDS are entitled to request and receive the same
consideration and employee benefits as any other employees who have other
debilitating illnesses. Ii-mployees who have AIDS or who have concerns
about contracting AIDS in the workplace should confer with their super-
visors or their organization's designated counseling staff who can provide
competent information and referral services.

Most importantly, fear based upon misinformation is both unfortunate
and unnecessary. I am confident that our employees will carry out their
duties in an intelligent and responsible manner consistent with the leadership
mission of this Department in health matters.

792-4-40 POLICY

The General Policy stated in the FPM Bulletin is quoted below: Guidelines
issued by the Public Health Service's Centers for Disease Control (CDC)
dealing with AIDS in the workplace state that "the kind of nonsexual person-
to-person contact that generally occurs among workers and clients or con-
sumers in the workplace does not pose a risk for transmission of (AIDS)."
Therefore, HIV-infected employees should be allowed to continue working
as long as they are able to maintain acceptable performance and do not
pose a safety or health threat to themselves or others in the workplace. If
performance or safety problems arise, agencies are encouraged to address
them by applying existing Federal and agency personnel policies and prac-
tices ....

HIV infection can result in medical conditions which impair the employ-
ee's health and ability to perform safely and effectively. In these cases,
agencies should treat HIV-infected employees in the same manner as em-
ployees who suffer from other serious illnesses. This means, for example,
that employees may be granted sick leave or leave without pay when they
are incapable of performing their duties or when they have medical ap-
pointments. In this regard, agencies are encouraged to consider accom-
modation of employees' AIDS-related conditions in the same manner as they
would other conditions which warrant such consideration.

Also, there is no medical basis for employees refusing to work with such
fellow employees or agency clients who are HIV-infected. Nevertheless, the
concerns of these employees should be taken seriously and should be ad-
dressed with appropriate information and counseling. In addition, employ-
ees such as health care personnel, who may come into direct contact with
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the body fluids of persons having the AIDS virus, should be provided ap-
propriate information and equipment to minimize the risks of such contact.

GENERAL MANAGEMENT RESPONSIBILITIES

Management responsibilities include:

A. Making the Departmental policy on and programs and services concerning AIDS
in the workplace known to all managers and employees.

B. Making AIDS information, education, and counseling available to all employees.

C. Providing training and guidance for managers and supervisors on AIDS in the
workplace.

D. Maintaining a safe and healthy workplace environment for all employees.

E. Providing reasonable accommodation in employment matters to persons who,
because they have AIDS or AIDS-related conditions, are qualified handicapped
persons within the meaning of Section 501 of the Rehabilitation Act of 1973.

F. Maintaining the confidentiality of medical information in accordance with ap-
plicable law and regulations.

G. Addressing other personnel and management issues within the framework of
existing procedures, guidance, statutes, case law, and regulations.

RESPONSIBILITIES OF SERVICING PERSONNEL OFFICES AND
EMPLOYEE COUNSELING SERVICES UNITS

Servicing Personnel Offices are responsible for advising both managers
and employees on personnel programs (e.g., leave administration, insurance,
disability retirement, reasonable accommodation, discipline, and perfor-
mance management), as they pertain to AIDS. The Employee Counseling
Services Program provides a combination of services to employees with
problems caused by or associated with AIDS, to their supervisors or man-
agers, and to their co-workers, including information, counseling, referral
to community resources, and on-going support and advocacy for coping
with workplace issues.

EMPLOYEE RESPONSIBILITIES

Employee responsibilities include:

A. Becoming knowledgeable about the Departmental policy on AIDS in the work-
place

B. Seeking competent counseling about concerns pertaining to AIDS in the work-
place
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C. Carrying out their duties in an intelligent and responsible manner consistent
with this Instruction and the leadership mission of this Department in health
matters.

PRIVACY AND CONFIDENTIALITY

Medical documentation of AIDS received by Department officials and
employees that is for the purpose of an employment decision and is made
part of the file pertaining to that decision is a "record" protected by the
Privacy Act and, generally, may not be disclosed without the consent of the
subject of the record. Any official or employee who has access to the record
is required to maintain the confidentiality of that record. In addition, su-
pervisors, managers, and others included in making and implementing per-
sonnel management decisions involving employees with AIDS should strictly
observe applicable privacy and confidentiality requirements.

Public Sector: State of Wisconsin

The following excerpt from the State of Wisconsin's Communicable Dis-
eases and Life Threatening Medical Conditions Policy is introduced by the
documentation of the State of Wisconsin's responsibility to its employees.
This documentation provided as a prelude to Wisconsin's policy on AIDS
is another example of a different approach in communicating to all em-
ployees of a company the issue of AIDS and the company's philosophy and
plan.

Background: The State of Wisconsin is committed to employment prac-
tices which encourage people with disabilities, regardless of the nature of
the disability, to maintain productive status in the state workforce.

The State of Wisconsin recognizes that it is important for employees with
life-threatening medical conditions including but not limited to cancer, heart
disease, hepatitis and AIDS/HIV to continue to participate in as many of
their normal activities as their condition will allow, including work.

The State of Wisconsin recognizes that employment may be therapeuti-
cally important in the remission or recovery process and may help to prolong
and improve the quality of the employee's lives. As long as employees meet
acceptable performance standards, and medical evidence indicates their con-
ditions pose no risk to themselves or others in the workplace, managers
shall be sensitive to their conditions and ensure that they are treated with
dignity and respect consistent with the treatment of other state employees.

The State of Wisconsin is obligated to provide a safe work environment
for its employees and the public it serves. The State of Wisconsin will ensure
to the best of its ability that an employee's health condition does not present
a significant health and/or safety risk to other employees or the public.

The State of Wisconsin recognizes the need to maintain an open and
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informed environment for its employees, and employees shall have access
to education resources on health issues to eliminate prejudice and unwar-
ranted fear about diseases in the workplace.

The State of Wisconsin further recognizes that an employee's medical
condition is personal and confidential and not subject to disclosure to others
without the affected employee's consent unless otherwise provided by law.
It assures employees of complete confidentiality when seeking counseling
or medical referral assistance.

Employees' rights to confidentiality are subject to the employer's respon-
sibility to protect other employees and the public from contracting or being
exposed to a contagious disease.

State law prohibits AIDS testing as a condition of employment.
The Secretary of the Department of Employment Relations, pursuant to

Sec. 230.04 Stats., is charged with the responsibility of ensuring that em-
ployees who have communicable diseases and/or life-threatening medical
conditions do not suffer discrimination in employment.

NOTES
1. Surgeon General's Report on Acquired Immune Deficiency Syndrome, U.S.

Department of Health and Human Services and the American Red Cross, 1987,

p.32.
2. Dale A. Masi, "AIDS in the Workplace, What Can Be Done?" American

Management Association, Periodicals Division (1987), p. 58.
3. Fortune Magazine and Allstate Insurance (1988) "Business Response to AIDS:

A National Survey of U.S. Companies," in Kathleen C. Brown and Joan G. Turner,
AIDS, Policies and Programs for the Workplace (New York: Van Nostrand Rein-
hold, 1989), p. 39.

4. Masi, "AIDS in the Workplace, What Can Be Done?" p. 57.
5. Presidential Commission on the Human Immunodeficiency Virus Epidemic,

Chairman's Recommendations (Washington, DC, February 29, 1988), p. 23.
6. Sam B. Puckett and Alan R. Emery, Managing AIDS in the Workplace (Read-

ing, MA: Addison-Wesley, 1988), p. 14.
7. Thomas E. Backer, "AIDSIHIV Infection and the Workplace: Emerging Is-

sues," unpublished notes from NIDA-sponsored conference on AIDS/HIV Infection,
November 17,1989, p. 2.

8. Brown and Turner "AIDS, Policies and Programs for' the Workplace," p. 43.
9. Presidential Commission on the Human Immunodeficiency Virus Epidemic,

p.28.
10. American Foundation for AIDS Research, AIDS Education: A Business

Guide, 1988, p. 4.
11. Bryan Lawton, "How to Develop a Successful AIDS Policy That Can Help

Both the Company and Its Employees," Personnel Manager's Letter, February 1,
1988, p. 8.

12. Maryland Center for Business Management, Inc., "AIDS in the Workplace
and other catastrophic diseases," joint presentation by the Maryland Center for



62 AIDS Issues in the Workplace

Business Management, Inc., and M. Rosenberg and Co., The Johns Hopkins Uni-
versity School of Hygiene and Public Health, and The Educational Center of Shep-
pard Pratt, Division of Employee Assistance Programs, October 22, 1987, p. 4.

13. Puckett and Emery, Managing AIDS in the Workplace, p. 65.
14. Ibid., p. 66.
15. Brown and Turner, "AIDS, Policies and Programs for the Workplace," p. 44.
16. Puckett and Emery, Managing AIDS in the Workplace, p. 3.
17. Allstate Forum on Public Issues, "Corporate America Responds" (Allstate,

1987), pp. 6-7.
18. Daniel M. Merrigan, "NIDA Meeting: HIVIAIDS in the Workplace," un-

published presentation at NIDA-sponsored conference on AIDSIHIV Infection, No-
vember 17, 1989, p. 1.

19. Bryan Lawton, in ibid.
20. San Francisco Chamber of Commerce, "AIDS in the Workplace: Suggested

Guidelines for the Business Community," June 1987.
21. IBM corporate policy materials on AIDS, from Glenn E. Haughie, MD, Di-

rector of Corporate Medical Programs, November 1987.



CHAPTER 4

THE ROLE OF EMPLOYEE
ASSISTANCE PROGRAMS/CASE

MANAGEMENT

INTRODUCTION
In discussing Employee Assistance Programs and their role in addressing

AIDS in the workplace, this chapter will define an EAP and explain the
EAP's relationship to AIDS. The history of EAPs and their various models
will be described, Including discussion of the in-house and out-of-house EAP
models, followed by the actual design of an EAP and the essential ingredients
of a successful program. The EAP's specific application to AIDS will follow,
with issues for the EAP professional and appropriate guidelines for them.

The chapter will also address employee benefits and case management,
the definition and goals of the case manager, and the role of the EAP
practitioner as case manager. The discussion will cover the various popu-
lations that will be able to utilize the EAP and the unique skills the EAP
practitioner can bring to this workplace issue. The chapter will present recent
developments in issues surrounding AIDS and their relationship to the EAP
profession. Concluding the chapter will be the author's comments on the
challenges this issue brings to the EAP profession as well as the present
shortcomings of the EAPs and their lack of attention to AIDS.

DEFINITION OF EAP AND ITS ROLE WITH AIDS-
AFFECTED EMPLOYEES

Any comprehensive plan for addressing the issue of AIDS in the workplace
must include plans for counseling and support. Over the past several de-
cades, Employee Assistance Programs have been developed to deal with
employee problems that may affect workplace performance. Specifically,
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EAPs are a professional assessment/referral and/or short-term counseling
service offered to employees with alcohol, drug, or mental health problems
that may be affecting the workers' jobs. Because AIDS affects people who
are in the workforce, whether the person with AIDS is the actual employee
or the employee's loved one, the EAP is the umbrella under which the issue
of AIDS in the workplace will fall. Employees are either self-referred to the
company's EAP or referred by supervisors. EAP services also include man-
agerial/supervisory consultations and training and employee education.

EAPs can have a significant impact on the employee dealing with AIDS
or HIV-positive status, whether directly or through a loved one. Millions
of employees diagnosed as HIV positive will be living with a time bomb
inside them. Helping the employee to cope with anxiety, fear, and other
emotions is clearly an EAP mandate. EAP staff can work as team members
with the personnel and medical staff of the organization. EAP personnel
can also provide support services to unions for its members who are dealing
with AIDS.

A company's EAP can become a calming voice amid reactions and ov-
erreactions to AIDS-related incidents. The EAP can serve as a valuable
resource in developing an AIDS policy, and it can help allay employee
anxieties and fears as the company develops its philosophy and policy. An
EAP is in a unique position to offer this kind of support for several reasons.
EAPs have expertise in working with drug abusers. Therefore, they have a
particular responsibility to their current clients who are IV drug users, and
a responsibility to reach out to other drug-addicted employees and provide
the necessary information related to HIV infection and drug abuse.

EAP professionals, especially social workers, have traditionally worked
in hospitals where they have offered the support to terminally ill persons.
This experience makes them particularly well suited to work with persons
with AIDS and their families. Their professional objectivity should enable
them to operate as advocates for the person with AIDS while maintaining
a perspective that allows them to remain sensitive to the anxieties of co-
workers. EAP personnel need to focus their efforts in two directions: pro-
viding appropriate support and referral services for persons with AIDS and
HIV-positive status, and providing educational information for all workers
to continually remind them of the importance of prevention.

EAP professionals have been trained to work with community resources
and are knowledgeable regarding those services. They should be able to
assist in making contact with appropriate community programs. Employees
with AIDS and their family members will need such support services to face
the terminal illness, to make appropriate plans, and to achieve adequate
medical care. Counseling from the EAP could give them the help they need
to deal with other employees, supervisors, and the workplace in general.
Family members as well as persons with AIDS will experience denial, anger,
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bewilderment, and even shame. They will need assistance as they face their
own loss and try to cope with helping their loved ones.

The EAP can also help companies in the interpretation and implemen-
tation of legislation pertinent to persons with AIDS. The Rehabilitation Act
of 1973, which declared persons with certain illnesses to be handicapped,
has been interpreted as extending specifically to persons with AIDS. The
EAP staff is already familiar with this law as it pertains to persons with
other handicapping conditions. This will be an invaluable aid in under-
standing its ramifications for employees who have AIDS, as issues arise
concerning disability benefits and termination on medical grounds.

HISTORY OF EAPs

Employee Assistance Programs developed out of the concept of Occu-
pational Alcoholism Programs (OAPs), which began in the 1940s. OAPs
were developed through the efforts of recovering alcoholics. They were
based on the premise that the troubled employee should be confronted while
still on the job; the employer should not try to cover up the problem. In
this way the addiction could be treated and the job could be saved. These
early programs dealt solely with alcoholic employees.

During the 1970s there was a shift in the OAP field. It was becoming
increasingly difficult to justify turning away employees who needed assis-
tance with problem areas other than alcoholism. This began the evolution
of a broader-based program called Employee Assistance Programs. Unlike
OAPs, EAPs deal with other addictions besides alcoholism, along with emo-
tional, family, and marital problems. EAPs train supervisors to focus on
and confront employees with decreases in job performance and not to try
to diagnose what the problem may be.

By building and maintaining a strong EAP, an organization reaps several
kinds of benefits. It significantly reduces the many costs, financial and oth-
erwise, that would have been incurred because of employees' personal prob-
lems. There is no way to measure the true savings in relief from anxieties,
fears, and distress, but this savings clearly has a positive effect on overall
morale, team spirit, loyalty to the organization, and public image.

EAPs: ESSENTIAL INGREDIENTS

Establishing an EAP requires careful planning and forethought, whether
it is an internal program or contracted out. The problems and requirements
of the company must be closely examined, and a clear policy is essential.
Once a company has decided to start an EAP it must decide on the type of
delivery model. An in-house model is one in which the entire EAP staff is
employed by the company. In an out-of-house model, a firm is contracted
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to provide the EAP staff. However, variations and combinations of the two
models are possible. For example, a company may use in-house staff to
oversee the program, to evaluate and train the supervisors, and to educate
the employees. The contractor would then provide the actual referrals, as-
sessments, and short-term counseling. Location of the program may be on
or off the company premises, be it in-house or a contractor model.

When determining the best approach for the organization, it is best to
ascertain the complexity of the program, and the company's commitment
to it. Many companies prefer the contractual approach because the com-
mitment need not be long-term. If evaluation deems the EAP ineffective, it
is easier to terminate a contract than to terminate members of the company's
staff. Once the approach has been decided, the designing of the program
begins.

12 ESSENTIAL INGREDIENTS OF AN EAP

To design an EAP, a company should include 12 essential ingredients:
program support, program plan, policy statement, information assessment
and referral system (and/or short-term counseling), staffing, record-keeping,
a community referral network, location, funding, training of union and
management personnel, program evaluation and employee education, and
outreach.' Regardless of the chosen plan for the company's EAP, it is nec-
essary for the company to monitor its EAP carefully and to evaluate its
performance as a separate, functioning department of the entire company.

1. Program Support. Top-level management support for the EAP must
be assured from its inception. This will act as an endorsement to the em-
ployees from the highest level of management. Financial support is also
vital. The company must be willing and able to fund the EAP at an adequate
level from the beginning. Therefore, it is optimal to have the company's top
management team accept responsibility for the program from its inception.
Adequate funding translates into approximately one full-time EAP staff
member for every 3,000-4,000 employees. That estimate includes services
for family members. Small companies have the option of hiring part-time
staff or contracting.

2. A Program Plan. A projected plan (a minimum of three years) for the
EAPs growth and development is also essential. This can be a fluid outline,
changing as the EAP grows and as the company redefines its needs. However,
the plan must still consistently delineate values, assumptions, goals, and
strategies for achieving the EAP's goals. This program plan should be up-
dated annually.

3. A Policy Statement. This is the most critical part in the development
of an EAP. A written policy statement must precede implementation of any
EAP. This statement should contain input from those important to the



EAPs/Case Management

program, including top management and, if appropriate, union officials. It
must address several crucial questions concerning the direction and respon-
sibilities of the EAP: location of the EAP offices, family member inclusion,
maximum age of dependent children, and so on.

4. An Information Assessment and Referral System and/or Short-Term
Counseling. During the information assessment and referral component of
the EAP, the counselor assesses the particular problem(s) and needs of the
client and makes a recommendation or diagnosis. The counselor must pos-
sess the specialized professional skills requisite for an informed referral or
diagnosis. In the case of AIDS, the counselor now consults with the em-
ployee's physician and family members and provides whatever coordination,
case management, and support are necessary.

5. Staffing. An EAP providing mental health counseling assessment should
be staffed by trained, licensed professionals. This means individuals educated
in and practicing psychology, social work, psychiatry, or psychiatric nurs-
ing-the core mental health professions. It is necessary that these staff mem-
bers be clinically licensed and have at least two years of alcoholism and
drug-abuse training and/or experience. Since drug-abusing persons are the
fastest growing group with AIDS, this particular familiarity with the drug
treatment community will be helpful. The use of trained, licensed profes-
sionals protects the EAP from the legal problems surrounding malpractice,
because unlicensed persons make an employer vulnerable to legal suit. In
addition, these professionals must have previously demonstrated the ability
and flexibility to work with managers, supervisors, employees, arid unions.
Because of the difficult combination of the counseling and administrative
components, many EAPs separate the EAP's administrative role from coun-
seling.

If the company has less than 2,500 employees in a given location, the
EAP may use a qualified affiliate or subcontractor. These subcontractors
are located within the company's community, so they are accessible to the
employees. Subcontractors are used when an internal EAP program is too
complex for small companies, or for smaller branches of larger companies
located in distant cities and states. It is important that the subcontractor
have the same qualifications as would a regular EAP staff in a larger com-
pany.

6. Confidential Record-Keeping System. The implementation of a confi-
dential record-keeping system must be closely examined, as it involves many
more factors than are frequently .apparent. Employers are regulated by a
host of laws, including the rehabilitation acts, alcoholism and drug regu-
lations, drug-free workplace legislation, handicapped legislation, and OSHA
guidelines. Because of privacy laws and sensitivity surrounding AIDS, it is
vital that records are maintained and stored confidentially.

7. A Community Resource Referral Network. One of the EAPs respon-
sibilities is to evaluate community resources for appropriate employee re-
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ferrals. For example, in the case of the AIDS-afflicted employee, support
groups for the employee and family would be appropriate. This service may
be available through the community hospital. The referral system should
be constantly updated. Diversity is crucial so that all the mental health
professionals and agencies in the community can be tapped as resources.

Attention to community resources has been neglected and misused. Too
often, company officials and supervisors naively suggest an employee go to
a referral source from a resource list. This is inappropriate and also has
liability potential. Referral sources must be researched and monitored. This
must be done through the expertise of an EAP practitioner. Often companies
have considered the compilation of a "list" of referral agencies to be a
sufficient company EAP, which it clearly is not.

8. Appropriate Location of the EAP. If the EAP is within the organization
it should be under the auspices of the company's human resource or per-
sonnel department. Physically, the EAP design should take into considera-
tion the following: accessibility to the handicapped; a location
inconspicuous enough to increase confidentiality; and well-furnished and
-maintained surroundings to demonstrate the company's commitment to
the EAP. If the EAP is located off-site there also should be an office on the
premises, where supervisors and clients can meet with the EAP counselor.

9. Funding. The basic funding approaches involve two options. In option
one, the company maintains an in-house staff. In option two, the company
contracts out all functions on a per capita basis. The fees, regardless of the
option used by the company, range from $22-30 per employee, per year,
depending on the location of the company. This fee is based on the total
number of employees in the company, regardless of how many use the
program and how much they use it. This fee structure runs contrary to the
traditional fee-for-service mental health medical model. It is more cost-
effective because fee-for-service often results in unnecessarily longer treat-
ment, as it provides no motivation to move treatment toward a goal and
eventual completion.

10. Training of Union and Management Personnel. The training and educa-
tion of union and management personnel is covered extensively in Chapter 5.

11. Program Evaluation. This element is necessary to ascertain whether
the EAP is reaching its objectives and performing successfully and cost-
effectively. Masi Research Consultants, Inc. is an example of EAP evaluation
firms. Masi specializes in EAP evaluation, aiding client companies in de-
signing and later evaluating appropriate and successful EAPs. The compre-
hensive, qualitative evaluation begins with a "peer panel review." Nationally
recognized experts in the fields of psychiatry, psychology, and social work
examine a significant number of individual case records using a copyrighted
evaluation instrument of 60 items for a complete review. All evaluations
are confidential.

This peer review method has precedents in the medical profession, as
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represented by the American Medical Association and the psychiatric profes-
sion. The process has four major components: a general orientation session,
a review of case records, direct dialogue with company vendors (optional),
and a company debriefing with a final written report. The individual review
of case reports includes a protocol instrument that reviews cases for ques-
tions about assessment of problem outside referrals, quality of counseling,
and a full discussion of the employee's options. Another instrument rates
the individual counselor by reviewing the resume and verifying a current
license to assure training and experience.

Examining the cost-effectiveness of the EAP, another evaluation used by
Masi, involves comparing the EAP clients' absence and attendance records,
health insurance claims, worker's compensation, and disability claims before
and after utilizing the EAP. This is then compared with the aggregate pop-
ulation.

12. Employee Education and Outreach. To make the EAP effective, em-
ployees must be informed of its availability and possibilities. Memos, pos-
ters, and programs, including slide shows or films, can all be used to inform
the employee of the EAP's existence. These should be offered regularly-
several times a year. In addition, the EAP should provide separate educa-
tional material on updated relevant medical research.

EAP APPLICATION TO AIDS

The EAP can perform very specific functions for the employee dealing
with AIDS or HIV-positive status: employee education, counseling for the
AIDS or HIV-positive employee, counseling for the employee who is a family
member of a person with AIDS or HIV-positive status, counseling for the
family members of the employee with AIDS or HIV-positive status, and
developing community resources and health-care alternatives.

Issues of AIDS in the workplace have only recently emerged and many
EAP practitioners will not have received any specific instruction on this issue
during their formal education and training. As a result, factual information
may be lacking and certain critical skills not well-developed. Therefore, the
following, paraphrased from the EAP Digest, May/June 1988, are guidelines
that provide an extensive overview for the EAP professional to adhere to
and maintain when dealing with employees affected by AIDS. In addition,
professional EAP associations such as the American Management Associ-
ation often sponsor workshops and training sessions on the topic.

1. EAP professionals should carefully examine their own attitudes and
beliefs about HIV disease. Personal feelings about people infected with the
HIV virus and behaviors that increase the risk of infection should be ex-
plored. Self-examination, awareness, and emotional readiness are crucial
when an EAP professional prepares to respond to HIV-disease-related needs.
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2. EAP professionals should stay informed and seek training about HIV
disease in the following areas:

a. medical aspects-epidemiology, symptoms, transmission, risk reduction and
treatment; of particular importance is knowledge about HIV-disease-related
symptoms that may be present in the worksite, such as AIDS dementia; and the
unpredictable, cyclical nature of the disease, which makes supervision of workers
with HIV disease especially problematic

b. legal aspects-AIDS screening, compulsory testing, current litigation, confiden-
tiality, and state and federal antidiscrimination laws, including a thorough un-
derstanding of the Federal Rehabilitation Act of 1973

c. psychological aspects-reactions to learning one's HIV status or becoming ill;
behavior problems associated with AIDS dementia; acceptance and denial issues;
grief and loss; crisis intervention and risk-reduction counseling; the effects of
catastrophic illness on HIV-disease-affected individuals, their families, friends,
and co-workers

d. community aspects-public and private services available in the local community,
including medical and self-help support groups; opportunities for philanthropy
and in-kind service donations/support

e. organizational aspects-training programs and media for AIDS education in the
workplace, development of policies and programs in given areas of work and
geography, resources for management, supervisory and worker program devel-
opment

3. EAP professionals should be interested in and willing to talk about
AIDS. They need to respond emphatically to the fear, anger, hurt, frustra-
tion, or shame that a person associates with being HIV positive, having the
HIV disease, or having a loved one with the disease. The reactions of su-
pervisors and managers are often laden with fear and irrational emotion as
well. These can be diffused by discussions with EAP staff, with resulting
improvements in how an organization handles AIDS cases.

4. The EAP professional should explore how much an employee and his/
her co-workers and family know about the disease. Is the person in denial,
or is he/she willing to talk about the disease? What are the individual's
plans for informing others about his/her AIDS-related problems? An indi-
vidual employee's specific concerns may center around lovers, family mem-
bers, friends, supervisors, or peers at work. The counselor may use a
combination of empathic listening, cognitive or emotional anticipation, and
behavioral rehearsal via role playing to help a person with HIV disease
prepare to disclose the illness to others.

5. EAP professionals should treat the news about an employee's test for
HIV antibodies seriously, regardless of the employee's attitude. Of particular
concern are the emotional and social implications of HIV testing, the need
for follow-up counseling, and the offhand, casual ways some test results
are grven.
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6. EAP professionals need to develop good assessment and referral services
for persons with HIV disease. Extra effort may be required to find AIDS
peer support groups, support for affected loved ones, HIV-positive support
groups, physicians, lawyers, financial consultants, psychotherapists, or sub-
stance abuse treatment programs and counselors who are both willing and
specifically trained to work with HIV illness. Such referral services need to
link these people and others with HIV-disease-related concerns to support
groups as well, though such support groups may be few or nonexistent
outside the gay community. When these resources are lacking, they should
collaborate with other employers and community groups to help develop
these resources where possible.

7. EAP professionals should help persons with AIDS anticipate and con-
structively deal with others who fear and/or act out toward persons with
AIDS because of irrational beliefs. Exploring alternative scenarios and de-
veloping strategies for dealing with each one may be of special value.

8. EAP professionals also have an obligation to empathetically and knowl-
edgeably address the needs of any employee who is anxious, angry, or scared
about living, working, or associating with persons with AIDS. After creating
a trustful climate in which the person can express hislher feelings, it may
be possible to overcome irrational beliefs or ignorance of the facts about
HIV disease (through both internal and external education referrals) that
may be fueling an emotional response, and to begin building consideration
for the rights of the person with AIDS.

9. EAP professionals should advocate for a consistent, clearly stated AIDS
policy regarding employee and employer rights and responsibilities. The
policy should be made available to all workers and supported by the com-
pany.

10. EAP professionals should promote or conduct specific educational
programs related to AIDS for both supervisors and employees in the work-
place. Collaboration with human resources, medical, legal, benefits, and
training departments may be helpful in this regard.

11. EAP professionals should be alert to their own signs of emotional
burn-out in their dealing with HIV-affected individuals. EAP staff should
seek peer support and recognize their own limitations in dealing with death
and dying issues over time.'

RECENT DEVELOPMENTS FOR EAPs AND ISSUES OF AIDS

As the issues and developments surrounding AIDS are constantly chang-
ing, employers should consider the growing scope of the disease.

People with AIDS are living much longer now than in the earlier years of the epidemic.
... Five years ago, 80% of the people with AIDS died within two years of diagnosis,
sometimes within six months. Now, with advances in treatment such as AZT and
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aerosol pentamidine, those with access to good medical care often live three years
or more .... Many will die eventually. Nevertheless, AIDS is taking on the dimensions
of a chronic disease as well as a fatal one-with profound implications for treatment,
services, counseling, living and health care financing, according to social workers
involved in AIDS programs .... There needs to be a growth in chronic care .... We
need to develop services for people who are sick for a very long time and their
families. We need to look at ongoing interventions to support the persons' and
families' independence .... An increasing number of people with AIDS are able to
work after being diagnosed or leaving the hospital, making education and adaptation
in the workplace important .... Job sharing, flexible hours, and retraining of pro-
ductive employees who cannot perform all of their former duties need to be con-
sidered.'

As recent medical findings have been developed, the

medical management of HIV disease is improving and changing in the direction of
aggressive, earlier intervention in HIV persons who are asymptomatic. Because of
treatments like AZT and DDI, patients will live longer and follow a zig-zag course
of recoveries and relapses, instead of a straight downhill path. This will pose new
obstacles in the workplace and medical management of HIV. The Human Resources
departments, management, supervisors and employees need to be educated as to the
understanding and importance of workplace support for persons who are HIV
positive. Issues around potential discrimination, confidentiality, workplace disrup-
tion, grief, and reasonable accommodation require strategic planning, and preven-
tative education.'

The challenge of honoring the confidentiality of persons with AIDS, while
satisfying the co-workers' "right to know," has become a major issue in
the workplace. To date courts have consistently ruled in favor of the AIDS
patient involving cases of confidentiality. However, in California, a workers'
compensation board recently awarded $5,000 to a co-worker who filed for
emotional stress compensation due to working alongside an AIDS patient.

The ethical principle of violating the confidence between physician and
patient is about to be redefined, especially in California and New York.
The issue is that there is a responsibility for the physician involved to let
the sexual partner know if the partner is positive. Counselors are offering
to be with the parties when they are told. The author would support in-
forming the partner, in conjunction with the company's EAP practitioner.
As more and more decisions are supporting the rights of AIDS patients, it
is in the context of the duty of a medical professional to warn the appropriate
parties who may be in a life-threatening situation.

Counseling Employees about Experimental Drug Programs

EAP practitioners should be responsible for keeping informed about ex-
perimental drug treatment programs for AIDS. These programs or "clinical
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trials" are federally funded voluntary programs conducted in major medical
centers throughout the country. The programs offer access to drugs in the
research phase, which are not yet approved by the Food and Drug Admin-
istration. They can be a major tool in the AIDS patient's prolonged life
span, as well as assisting in the research toward a cure.

Although there have been no documented cases of anyone recovering
from AIDS, some patients do survive longer than others. This is partially
because of the participation of AIDS-afflicted individuals in one of the
dozens of experimental drug programs offered throughout the country. In
the past, only people with full-blown AIDS took drugs. Now with the
discovery of the life-lengthening advantages of AZT and other drugs, more
people are taking drugs at earlier stages of the infection. Most of the in-
dividuals who are eligible for participation in these programs are in the
workforce, and therefore information regarding these programs should be
available from the company EAP and human resources department. In order
to assist these employees in making the best choice, EAPs must know all
the facets of participation in an experimental drug program.

AIDS patients thinking about taking experimental drugs should know the
following information. It is up to the EAP and the corporate medical director
(if applicable) to help employees find the answers.

• What is the evidence that the drug may have a positive effect?

• What qualifications do the scientists in charge have?

• What are the known side effects of the drug?
• How will taking this drug interfere with my work schedule?

• If the drug works, how long will the licensing process take?
• Are there patients I can talk to who have been in the program or who have taken

the drug?
• What are the medical consequences if I withdrew from the program?

• Is there provision for psychological support during the course of the programs,
or is it strictly medical?

Kinds of Drugs

There are several categories of drug treatment options available:

• Antiviral drugs fight HIV at some stages of its reproduction. Some researchers
theorize that taking more than one antiviral at a time may increase a patient's
chances of fighting off the virus. However, some drugs are antagonistic to one
another; that is, one cancels out the effect of the other. For instance, AZT and
ribavirin should not be taken simultaneously.

• Immune stimulants are designed to rebuild what the AIDS virus has destroyed.
Although many such drugs are under investigation, they are surrounded by con-
troversy because some doctors believe that stimulating the immune system may
also stimulate the cellular machinery that encourages reproduction of the virus.
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There is also debate about the quality of new immune system cells that are produced
and their ability to fight the virus. Many physicians believe that antivirals should
be used before starting treatment with immune stimulants .

• Prophylactic (preventive) treatment for opportunistic infections is designed to head
off infection before it strikes. Two of the most widely used drugs are pentamidine
for pneumocystis pneumonia and clofazimine for mycobacterium infections.'

The patient participating in the program must understand the use of
controls in research. There is an equal chance of receiving a placebo (no
drug) as the one being tested. Known as a "double blind study," in this
procedure neither the patient nor the researcher knows who is receiving
which drug. This procedure must be in place in order to test the experimental
drug. Many participants become unwilling to risk taking only a placebo
and therefore should not participate in such a program.

The participant must agree to follow the rules of the research project.
Although they differ from program to program, they usually include the
stipulation that the participant must not take any other drugs without the
researchers' assent. Participants are sometimes unwilling to lose a chance
for other types of treatment. Again, these individuals should not participate
in the program.

The employee should be made aware of the advantages and disadvantages
from the onset. Among the advantages: the disease may slow its course; a
sense of control and of doing something about the disease; and the positive
ramifications of participating in something that will further the development
of research for others afflicted with the disease. The disadvantages include:
being subject to the harmful toxic side effects of many of the drugs; the
loss of hope if a treatment is found ineffective; and wasting time and energy
on treatments that are ineffective.

The decision to participate in an experimental drug program is met with
important emotional and physical considerations that the EAP counselor
must be aware of in order to ensure that employees are making an informed
decision.

AIDS and Insurance Benefits

The way insurance companies deal with AIDS is another area of concern
for both employers and employees. The cost of treating individuals who are
currently exposed could come to billions of dollars. In addition, because of
recent advances in treatment, the lives of AIDS patients are being prolonged;
hence their treatment period is prolonged as well. Caring for a person with
AIDS costs money, and insurers are trying to find ways to protect themselves
from the risk of making enormous outlays for this treatment. Treatment
for AIDS runs approximately $50,000 to $75,000 per patient. Private in-
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surance companies are currently absorbing most of these costs, as well as
Medicaid.

At this time insurers are prohibited from excluding AIDS coverage in their
policies. Some insurers, however, are requiring the applicant to take a test
as a prerequisite for some types of personal and life insurance. This testing
has been criticized as discriminatory by leaders in the gay community, and
some cities and states have banned the practice completely.

The only reason a company would require the test is to deny coverage to those who
test positive or to exclude AIDS-related health problems, which is only shifting the
financial burden onto the taxpayer. Furthermore, there is no guarantee that confi-
dentiality will be protected, which means those who test positive may face discrim-
ination in other areas such as housing or employment. Many insurance companies
fail to use confirmatory tests and therefore have high rates of false positives; little
concern is shown for the way in which individuals are informed of positive test
results. In addition, denying coverage on the basis of geographic or occupational
stereotypes (e.g., not accepting an unmarried male designer living in particular areas
of San Francisco) is seen as discriminatory. Companies who agree that such screening
is inappropriate, including Blue Cross/Blue Shield, say they will treat AIDS like any
other long-term illness. Workers with AIDS have a right to affordable, quality, and
accessible health care. Employer and insurance company concerns about potentially
high health care costs for AIDS patients should not result in benefit cutbacks. Rather,
innovative, alternative programs which contain costs and maintain benefits should
be pursued."

In another approach, some insurance companies have denied coverage
to whole companies that they consider to be possibly employing "high-
risk" individuals. Industries that have been named as having possible con-
centrations of these high-risk employees include: hair salons, restaurants,
clothing designers, nonprofit organizations, the entertainment and arts in-
dustries, funeral parlors, hotels, and motels. At this time, this practice is
legal.

In most cases, it is virtually impossible for an individual diagnosed as
having AIDS to obtain medical and/or life insurance. Because of this, some
companies are allowing employees with AIDS to retain their benefits as long
as possible after leaving employment. However, this gesture does not come
inexpensively.

In the past, health-care benefits accounted for 1-2% of a company's
overhead. Today, they threaten to exceed 10%, with a large portion going
to the long-term care of patients with catastrophic or chronic conditions-
a category that now includes AIDS. Because insurance policies so often
put constraints on the treatment of certain injuries and/or illnesses, the
health care implemented often is costly but not as effective as it could be.

In 1988, the CDC reported that employers had spent $4.1 billion on
AIDS. This included $832 million for health care and $3.26 billion attributed
to lost productivity and premature deaths of workers. By the end of 1992,
projections for health and support services are toward $5-13 billion. Be-
cause the majority of persons with AIDS are either in the workplace or of
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working age (102,000 out of 105,000), this becomes a critical issue for the
workplace.

THE EAP AND CASE MANAGEMENT

AIDS has been responsible for the acceleration of a relatively new and
atypical approach to health care known as case management. Case man-
agement is a system of assessing and monitoring client needs throughout
the treatment continuum. Its elements include assessment of the patient's
needs, referral to the appropriate resources, follow-up, and consultation.
Extended follow-up is necessary because of the chronic nature of the disease
and the potential for varying stages of psychological and physical stresses.
Case management is a process specifically designed to customize care for
individual patients with catastrophic illnesses. The patient is assigned a
coordinator, an experienced health-care professional, to provide psycho-
logical and sociological support for the patient and the patient's family. The
EAP counselor can perform this role effectively. The coordinator also acts
as a liaison between the person with AIDS, the physician, and the family
and helps plan details of medical care and finances. Case managers also
strive for a timely discharge from hospitals and utilize atypical health-care
venues, such as hospices or home-care settings. For example, the estimated
average daily cost for home health care and hospices is estimated to be
$100-300 per day. The average daily cost of hospitalization stands at $880-
1000 per day. Ironically, only 50% of the nation's insurers cover home
health care, and only 30% cover hospices.

Clearly, the high cost of health insurance is one of the most difficult and
vital problems facing employers dealing with AIDS in their workplace.
Therefore, it is the role of the EAP practitioner to find alternative resources
to supplement those offered in the traditional health-care benefits package.
By acting as a case manager for the employees with AIDS or HIV-positive
status, the EAP worker will assist in providing "cost-effective, appropriate,
and more compassionate care by matching the patients' and families' needs
with the most appropriate alternative."?

This approach has two obvious advantages. It allows the AIDS patients
to achieve their optimum recovery faster, and it greatly reduces the number
of unnecessary hospital days. However, not many insurance companies have
the mechanisms in place to offer case management. Therefore, it is up to
the employer to exert pressure on insurers to change language and/or policies
so that case management can be implemented.

In their roles as case managers for the employee, EAP practitioners should
reach out to the following groups to make their status known: family mem-
bers, managers/supervisors, employees, medical department, and senior
management. The EAP practitioner would coordinate with the insurance
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company, physicians, and psychological experts and act as an advocate for
the employee.

ALTERNATIVES IN EMPLOYEE WORK SCHEDULES AND
BENEFITS

In the coming decade employees affected by AIDS will remain much longer
in the workforce. This is due to the earlier testing for the virus and new
treatment options being developed. Therefore, companies must be ready to
be as creative as possible to allow their employees to handle the disease.
This includes allowing for change in work schedules; allowing for the op-
portunity for employees to bring work and company equipment (if appli-
cable) home; and being conscious of the necessity for varied sick leave due
to numerous physician appointments. Employers must keep in mind that
this flexibility must also apply to the employee who is the caretaker of a
loved one with AIDS, as well as the AIDS-affected employee.

It is also necessary for companies to continue their willingness to inves-
tigate all aspects of their employee benefits packages to allow for a more
comprehensive program for employees with AIDS and employees with fam-
ily members with AIDS. This is especially true for smaller companies and
those companies that traditionally employ younger workers. These com-
panies especially must be willing to expand their benefits packages because
of the higher percentage of younger workers being afflicted with AIDS.

As more employees became sick with AIDS, employers realized that their benefits
plans were poorly suited to provide for long-term illness, especially the lack of
provision for income benefits during the waiting period until a long-term disability
policy took effect. Some employers have added or enhanced a self-funded short-
term disability plan, and others create a sick leave pool. The pool works this way:
earned sick leave accruals are reduced from 10 to 12 days a year to 6 or 7 days,
and the unused balance can be used by employees who have exhausted their sick
and annual leave."

KEY ROLE OF EAPs FOR REFERRALS

EAP practitioners must develop reliable assessment and referral services for em-
ployees and family members with AIDS. As with many issues that have emerged in
the past, the AIDS tragedy will spawn many professionals who profess expertise in
the treatment of AIDS patients. The EAP practitioner must find physicians, lawyers,
dentists, financial consultants, psychotherapists, AIDS policy and education con-
sultants, and substance abuse counselors who are qualified to work with AIDS-
related problems. Identifying and evaluating professionals who are skilled in working
with AIDS patients and family members is a vital task for the EAP practitioner.

Because of the significant discrimination that often occurs concerning AIDS, EAP
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pracnnoners may often assume the role of advocate, ensuring that services are
provided and employees' needs are met.

AIDS-affected employees may also need help in drafting wills, planning child
custody, and assigning medical or durable power of attorney to a close friend or
significant other to make medical or other important decisions should they become
incapable of doing so!

In addition to providing help for the employee dealing with AIDS or HIV,
the EAP practitioner can be a valuable resource for managers by providing
guidance, support, and information to enable them to cope with their own
feelings, as well as ensuring that the AIDS-affected employee remains in the
workplace for as long as possible with limited workplace complications.

EAPs AND AIDS: THE NEW CHALLENGE FOR THE EAP
PROFESSION

HIV infection and the employed drug user or employees who are sexual
partners of drug users present challenges to the definition of the Employee
Assistance Program. For discussion purposes, consider the following case
report of an employed woman who sought assistance for an HIV problem
related to intravenous drug abuse. This was presented at a recent meeting
the author attended that was hosted by NIDA (National Institute of Drug
Abuse)."

Ms. A is now a 34 year old woman who is employed as a clerical worker by a
large public utility company. She began to snort cocaine at age 25 years and first
used cocaine intravenously at age 28 years. She considered herself addicted to cocaine
at age 31. Although her supervisor and co-workers had not noted any changes in
her behavior, the spouse had become increasingly concerned regarding her drug use
and insisted that she seek treatment or he would leave her.

Ms. A sought outpatient treatment at age 32 years in a publicly funded outpatient
drug treatment program. She participated in 12 weeks of twice weekly counseling
and urine testing and became abstinent by Week 4. After completing the 12-week
program she was seen monthly in outpatient follow up and attended Cocaine Anon-
ymous meetings regularly.

At no time were her supervisor and co-workers aware of her addiction or treat-
ment. When asked why she did not seek assistance from her EAP, she stated that
she did not trust the program, which she perceived to be an extension of her employer
and not particularly useful other than obtaining a list of mental health or substance
abuse treatment programs. She chose not to use her medical insurance for drug
abuse treatment because of concerns regarding confidentiality.

During the evaluation for drug abuse treatment, she underwent HIV counseling
and antibody testing and tested Hl V-antibody positive. Although she and her hus-
band were counseled regarding the need for precautions during sexual intercourse
in order to avoid infecting her husband, the spouse refused to wear a condom.

Ms. A diagnosed as being pregnant six months after she entered drug abuse



EAPs/Case Management 79

treatment. Her obstetrician and internist recommended that she terminate the 6
weeks old pregnancy because of reports that pregnancy accelerated the progression
of HIV infection to AIDS and there was a 50% chance that her fetus would be HIV-
infected. Ms. A agreed with the recommendations. However, although there were
documented recommendations of pregnancy termination from her obstetrician, in-
ternist, and drug abuse counselor, Ms. A's insurer refused to pay for pregnancy
termination because the pregnancy was not associated with a life-threatening con-
dition. At this point Ms. A contacted her EAP office for assistance. She was told
that the EAP staff could not help her because her addictive disorder was in remission
and the office handled only insurance matters which were associated with mental
health or substance abuse treatment. The pregnancy was not terminated.

Ms. A began to abuse cocaine during the fourth month of pregnancy but again
was undetected at work. She delivered a small infant six weeks prematurely.

The infant was hospitalized for 6 weeks for respiratory distress. The baby tested
positive for HIV infection and died of AIDS at age 18 months. During the child's
illness, Ms. A missed approximately 6 months from work caring for her child. Total
medical expenses for the child were over $300,000.

As the foregoing case shows, the EAP was completely out of line when it
refused assistance. It is inconceivable that an EAP would not see the urgency
of the problem and not only provide assistance to the employee but become
her clear advocate. Unfortunately this is an example of what an EAP should
not do.

COMMENTS

Unfortunately, although there is a vital role for EAPs in an AIDS-at-work
program, it is increasingly discouraging that the EAP field has failed to take
more initiative in the leadership role in developing appropriate programs
for AIDS in the workplace. Too often, human resource directors have been
left to develop programs and sort their way through the maze of material
that is available. As late as October 1989, the Employee Assistance Profes-
sion Association's (formerly ALMACA) annual conference featured only
one program on AIDS, with only two presenters. The EAP profession has
not addressed its feelings about PW As and has chosen to ignore and deny
the issue. However, there remains a heavy professional responsibility for
EAPs to act. Their inactivity cannot continue and EAP counselors need to
initiate activity even if EAP program managers are not doing so.

Because the EAP field is a new profession, there is no accrediting of
programs. As a result, there is wide diversity in delivery of services. Some
programs have clinically licensed personnel, and others have employee re-
lations people wearing an EAP hat without any human resource training.
Because of this it is difficult to generalize on the apporpriate role of the
EAP. However, there is no doubt that as an emerging profession it still has
a responsibility to assume a major role in the workplace in this area. It is
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incumbent upon corporate management to see that their EAP people are
trained appropriately to deal with this sensitive subject.
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AIDS EDUCATION AT THE
WORKSITE

CHAPTER 5

INTRODUCTION

When dealing with the subject of AIDS, the most provocative elements
are fear and ignorance. People are afraid of future contraction of the virus
or that they have already been exposed to the virus. Because there is no
vaccine or cure as yet, the most effective weapon to combat such fear and
ignorance is education. This means education by all systems in our society-
businesses, schools, churches, and community organizations.

This chapter will cover issues pertaining to specific educational programs
in the workplace. A discussion of the philosophy behind establishing an
AIDS education program for all employees will be followed by a look at
specific arguments commonly presented by management and employees who
do not want the education. To assist companies in defining the education
program best suited for them, the goals of an education program will be
presented. A specific and defined educational program will be outlined with
an adaptation that is easily applied to suit every company. The chapter will
cover the selection of the material to be used in the program, the content
that material must provide, and other related issues. The discussion will
look at what a company should do when an employee is diagnosed with
AIDS. The language of AIDS and sensible workplace precautions will be
described. The chapter will conclude with an explanation of an evaluation
of the company AIDS education program and results of a survey on attitudes
toward AIDS in the workplace.

PHILOSOPHY

AIDS information and education programs, as with any company policy,
are most effective if they begin before a problem situation arises relative
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toAIDS and employee concerns. Experience in the private sector has dem-
onstrated that employees' level of receptivity to accurate information will
be higher when management has a policy of open communication and when
educational efforts are initiated before an incident.

Education and information should be of an ongoing nature. Management
must not get complacent about the necessity to update and maintain em-
ployee education. According to Dr. Constance Wofsy

it takes five go-rounds before the educational effort is completely heard .... During
the first go-round there is fear and denial; the second is accepting that this is
information that you have to hear but you don't want to really listen; the third is
intellectual curiosity. After all, it is an interesting topic; the fourth is real interest
and wonder; and finally in the fifth go-round the individual is able to be concerned
about people other than themselves and exhibit the appropriate responses necessary
when dealing with the topic.'

Many businesses are hesitant in their willingness to respond to AIDS
issues in the workplace. Some typical rationales presented by businesses not
to develop an AIDS policy and education program include:

• The wish to deal with only "business" and "business issues."

• The inability to see how the company would be affected.

• The desire not to want to promote fear and disrupt work.

• Some businesses feel if they promote an AIDS policy, negative publicity will follow
with the assumption that the company is employing and catering to homosexuals.

• The businesses do not want to appear as tolerant/sympathetic of homosexual Iife-
style-it may attract high-risk individuals to the company resulting in increased
health costs.

• The businesses are not convinced of the employees' wish for the policy and ed-
ucational program.

• There is fear of customer reaction.

These rationales represent management's unwillingness to see AIDS for
what it really is: a public health crisis. In some form it will eventually affect
much of the workplace population-either by affecting the employees them-
selves or by affecting employees' families or loved ones. Efficient manage-
ment deals with issues before they reach crisis proportions; and with AIDS,
management must face the challenge of battling much fear and ignorance.

There are many reasons to educate employees about AIDS. AIDS edu-
cation

• helps save lives

• avoids work disruption problems
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• maintains employee morale

• demonstrates corporate responsibility

• avoids unnecessary litigation

• avoids customer complaints

• avoids negative publicity

• helps contain health costs

• helps affected employees to receive compassion and understanding---especially if
they return to work

• helps employees deal with issues surrounding this disease and death and feelings
of helplessness toward affected employees/loved ones."

By employing periodic, updated educational approaches, employees will be
reassured of management's commitment to open communication about
AIDS. By providing AIDS information to all employees, companies will
enhance employee understanding about the nature and transmission of the
disease.

GOALS OF AN EMPLOYEE EDUCA nON PROGRAM

Before designing the employee education program, the company should
address the goals of the program. A company AIDS education program
should involve these goals: changing behavior so that the epidemic is slowed;
increasing awareness about the issues pertaining to AIDS; dispelling myths;
lessening the fear surrounding the disease; and preparing the company and
its employees to handle a case of AIDS with care, compassion, and minimal
disruption.

The goals of the employee education program should be determined prior
to implementation and the impact evaluated periodically in order to make
any changes to the education program necessary. Knowledge change is
easiest to achieve, followed by attitude change, with behavior change being
the most difficult. Therefore, in order for educational efforts to be most
effective they must be credible, targeted for the special high-risk behavior
change and, consequently, a decrease in the spread of AIDS. Employers
should also recognize the value of broadening the audience, to include the
employees' families and loved ones.

When discussing and defining goals of the educational program, consider

who is to benefit from a workplace HIV/AIDS program? .. Will this program exist
for individuals with HIV disease, those who are HIV +, all who are at potential
risk for HIV, those who must work with such individuals, for the "good" of the
business or for society-at-large? Assumptions about WHO will benefit by WHAT
by HOW MUCH or by WHEN are rarely made explicit. Without such considerations
the potential for evaluation of educational impact of program outcomes is limited.'
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STRUCTURE AND MODEL OF AN AIDS EDUCATIONAL
PROGRAM

History has demonstrated that fear and denial lead only to panic and
irrationality. Education always has been the best weapon against situations
that seem chaotic and frightening. Historically, the workplace has taken a
leadership role in combatting other employee welfare concerns, such as
alcohol and drug abuse, smoking reduction, and physical fitness. The same
positive results can be achieved with the issues surrounding AIDS. Work-
place-based educational programs can provide information to achieve this
knowledge and assuage fear. The following are steps to follow when de-
veloping an employee educational program for AIDS in the workplace:

1. Inform and gain the support of top management. Without their knowl-
edge and approval any education program will be ineffective. This support
should be communicated to all employees when the program is announced.
The remainder of the staff is educated with each manager helping to facilitate
the education of their staff.

2. Establish a resource/education committee composed of managers and
employees. This increases the sense of ownership and acceptance for any
program developed. Composition of the committee should include repre-
sentatives from human resources, legal, medical, labor, management, com-
munications, EAP, and special interest groups. Once selected, these
representatives need to be educated about the issues surrounding AIDS, the
company's policies, and the availability of community resources. Once
trained, this committee can work together to design the company's AIDS
educational program, respond to employee questions and concerns, and
promote a positive attitude about AIDS.4

3. The AIDS education program must be an ongoing effort. Companies
that have already employed an AIDS education awareness program state
that employees' awareness of AIDS was only increased over a period of time
with repeated approaches through a variety of dissemination methods. Con-
sequently, an AIDS education program must plan for a time frame that is
long enough to promote behavioral change and alleviate fear. This program
must also include a commitment to revising the educational program if
change is not induced.

4. Educational material should be presented. As new information becomes
available, it must be disseminated. Dissemination methods include bro-
chures, videos, posters, and seminars. Appendix A at the end of this book
provides a listing of national organizations with free publications and ma-
terial available for a variety of populations covering all aspects of AIDS.
Small businesses will have a different approach than large, multinational
corporations. AIDS education should be consistent with other employee
education programs. Consider the special needs of special work populations
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(for example, non-English-speaking/reading, parents, etc.) within the general
employee population (see Chapter 6 on "Special Work Populations").

When choosing the material either to distribute to employees or to assist
the educator, consider that the United States is a visual society. Material
loaded with statistics, tables, and medical jargon will only alienate the
audience. The Surgeon General's Report on AIDS brochure is excellent and
should be mailed out to all employees or distributed within the office.
Videotapes should not be racist, sexist, homophobic, condescending, or
preachy. Many are informative, conversational, and educational. Consider
that these materials will remain with the employees and represent the com-
pany's philosophy. Therefore, careful research and thought should go into
their selection.

5. Appointing one person within the company, who is usually from
the human resource department, to act as the reference point within the
organization is an important component. This individual should be re-
sponsible for answering questions about the company's AIDS policy,
benefits, and other personnel issues related to AIDS. By designating one
person, a company can be assured of confidentiality for the individual
employee as well as dissemination of correct information to the employ-
ees at large.

6. In-house educational workshops are an effective method for training
employees about AIDS. Employees may feel more comfortable and trusting
of an in-house workshop rather than outside resource organizations. They
are relatively easy to conduct and are effective in reaching employees. Mem-
bers of the resource/education committee, -human resource department, and
the EAP should contribute to the meeting.

The type of person who presents the workshop and his or her knowledge
and sensitivity about AIDS must be evaluated beforehand. One of the au-
thor's clients set the subject of AIDS in the workplace back for a year by
assuming their EAP person could provide AIDS education. The company's
EAP arranged for an outside speaker who showed slides that were inap-
propriate for the workplace and many employees were offended and fright-
ened. The whole point of the educational effort was lost. If the company
education program is done in-house, the Red Cross, the State Department
of Health, and the resources in Appendix A can provide information and
guidelines for conducting an in-house AIDS education seminar.

7. Consider the information to be presented in the educational program.
Information directly related to the workplace should include transmission/
nontransmission of AIDS at the worksite, the company's policy on dealing
with employees who have AIDS, and what to do when a co-worker has
AIDS.

When presenting the specific characteristics of the disease include the
following:
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• origin and epidemiology of the disease in the United States, the world, and the
particular state

• death rates in the United States, the world, and the particular state

• infection rate versus death rate of disease

• projections for the spread of AIDS

• AIDS testing: explanation of the company policy

• AIDS testing: accuracy and who should be tested

• economic impact of the disease

• treatment, vaccine, up-to-date research

The medical material to be presented should include:

• general discussion about AIDS

• transmission of the virus

• high-risk behaviors

• use of condoms and clean needles

• definition of related terms (AIDS, HIV, PWA)

One of the most controversial areas in AIDS education is the subject of
safe sex. The workplace, in the author's opinion, would be hypocritical not
to include this as a major area of its education program. Unless the subject
is addressed directly, mixed messages will be given that might result in
employees thinking the use of condoms does not pertain to them.

Prevention is the only true weapon to fight the spread of the disease. The
basics of AIDS prevention should be incorporated in the employee educa-
tional package. Distribution and discussion of the information to family
and friends should be emphasized. When discussing prevention consider the
following:

1. AIDS is hard to get. Casual contact is safe. So is hugging, swimming, and eating
in restaurants. If it wasn't safe, there would be millions more cases of AIDS.

2. AIDS is spread by sex; by blood transfusions; by the sharing of already used
needles or works; and from infected mother to infant. These are the only ways
AIDS can be spread.

3. Anyone who has sex or shares needles with an HIV infected person takes a big
chance and risks becoming infected. Condoms and clean needles are the tools
necessary to help to protect against infection with an already infected person.

4. Healthy people are spreading AIDS. Most people infected with HIV don't know
it-so how could they possibly tell anyone?

5. If one's sex partner has ever used needles to shoot drugs, he or she may be
infected, and can give you the virus during sex. (Almost every drug user who
has used needles has also shared needles.)
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6. Every time one has sex with someone who he or she is not absolutely sure is not
carrying the virus, and a condom is not used, one is taking a chance of getting
infected.

7. The virus that causes AIDS lives in white blood cells in semen (cum) and blood.
All it takes to stay safe is keeping someone else's blood or semen outside of one's
body.

8. Using a condom the right way makes most any kind of sex safer.

9. Share the facts about AIDS with people. One may save lives.'

In addition to the outline for an AIDS workplace education program, the
program should address other issues. All employees should be educated.
Often employees self-diagnose themselves as not needing to be educated
about AIDS or are fearful that their attendance may be misinterpreted. As
a result voluntary attendance is often limited. Mandatory or required at-
tendance for all manager/supervisors and all employees is crucial if the
educational program is to complete its goal of comprehension, clarity, and
consistency. Education provided on company time is more likely to be
favorably received and increases management's credibility.

The number of employees per education group should not exceed 30.
This will ensure a more effective presentation. By having a smaller number,
employees are less likely to feel embarrassed and more likely to ask ques-
tions. In addition, the education should be conducted in such a way as to
protect any PW As that are within the company.

AIDS education programs should update the employees as new scientific
evidence is reported, and should be repeated periodically. Because the media
is the main source of dissemination of new information from the scientific
community regarding AIDS, the information is often presented in a con-
fused, abbreviated, and contradictory manner. It is important that employees
be continually educated to all new relevant information and be given a
chance to clarify any area that is unclear.

ISSUES RELEVANT IN PARTICULAR TO MANAGERS/
SUPERVISORS

In training managers and supervisors to deal with AIDS, issues such as
confidentiality, legal obligations, and co-worker stress come into focus.
Some common concerns of managers/supervisors who have had to deal with
AIDS in their departments include:

• What should I do if someone in my department is suspected of having AIDS?

• How do I handle a rumor that someone in my work group is suspected of having
AIDS?
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• Can I insist that an employee take the AIDS antibody test?

• How do I handle the issue of confidentiality if an employee who has AIDS wishes
to remain anonymous?

• What are my legal obligations to an employee with AIDS?

• What are my obligations to co-workers who must work with an employee who
has AIDS?

• What benefits are employees with AIDS entitled to?

• What should I do if employees react with a sudden outburst of panic because of
a co-worker who has AIDS?

• Is there counseling available for employees with AIDS or employees with any life-
threatening illnesses?"

Managers/supervisors should be prepared to deal with employee concerns and other
issues related to AIDS in the workplace. Companies should consider, therefore,
conducting ongoing training and education programs on AIDS for their managers/
supervisors on the medical and personnel management dimensions of AIDS. These
programs can be used to educate managers/supervisors on the latest research on
AIDS in the workplace, to provide advice on how to recognize and handle situations
which arise in their organizations, and to convey the importance of maintaining the
confidentiality of any medical and other information about employees' health status.
In addition, managers/supervisors should be given a point of contact within the
company where they can call to obtain further information or to discuss situations
which arise in their work departments. Companies should attempt to initiate training
and guidance activities before problems occur."

In presenting the topic of AIDS, managers often assume that the modes
of communication necessary are entirely different from discussing other
management issues. The communication methods employed by a company
are exactly the ones to employ when communicating about AIDS. Properly
explained in nonmedical terms, AIDS can be more easily understood by
both managers and employees.

Clearly, education must be targeted to the specific group of employees.
The managers/supervisors have some different issues than the average line
worker. Consider the varying employee populations in the company when
designing an effective, comprehensive employee AIDS education program.

THE TRAINER AND THE AIDS RESOURCE PERSON

Properly training the trainer is an important component of an effective
program. Because of the relatively new issues surrounding AIDS, as well as
the continual new information pertaining to the disease, the trainer leading
the education program should be a specialist in AIDS. Generally, no one
person can cover all the medical, legal, and human resource aspects of AIDS
in the workplace. It is best to bring in outside resource persons to conduct
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such training. In addition, EAP and medical personnel should seek further
education to remain fully informed of all the issues surrounding AIDS.

The most essential skill needed for the AIDS resource person is the ability to assist
people in discussing their fears and to guide them towards authoritative sources for
answers to their questions. Resource people also have to have already dealt with
their own issues about AIDS, sex or drugs so that their personal biases will not
affect their interactions with employees. Resource people need to understand and
deal with the occasional hostile reaction; they need to be patient people. Finally,
they need to serve as role models at work for employee responses to the AIDS issue."

While training employees to be sensitive to the issues surrounding the
AIDS virus in the workplace, it should also be noted that

families are not taking the responsibility to educate teens (13 +) on HIV. There will
be an ever increasing number of teenagers developing HIV, using drugs, and placing
themselves at risk for teen pregnancy. The workplace should be a model for change
in managing HIV. Teach employees in the workplace about HIV. Teach them to be
an agent of change in their family system, school system, community, religious
community, etc. Give families the tools to talk about sexuality, drug abuse, and
HIV with their children."

This will be beneficial to the society as a whole.

WHEN AN EMPLOYEE IS DIAGNOSED WITH AIDS

When a company is faced with its first case of AIDS at the worksite, and
as the employee's AIDS status becomes revealed throughout the company,
co-workers and even supervisors may become fearful and hesitant to work
alongside the employee. This happens most frequently and acutely when
there have been no prior education and policy programs implemented re-
garding AIDS-related issues. Employee Assistance Practitioners are often the
catalyst for information in these situations. Group sessions (with or without
an AIDS expert) are held to discuss areas of fear and concern with the
affected employees, co-workers, and managers. The discussion of legal and
public relations consequences of certain actions held either in private ses-
sions with managers or employees as well as sessions with the affected
employee are a variety of scenarios that have proven effective.

At times, special meetings may be held with employees to openly share that a co-
worker has AIDS. These meetings, held with the affected employee's knowledge,
cooperation and written consent, are particularly effective and warranted when a
key staff member is diagnosed-especially if the employee is well known and liked
or has worked with a significant number of other employees. The goal of this meeting
is to head off unnecessary rumors, to dispel myths and fears and to give co-workers
an opportunity to deal with their sense of sadness and loss that an AIDS diagnosis
usually generates. An outside expert, together with an EAP and other human re-
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sources personnel can help co-workers process these feelings while giving them a
chance to ask questions about transmission, prognosis, course of illness and concerns
about the affected employee's intentions to return to work. Handled properly, these
sessions can be extremely positive and cathartic for all concerned. 10

When educating employees how to treat their co-worker with AIDS, there
are some specific points to assist them.

Even well intentioned friends and co-workers may feel inadequate or helpless when
confronted with the illness. To help, a New York based AIDS support group offers
several suggestions on dealing with a co-worker who has AIDS:

Don't avoid him or her. Be there-it instills hope.

Touch him or her. A simple squeeze of the hand or a hug lets the person know you care.
(Don't be afraid ... you cannot contract AIDS by simply touching.)

• Don't be reluctant to talk about the illness. Find out if he or she needs to talk about the
condition by asking.

• Don't permit him or her to accept blame for the illness. People don't cause diseases, germs
do.

• Talk about the future-tomorrow, next week, next year. Hope is important.

Bring a positive attitude. It's catching.!'

Workers who are diagnosed as HIV positive must deal with some par-
ticularly difficult issues, including

fear of family rejection due to AIDS; work performance issues associated with
symptoms of HIV, or with the sometimes crippling anxiety associated with learning
of one's own HIV status; fear of rejection by co-workers; substance abuse relapse
associated with learning of one's HIV status; continuing high-risk behaviors after
learning of one's HIV status; and finally, financial assistance to meet the high costs
of HIV treatment, especially since many alternative therapies are not currently cov-
ered by most health insurance policies."

Conducting employee meetings regarding the co-worker diagnosed with
AIDS augments the effectiveness of the existing educational program to help
diminish the stress and anxiety placed on the Hl'V-positive employee.

LANGUAGE OF AIDS

When conducting an effective employee education program, frank dis-
cussions about sexual orientation are necessary. To prevent the spread of
the virus, the education program will also need to include candid discussions
about intravenous drug transmittal and proper cleaning of drug parapher-
nalia ("works"). Most of the heterosexual, non-IV-drug-related cases of
AIDS are among women, and many of the women are minorities. Most
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pediatric cases involve minority children. The workplace program must be
sensitive to these populations.

The success of the educational effort depends in large part on how the
educator presents reactions to an audience's fear, prejudices, and questions.

Sensitivity to terminology is also important. [Persons] with AIDS (PW A's) or AIDS
related complex (ARC) do not want to be called "victims." The term has a negative
effect on people, and for PW A's in particular it is crucial that good psychological
health translates into fewer bouts with infection and a longer life. These people thus
regard themselves as "survivors," an attitude which allows them to accept their
illness and get on with their lives. 13

It is important to keep in mind that there is no such thing as one virus
that results in AIDS. The term "AIDS" refers to a complex series of illnesses
and infections that occur in individuals infected with the HIV virus. The
antibody for the HIV virus is the forerunner of the disease. When one tests
positive to the HIV antibody one is "HIV positive."

Grouping AIDS with other "catastrophic illnesses" such as cancer and
heart disease enables workers to view AIDS more easily. The company must
present the AIDS topic neutrally, without making moral judgments.

If someone got lung cancer, one would not say "Well, it's his/her fault because they
smoked for years," nor if someone were to have heart disease would they say "It's
hislher fault because they were overweight or drank too much or didn't exercise
enough." All employees should be treated with respect and be accommodated to
continue working."

SENSIBLE PRECAUTIONS IN THE WORKPLACE

Although there is no medical evidence of any transmission of the HIV
antibody through casual workplace contact, some work situations could
lead to blood-to-blood contact. The Centers for Disease Control have de-
veloped a list of recommendations for dealing with blood-to-blood contact.
These guidelines should be posted on employee bulletin boards, in the med-
ical office, in the human resources department, and elsewhere in the work-
place.

1. In case of an accident where there is a lot of blood, clean up any spilled blood
immediately. A freshly prepared solution of water and household bleach, ten parts
to one, is a very effective disinfectant and a good way to clean up spilled blood.
Individuals cleaning up such spills should wear disposable rubber gloves and wash
their hands thoroughly and immediately with soap and water afterward. These
precautions should be followed regardless of whether the person involved is known
to be infected with the HIV virus.

2. Sharp items (needles, knives, machinery blades) should be handled with extreme



92 AIDS Issues in the Workplace

care to prevent accidental drawing of blood. When the possibility of exposure to
blood exists (handling of blood-soaked towels, garments, or sharp instruments, etc.),
be sure to wear gloves. Wash hands with soap and water after removing the gloves.

3. Disposable sharp items (blades, needles, and other sharp instruments) should
be placed in puncture-proof containers located as close as practical to the area in
which they are used. The containers should be disposed of in a manner consistent
with local regulations on solid waste disposal.

4. Take the time to renew understanding of basic hygiene. Soap and water can
go a long way toward stemming the spread of all kinds of infections, and soap and
water can kill the AIDS virus. To avoid the transmission of any infectious diseases,
keep the work area clean. Make sure that spilled chemicals, food, and other sub-
stances are cleaned up right away.

5. Make sure that one thoroughly understands the safety procedures required at
the workplace. Be sure that everyone understands and practices those safety pro-
cedures as well. If someone is not familiar with the safety procedures for your work
area, ask the supervisor to make them clear. 15

RESISTANCE TO ACCEPTANCE OF INFORMA nON
ABOUT AIDS

When presenting AIDS information to employees, it is important to re-
member the fear generated by this and other catastrophic illnesses: the fear
of death. Because at present AIDS is incurable, thinking about AIDS forces
one to face one's own mortality. Thus different individuals process AIDS
information differently according to their own attitudes about life and death.
For some individuals, this is an initial reaction that passes quickly. For
others, the reaction will be more acute and last longer. When considering
the presentation of material to all individuals, the presenter must be sensitive
and patient. Continuing educational efforts of the facts will usually calm
these reactions. However, some employees may require individual counsel-
ing to help them deal with the anxiety created by AIDS.

EVALAUTION OF THE EDUCATIONAL PROGRAM

A confidential evaluation by the employees is necessary after the initial
educational effort is complete. This evaluation should rate the presentation
of material and personnel policy, the videotape, the educator, and the written
material; there should be space to write any additional questions about the
disease. These questions should be addressed with the assurance that they
will be answered confidentially and in the near future.

Another tool to evaluate the success of an AIDS education program is to
note what has not occurred since the program's inception. Companies that
have enstated a policy note such nonevents as: people are not refusing to
work with employees who are diagnosed with AIDS; the companies are not
getting criticism about the uncertainty of the company's stand on AIDS;
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and, most importantly, there are no outbreaks of panic. However, it must
be made clear that by having a company AIDS educational program is not
a guarantee that there will not be any work disruption. There is the em-
ployees' reaction to the information that is the unpredictable factor. How-
ever, it is important to keep in mind the positive indicators that companies
with an education program have enjoyed. For example, the employees may
express appreciation for the information, and there can be a renewed respect
for the company as it is demonstrating its stand on this sensitive issue and
taking some control of the problems that can arise.

EMPLOYEES' REACTIONS TO AIDS IN THE WORKPLACE

Dr. David M. Herold, with the Georgia Institute of Technology, con-
ducted research concerning employees' attitudes and behavior about AIDS
in the workplace. This survey is the only one of its kind and is relevant
when discussing the need for educational programs surrounding AIDS issues
in the workplace. Dr. Herold kindly gave permission to reprint in full the
following material.i"

Background

In order to better understand the nature of workers' beliefs and attitudes
about AIDS, a national probability sample of American households was
used to conduct telephone interviews with over 2,000 workers who were
at least 18 years old, worked full-time, were civilian employees, and were
not self-employed. Interviewees were assured that their responses will be
treated with complete confidentiality and reported only as part of a na-
tionwide sample. For a sample of this size, the chances are 95 in 100 (0.95
confidence level) that survey results differ by no more than + / - 3 % from
the similarly defined u.S. worker population.

The survey focused on four areas of particular interst: (1) the extent and
types of fears people have concerning contact with AIDS patients, (2) peo-
ple's willingness to accommodate workers who have AIDS, (3) people's
beliefs about issues thought to be central to their attitudes towards AIDS,
and (4) the extent to which people in the workforce have personal knowledge
of people with AIDS. The questions and results are reported below.

Findings

Fears concerning contact with employees known to have AIDS-"If a
person were known to have AIDS":

1. Would you be concerned about using the same bathroom?-66% yes, 34% no

2. Would you be concerned about eating in the same cafeteria?-40% yes, 60% no
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3. Would you be willing to share tools or equipment with the individual?-
63% yes, 37% no

Comments-As can be seen here, substantial portions of the work pop-
ulation expressed concerns or fears about sharing facilities and/or tools with
people who have AIDS. The percentages of people fearful of using bath-
rooms and cafeterias suggest possible disruptions of day-to-day activities in
organizations. The fact that over one third of the sample would be unwilling
to share tools or equipment could have severe implications for those jobs
where such contact or sharing is essential. ...

Willingness to accommodate-"If a person were known to have AIDS":

1. Would you favor making special work arrangements for the individual if his or
her health deteriorated?-75% yes, 25% no

2. Would you be willing to help the individual perform aspects of the job with
which he or she was having difficulty?-81 % yes, 19% no

Comments-In contrast to the rather negative views expressed in the last
set of items, this set indicates a strong degree of sympathy for the AIDS-
afflicted co-worker. A strong majority of workers favor making special
arrangements to accommodate the AIDS patients, with an overwhelming
proportion offering to provide assistance ....

Associated beliefs:

1. What are the chances that people who are thought to have various illnesses are
really covering up the fact that they have AIDS?-22% unlikely, 36% unsure,
42% likely

2. Do you believe the reported evidence that AIDS can only be transmitted by sexual
contact or blood contamination?-65% yes, 35% no

Comments-This set vi items offers interesting insights into the fears and
concerns expressed in the first set of items. Namely, over one third of the
workers in the sample do not believe the bulk of the information which has
been offered by government agencies such as the CDC, and the medical
profession, concerning how AIDS is transmitted. If the alternative personal
hypothesis is that causal contact may lead to the transmittal of the disease,
then it is easy to see why such contact would be feared. The finding con-
cerning beliefs that people are covering up the fact that they have AIDS is
a potentially important issue, since it suggests a certain level of hysteria, as
illnesses which have similar symptoms (e.g., pneumonia, leukemia, skin
cancer) are rumored by workers to be AIDS. This would probably be es-
pecially true if the affected worker belongs to one of the so-called "high
risk" groups.

Personal knowledge:
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1. Do you personally know anyone who has the disease AIDS or who has died
from it?-14% yes, 86% no

Comments-This last item was intended to assess the penetration of AIDS
into the lives of the general population ....

Recommendations

The data suggest two general areas in which considerable work needs to
be done by organizations. First, major educational agendas need to be ad-
dressed if the workplace is to impact those workers' beliefs and attitudes
which may form the basis for future problematical behaviors. Second, or-
ganizations need to realize that corporate denial, or pat answers and so-
lutions are not likely to address the problems which are likely to be
encountered. A proactive and integrated approach must be taken.

Education-There is no question but that any corporate response to AIDS
in the workplace will need to have a strong educational component. The
data from the present survey reveal a strong need for education. Further-
more, the data point out that different messages may be needed for different
audiences, and, perhaps more importantly, that some messages may be heard
but not believed.

COMMENTS

AIDS education by all segments of our society is vital. The workplace
cannot rely on the media, schools, or churches to provide the necessary
education of AIDS to its employees. It is too vast and complex an issue and
therefore demands that all institutions in our society work in unison to
educate the entire population. It is in the best interests of the workplaces
to educate their employees. This is because of the alternate negative con-
sequences of not educating employees, such as the drain on employee emo-
tions; the overwhelming potential for a chaotic and disruptive work
environment; and the real dollar expense in medical benefits and loss of
productivity. The economic impact of these factors will far outweigh the
cost of any employee AIDS education program.
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CHAPTER 6

SPECIAL WORK POPULATIONS

INTRODUCTION
This chapter will discuss the specific work populations that could be at

risk for transmission of the AIDS virus through normal workplace contact.
The chapter will discuss different classifications of work populations and
guidelines for how to ascertain the level of risk for the workplace. Specific
populations at risk as determined by the Occupational Safety and Health
Administration will be presented as well as OSHA guidelines and enforce-
ment information for each workplace. The chapter will outline specific
guidelines for the special work populations at risk, including food handlers,
personal service workers, corrective service and mental institution employ-
ees, emergency and medical personnel, and employees overseas.

The discussion of health-care workers will be presented in detail, because
they are the work population placed at the most risk. The chapter will
discuss the prevalence of HIV, likelihood of risk, and universal precaution-
ary procedures as recommended by the Centers for Disease Control. The
chapter will consider the responsibilities of employers of health-care workers
to establish policies, education, and support elements. The segment on
health-care workers has a discussion of the management of the HIV-infected
health-care worker.

In discussing the special workplace population of the overseas employee,
the chapter will feature excerpts from the United Nations medical director's
circulars on AIDS. This will demonstrate the level of complexity of com-
munication necessary when sending employees to foreign countries.

ANALYSIS OF WORK POPULATIONS AT RISK

People do not contract AIDS by doing things they are paid to do in the
workplace.
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All research indicates that there is no need to take special precautions or establish
any new procedures or standard to prevent the spread of AIDS in the office, factory
or commercial center. ... There are particular occupations, however, that because
of the nature of the job, raise questions about job safety and AIDS. These positions
include food handlers, personal service workers, police, firefighters, other rescue
personnel, and medical and dental personnel. 1

Although it seems clear that most employers want to provide a safe
working environment for their employees, it is now federal law that U.S.
workplaces must comply with regulations and guidelines for a safe working
environment for all their employees. Although most applicable for health-
care workplaces, these guidelines provide a thoroughly scientific and uni-
form set of regulations and guidelines for preventing transmission of the
AIDS virus in any workplace.

OSHA'S RECOMMENDED PRACTICES FOR PROTECTION
AGAINST OCCUPATIONAL EXPOSURE TO AIDS AND HBV

With advice from health care professionals, OSHA has made recommen-
dations to protect workers from HIV and HBV (hepatitis B). These pre-
cautions should be practiced routinely; they are aimed at preventing the
transmission of these viruses and other blood-borne-type infections. These
guidelines are for all workplaces, not just those at increased risk for HIV
transmission. (See Appendixes E and F for the complete OSHA guidelines
and communication by the Department of Labor.) The following recom-
mendations are from OSHA's guidelines:

Personal Protective Equipment

• Use gloves where blood, blood products, or body fluids will be handled.

• Use gowns, masks, and eye protectors for procedures that could involve more
extensive splashing of blood or body fluids.

• Use pocket masks, resuscitation bags, or other ventilation devices to resuscitate a
patient to minimize exposure that may occur during emergency mouth-to-mouth
resuscitation. Employers should place these devices where the need for resuscitation
is likely.

Workplace Practices

• Wash hands thoroughly after removing gloves, and immediately after contact with
blood or body fluids.

• Use disposable needles and syringes whenever possible. Do not recap, bend, or
cut needles. Place sharp instruments in a specially designated puncture-resistant
container located as close as practical to the area where they are used. Handle
and dispose of them with extraordinary care to prevent accidental injury.
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• Follow general guidelines for sterilization, disinfection, housekeeping, and
waste disposal. Use appropriate protective equipment. Place potentially infec-
tive waste in impervious bags and dispose of them as local regulations require.

• Clean up blood spills immediately with detergent and water. Use a solution of
5.25 percent sodium hypochlorite (household bleach) diluted at 2-10 parts
water for disinfection, or other suitable disinfectant.

• Treat all blood and body fluids as potentially infectious.

Education

• Know the modes of transmission and prevention of these infections.

Enforcement of OSHA standards

• Various OSHA standards apply to exposure both HIV and HBV. These standards
cover personal protective equipment, sanitation, and waste disposal.'

In addition, the General Duty Clause of the OSHA Guidelines Act requires
employers to provide "a place of employment which is free from recognized
hazards." Employers must comply with either the federal OSHA standards
and the General Duty Clause or with state standards. States with approved
plans to operate their own occupational safety and health program enforce
standards comparable to the federal standards and are encouraged to enforce
state counterparts to the General Duty Clause. State standards, unlike fed-
eral standards, apply to state, county, and municipal workers as well as to
private employers.

Workers whose employers will not correct hazardous situations may com-
plain to federal OSHA or to their own state's OSHA program. Complain-
ants' identities will not be revealed to employers. OSHA also investigates
employee complaints of discriminatory actions by employers against em-
ployees who have exercised safety and health rights. (For further information
see Appendixes A, E, and F.)

CLASSIFICATION OF RISK BY WORKPLACE TASKS

OSHA guidelines recommend that when determining the actual risk of
exposure for each specific workplace, each employer must evaluate all work-
ing conditions and the specific tasks that workers are expected to encounter
as a consequence of employment.

All jobs should be classified in one of the following categories:

1. Jobs requiring protective equipment to be worn during the occupational task, e.g., medical
personnel performing tests on and working in close contact with bodily fluids, blood, or
tissues.

2. An intermediate group that generally would nor require protective equipment but whose
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jobs inherently include tasks that might require some protection on short notice, e.g.,
policemen and firefighters called upon to conduct first aid, etc.

3. Tasks requiring no protective equipment, e.g., normal office work, even if it requires han-
dling or cleaning shared implements, utensils, bathroom facilities, telephones, and personal
contact like handshaking.'

The guidelines emphasize that these classifications apply "to tasks rather
than individuals, and that work practices and protective equipment should
be selected after careful consideration for each specific situation, or the
overall risk associated with the task.?"

SPECIFIC WORK POPULATIONS AT RISK FOR HIV
INFECTION

Job Classification #1: Highest Risk for Transmission

Workers at risk of blood, body fluid, or needle stick exposures face the
highest risk of infection. These employees include, but are not limited to,
nurses, physicians, dentists and other dental workers, podiatrists, laboratory
and blood bank technologists and technicians, phlebotomists, dialysis per-
sonnel, medical technicians, medical examiners, morticians, housekeepers,
laundry workers, and others whose work involves contact with blood or
other body fluids, or with corpses. Other personnel at risk include par-
amedics, emergency medical technicians, law enforcement personnel, fire-
fighters, lifeguards, and others whose jobs might require first-response
medical care and potential contact with blood or body fluids.

Health-Care Workers

According to the CDC, health-care workers are defined as "persons, in-
cluding students and trainees, whose activities involve contact with patients
or with blood or other body fluids from patients in a health-care setting."?
Health-care workers are the most vulnerable work population at risk for
infection with HIV. As of January 1990, the total number of health-care
workers infected with AIDS in a health-care setting is 26. To place that
figure in context, 6.8 million persons, representing 5.6 percent of the U.S.
labor force, were employed in health services. On the other hand, "as of
July, 1987, ... 5.8% of the total AIDS cases reported to the CDC reported
being employed in a health-care or clinical laboratory setting. Of the health-
care workers with AIDS, 95% have been reported to exhibit high risk
behavior. ,,6

The hepatitis B virus (HBV) is transmitted in the same way as the AIDS virus, but
HBV infection is much more common among healthcare workers than HIV infection.
For example, the risk of getting hepatitis B after being stuck with an HBV-contam-
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inated needle is estimated to range from 6% to 30%, far greater than the risk of
HIV infection under similar circumstances (estimated to be less than 1%).

Many healthcare workers are afraid of AIDS, some excessively so, because of the
publicity, etc., and meanwhile hepatitis B,which is rarely in the news, strikes 12,000-
15,000 healthcare and dental workers, hospitalizing 500-600 and killing over 200
each year. Although a safe and effective vaccine to prevent hepatitis B has been
available since 1982, only 30%-40% of healthcare workers in high-risk settings
have been vaccinated to date. This is not to downplay the very real risk of acquiring
HIV infection in the workplace, but it is important to view this risk in its proper
perspective, and not let AIDS hysteria cause other occupational health hazards to
be overlooked."

The U.S. Department of Health and Human Services has established uni-
versal precaution recommendations regarding the prevalence of the HIV
antibody in health-care settings:

HIV has been isolated from blood, semen, vaginal secretions, saliva, tears, breast
milk, cerebrospinal fluid, amniotic fluid, and urine and is likely to be isolated from
other body fluids, secretions, and excretions. However, epidemiologic evidence has
implicated only blood, semen, vaginal secretions, and possibly breast milk in trans-
mission ....

The increasing prevalence of HIV increases the risk that health-care workers will
be exposed to blood from patients infected with HIV, especially when blood and
body fluid precautions are not followed for all patients. Therefore, it is the rec-
ommendation of the CDC to emphasize the need for health-care workers to consider
ALL patients as potentially infected with HIV and/or blood-borne pathogens and
to adhere rigorously to infection-control precautions for minimizing the risk of
exposure to blood and body fluids of all patients .... Since medical history and
examination cannot reliably identify all patients infected with HIV or other blood-
borne pathogens, blood and body-fluid precautions should be consistently used for
ALL patients. This approach is referred to as the "universal blood and body-fluid
precautions" or "universal precautions," and should be used in the care of ALL
patients, especially including those in emergency-care settings in which the risk of
blood exposure is increased and the infection status of the patient is usually un-
known."

Responsibilities of Employers of Health-Care Workers

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

a. Initial orientation and continuing education and training of all health-care work-
ers-including students and trainees--on the epidemiology, modes of transmis-
sion, and prevention of HIV and other blood-borne infections and the need for
routine use of universal blood and body-fluid precautions for ALL patients.

b. Provision of equipment and supplies necessary to minimize the risk of infection
with HIV and other blood-borne pathogens.
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c. Monitoring adherence to recommended protective measures. When monitoring
reveals a failure to follow recommended precautions, counseling, education, and/
or re-training should be provided, and, if necessary, appropriate disciplinary
action should be considered.

Professional associations and labor organizations, through continuing education
efforts, should emphasize the need for health-care workers to follow recom-
mended precautions:

When developing or revising employment policies regarding AIDS in the
health-care settings,

employers should develop employment policies that cover (1) what to do when an
employee claims to have been exposed to HIV on the job, (2) who is allowed access
to such information, (3) what to tell other employees about an infected co-worker,
(4) what support should be provided to an HIV-positive employee. In addition,
employers should develop a policy for reporting needle-stick and other exposure-
related incidents. 10

2. ED UCATION. Employers of health-care workers "also need to think
about educating people not directly in their employ: physicians, therapists,
volunteers, and those hired on a contract basis, such as some emergency
room personnel and nurses."ll

The following is excerpted from "A Prospective AIDS Education Pro-
gram," from the CDC's Management of HTLV-III/LAV Infection in the
Hospital:

The hospital should recognize that the admission of an AIDS or other
HTLV-III/LA V infected patient may cause substantial anxiety among some
staff members and patients who are concerned about their personal safety.
Moreover, an AIDS patient is also anxious, having to cope with a serious
disease. AIDS or other HTLV-III/LAV infected patients have sometimes been
shunned or abandoned by family or close friends, and they may feel similarly
neglected or abused by hospital personnel unless special supportive steps
are taken by hospital staff members. These nonmedical needs of both pa-
tients and staff may become so pressing that medical care of AIDS and other
patients may be compromised.

Hospitals that have developed aggressive education and intervention pro-
grams for their staff, including the medical staff, have been successful in
minimizing anxiety and disruption. Intensive efforts at education and crisis
intervention by skilled, knowledgeable, and respected hospital personnel are
perhaps the most useful activities to ensure that a hospital continues to
function adequately when an AIDS or HTLV-III/LAV infected patient is
present. Several hospitals have developed special teams of personnel who
are readily available to answer medical questions about AIDS and HTLV-
III/LA V infection, advise about appropriate practices, and provide support
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to personnel and patients. These teams usually include an infection control
practitioner, a psychiatric social worker, a psychiatrist, a chaplain, a nursing
administrator, a patient representative, and often an infectious disease spe-
cialist. Some hospitals may wish to include the public relations coordinator,
also.

Widespread and open discussion of the issues raised by treating patients
with AIDS or HTLV-III/LAV infection appears to be beneficial, especially
when that discussion occurs before such a patient is actually admitted. Some
hospitals have made special efforts to involve persons from support services,
such as housekeeping, engineering, dietary, laboratory, and radiology de-
partments, in these discussions. Some hospitals have also found it useful to
include hospital labor union representatives. When a broad-based group of
hospital employees participates in discussions of what is known and not
known, they are likely to respond appropriately when given the opportunity
to care for a patient with AIDS or HTLV-III/LAV infection.

The advisory committee recommends, therefore, that hospitals consider
the formation of a special AIDS coordinating group, which would have
broad educational and support responsibilities within the hospital setting.
The group should be broadly representative of the hospital community, and
should not be limited to "experts" or to ranking administrative personnel.
The group must have visible and aggressive support from both administra-
tion and experts. In small hospitals, the group might consist of only two
or three individuals.

The coordinating group should develop education programs directed to-
ward all levels of hospital personnel, and the program should, if possible,
be implemented before an AIDS or HTLV-III/LAV infected patient is ad-
mitted. Representatives from the employee or staff groups to be educated
should be involved in determining the content of the educational program.
This program should be reviewed regularly for accuracy and timeliness and
presented periodically to update the staff.

Occasionally, physicians caring for patients with AIDS or HTLV-III/LAV
infection may wish to employ extraordinary or overly stringent precautions.
Such instances have been disruptive to patient care as well as demoralizing,
both to the patient and to hospital personnel. It is particularly harmful when
a physician uses extraordinary precautions since that unnecessarily raises
anxiety on the part of patients and other hospital personnel. The AIDS
coordinating group is encouraged to educate the medical staff about the
epidemiology of AIDS and to work with them to ensure uniform and con-
sistent application throughout the hospital of recommended AIDS or HTL V-
III/LA V precautions.l '

3. SUPPORT. There are unique and difficult challenges for the health-
care professionals who are dealing with the medical and psychological needs
of patients with AIDS. They must learn to assist and care for patients with
a disease that is still relatively new and unknown. Most of these patients
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are dealing with incredible suffering and imminent death. The remainder
of AIDS patients with little or no symptoms, however, require treatments,
information, as well as sometimes exhaustive comfort. In addition, health-
care workers must provide this care while simultaneously managing their
own fears about the disease, as well as the stress of working with patients
whose outcome is bleak or uncertain. Compounding these challenges is the
necessity to be cautious and conscious to provide this care with the respect
due these individuals who may be considered social outcasts.

Cancer and other diseases associated with fatal outcomes have taught mental health
professionals much of what they know about caring for people with AIDS and other
types of HTLV-Ill/LAV infection. As with cancer, health care providers need the
opportunity to discuss feelings about the vulnerability of their patients. They typically
experience anticipatory grief for patients they expect to die, actual grief when patients
do die, frustration over their inability to change the course of the illness, and anger
over the negative reactions of others .

. . . Fears about the transmission of HTLV-Ill/LAV infection still exist among some
health care staff. Meetings give staff an opportunity to discuss fears about personal
safety, as well as to raise concerns about other issues, such as the drain on insti-
tutional resources, organization of AIDS services and the burden on staff. Support
groups for health care workers treating AIDS patients have been found helpful in
some settings .

. . . Institutions caring for people with AIDS should keep an updated file of AIDS
information-mode of transmission, cause, and treatment. The information then
can be regularly passed on to staff members, who should also attend local AIDS
update courses and request rounds on AIDS at their medical center. The staff is then
able, in turn, to keep patients informed of new developments, especially those likely
to offer hope.':'

It is important to recognize our medical and health-care professionals and
the support they need. They are not used to having young patients die. The
burn-out rate for professionals working with AIDS patients runs very high
and must be monitored.

HIV-Infected Health-Care Workers

It must be determined on an individual basis whether workers infected
with HIV-especially those who perform invasive procedures--ean ade-
quately and safely be allowed to perform patient-care duties or whether
their work assignments should be changed. These decisions should be made
by the health-care worker's personal physician in conjunction with the med-
ical directors and personnel health service staff of the employing institution.

Consider the case of a health-care worker, Veronica Prego, M.D., who
sued her workplace for $175 million for negligence. Dr. Prego claims that
she was pricked with a needle due to negligence. This is the first case of a
health-care worker bringing suit for negligence to their workplace. "The
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case will be watched closely from hospital administrators, staff and unions
concerned with determining a hospital's obligation to protect its workers
from accidental exposure to AIDS.,,14As of March 8, 1990, this case was
reported as being settled for a $1.35 million cash payment.

Job Classification #2: Intermediate Group

Personal Service Workers

The Red Cross has concluded that cosmetologists, acupuncturists, beau-
ticians, and barbers face a very low risk of spreading AIDS from normal
personal service, and such individuals already observe sanitation procedures
that protect from infections. However, the Red Cross notes that

1. All instruments such as razors and cuticle scissors and all instruments that pen-
etrate the skin, e.g., earpiercing devices, should be discarded after use or disin-
fected between uses with chemical germicides.

2. All personal service workers with open sores or weeping sores should refrain
from direct client contact until the sores are healed, or wear protective gloves
and other clothes. 15

The British government's Department of Health and Social Security has
established a set of recommendations for specific personal care workers:

General Guidelines:

Disposal of "Sharps"-If you have used sharp or pointed instruments be care-
ful when throwing them away. Put them in a secure container such as a plastic
bottle or commercial box first so that they cannot accidentally injure anyone.

Sterilization-The best way to sterilize needles and instruments is in an auto-
clave [a closed vessel similar to a pressure cooker]. The autoclave you should
choose should be fully automatic, so that all you need to do is [fill] it up with
water, close it and press a button [and the steam will sterilize it].

Skin Preparation-Do not use sharp or pointed instruments on or near areas
of a client's skin that are obviously diseased or inflamed.

Specific Procedures for:

Electrolysists:

a. Do not test needles on yourself. Test the needles on a damp piece of cotton wool
held between forceps.

b. Use soothing creams from a tube, not a jar. The cream should be applied to the
skin on a piece of fresh gauze, and not directly with your fingers.
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c. Disposable needles are recommended. They should be used only once and then
discarded safetly.

d. If you have to use re-usable needles, they must be sterilized before use on another
client.

e. It is not safe to keep needles for one client for more than' one session.

f. If the skin bruises or bleeds after the insertion of a needle, a small pad of dry
cotton wool should be used to cover the area until the bleeding has stopped.

Tattooists:

a. Use fresh colours for each customer.

b. Dispose of pigment containers after each customer.

c. Use only disposable razors.
d. Use vaseline or jelly from a tube, not from a jar. It should be applied to the skin

on a piece of fresh gauze or disposable wooden spatula, and not directly with
your fingers.

e. After tattooing, cover the area treated with sterile non-stick dressing.

f. Never test needles on your own skin.
g. All other instruments-whether needles, needle bars, tubes, forceps or any other-

must be sterilized after being used on each client."

Emergency Medical Services Personnel

Emergency medical services personnel may be exposed to body fluids or
blood in a variety of ways. This can occur without any medical knowledge
of the patient involved. At the scene of an accident, blood contact may
occur because the accident victim is infectious. The universal precautions
discussed in the section for health-care workers should be in place for
emergency medical services personnel as well.

In addition: mechanical ventilators should ordinarily be carried in ambulances,
eliminating the need for mouth-to-mouth resuscitation. Should these not be available,
ambubags or disposable devices should be used to perform mouth-to-mouth resus-
citation.

Masks, goggles, and gloves should be worn by emergency workers when suctioning
an incubated patient.

Accidental splashes of blood to the face should be gently rinsed with soap and
water to minimize the risk of infection through the mucous membranes of the eyes
and mouth."

Corrective Services and Mental Health Institution Workers

Because of the high rate of AIDS cases among prisoners, the workers in
these institutions must consider taking special precautions to protect them-
selves from contracting AIDS. In addition, the workers at mental health
institutions are an at-risk workplace group.
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Corrective services and mental health institution workers may also be exposed to
blood and body fluids by being bitten or through parenteral exposure to a needle,
knife, or other sharp instruments, contaminated with the blood of an infected person.
Staffing levels in such institutions have a profound influence on whether individual
workers are successfully able to avoid this type of exposure.

With regard to bites, there are no known cases of AIDS being transmitted through
a bite, although the AIDS virus has been found in saliva in extremely small amounts.
Transmission of the AIDS virus requires a higher concentration of the virus and
more direct contact with the recipient's bloodstream than a typical bite provides;"

The country's federal, state, county, and city prisons and jails face major
problems in dealing with HIV infection.

Incarcerated settings are disproportionately composed of members of racial and
ethnic minorities, which themselves have also been disproportionately impacted by
HIV infection and AIDS; AIDS education of prison, detention center, and jail ad-
ministrators, staffs and inmates is of vital importance to containing the AIDS epi-
demic and promoting the welfare of incarcerated persons and correctional staff;
funding for AIDS education for incarcerated populations is inadequate in terms of
quality; inmates who are known (or assumed) to be HIV-positive are being segre-
gated, stigmatized, denied access to programs and services, and subjected to ha-
rassment and violence in many prisons, jails and court systems; racism, sexism,
homophobia, and AIDS-phobia are barriers to the provision of effective education
and services to incarcerated populations; and finally, the consenting sexual activities
and sharing of drug paraphernalia and tatoo instruments occur in prisons, detention

centers, and jails."

Job Classification #3: Lowest Risk for Transmission

Most work populations fall into this category. In this environment, there
is no evidence of transmission of the AIDS virus through normal workplace
contact. This group includes offices, factories, restaurants, hotels, commer-
cial centers, and so on.

Food Handlers

This workplace population presents an especially delicate issue because
of the customers involved. Restaurants have been forced to close because
waiters have been homosexual and carry the AIDS virus. Although research
shows that HIV cannot be transmitted through food or drink, the general
public is largely ignorant of that information.

Food handlers, such as cooks, waiters, bartenders, airline attendants, need not
take precautions other than normal personal hygiene and sanitary food-handling
procedures because the AIDS virus is not transmitted in food or through casual

contact.
Even food handlers infected with the AIDS virus need not be restricted from
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work,although they should take special care to avoid hand injuries and follow
sanitation guidelines that require throwing away any food contaminated with blood.
Further, if a food service worker with AIDS has open sores, skin lesions, or another
illness that would prohibit food handling, that individual must be restricted from
food handling."

Resolution in this issue must depend on the facts of the individual cases. An
employee who publicizes his Hl V-positive status or illness to co-workers or cus-
tomers may be less deserving of solicitude (in a job with public contact) than one
who makes an effort to accommodate the reasonable business needs of the employer.
If the publicity is traceable to the employer, it would seem unfair to make the
employee suffer the consequences."

SPECIAL GROUPS

The Arts Community

One of the hardest hit work populations regarding incidence of AIDS is
the field of the arts. These professions include the design industry and visual,
performing, and musical arts. Companies that employ individuals in the
arts area (for example, retailers, museums, galleries, dance and musical
companies) must be particularly sensitized to specific issues of this group
and consider these when assessing the educational and policy needs of the
company.

Overseas Population

A particularly vulnerable and yet undereducated population in the work-
force is the population of u.S. workers in the private sector who travel or
are assigned overseas on business. The employer in the United States has
an obligation to protect these employees, given that the medical conditions
in many other countries are far less advanced than in the United States.
Companies should create policies specific to this important workplace group
to spell out concerns such as blood supply, needles, and emergency situation
procedures. Each country to which the employer sends its employees should
be thoroughly investigated by the company's medical department, and
proper precautions and education should be directed to each individual
employee for each specific country to which he or she is traveling.

The following are excerpts from circulars sent by Dr. Michael Irwin,
medical director for the United Nations, to United Nations personnel.:" The
private sector should study and include them in any policy that might include
the overseas population of multinational corporations. Dr. Irwin continually
specifies precautions and preventions for the United Nations population.
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To: All UN Development Program (UNDP) Resident Representatives and
UNICEF Representatives
Subject: AIDS
August 1987

... By now, I expect most people in your office are aware that the AIDS
virus can be spread by sexual contact, contaminated needles and syringes,
or less commonly, through transfused blood or its components. Also, it may
be transmitted from an infected mother to her infant during pregnancy or
birth ....

The risk of infection is increased by having multiple sexual partners, either
homosexual or heterosexual, and sharing needles among those using illicit
drugs. If sexual fidelity is not followed, the use of condoms will reduce the
possibility of spreading the virus, although they are not always effective,
especially if one indulges in activities that may tear body tissues such as in
anal intercourse.

I consider it your responsibility to see that the staff in your office (and
indirectly or directly, their families) are properly informed about the known
methods of transmission of the AIDS virus-you should involve the WHO
(World Health Organization) Programme Coordinator, the UN Examining
Physicians and the nurse in the UNDP-sponsored dispensary, if one exists
at your duty station, in this important educational activity.

My major concerns about UNDP and UNICEF staff, and their families,
relate to the transmission of the virus through contaminated blood trans-
fusions and by the use of unclean syringes and needles (such as when some-
one has to have an injection of a medication, a blood test, or when some
immunization is necessary).

As I noted in my February [1987] circular, in many countries, where it
is still unfortunately impossible to properly test blood for the presence of
the AIDS antibodies, transfusions should not be given except in life-threat-
ening situations. Whenever this kind of emergency arises, I hope that other
staff members, in the "UN Community," would volunteer to give blood for
their colleagues-after all, we are all "walking" blood banks. At several
duty stations, members of the UN Community have already prepared lists
of individuals' blood groups. It might also be possible to involve others in
the local diplomatic community in this kind of endeavor. Obviously, you
must keep in close touch with the WHO Programme Coordinator and the
local UN Examining Physicians regarding the safety of the blood supply at
your duty station, and also keep your UNDP and UNICEF colleagues fully
informed.

All internationally-recruited staff should ensure that immunizations
needed by themselves and their families are given when they are on home
leave or in places where no problems about sterilization techniques arise.

In some developing countries, staff members can buy their own clean
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disposable syringes and needles to be used whenever they or their dependents
need the injection of some medication, or have to have blood taken for
some laboratory test. In other places, where a UNDP-sponsored dispensary
exists, there should be a stock of disposable syringes and needles there which
can be given for specific individual use.

However, in countries where such disposable items cannot be purchased
easily, or where there is no dispensary, and there is a risk of AIDS, I hope
that all UNDP and UNICEF Offices now have their own supply of sterile
syringes and needles, as I suggested last February .... A record must be kept
of who gets these, and, after being used, all syringes and needles must be
destroyed.

I have seen little reference to the possibility of dental treatment being a
factor in the transmission of the AIDS virus. But, dental instruments can
sometimes draw blood and these should be properly sterilized after each
patient ....

During the past year, several medical evacuations have been necessary
either because someone needed a blood transfusion (and there was concern
about the safety of the local blood supply, as a test for AIDS antibodies
could not be properly done) or because it was suspected an individual might
have AIDS, and specific investigations could not be made at the duty station.

The decentralized procedure introduced in 1985 for the evacuation of
UNDP and UNICEF internationally-recruited personnel in Africa (except
for the few countries on the Mediterranean), by which the prior approval
of Headquarters was not routinely required, has worked well, with very
few unnecessary evacuations happening. The main reasons for having this
procedure are the difficulties of communications between some African duty
stations and New York, and the problems of air transportation which occur
from many places. This procedure remains in effect ....

December 1987

... When New York staff members are travelling now to developing
countries, and have come to the Medical Service to receive anti-malarial
medication or immunizations, each nurse and physician is prepared to talk
to the traveller about the prevention of AIDS. One specific action we do is
to inquire (along with other questions) whether an individual might be "in
a high-risk group for AIDS?" Because, if someone is a carrier of this virus,
there could be a risk in taking anti-malarials or receiving certain immuni-
zations (such as yellow fever). Also, when UN, UNDP, and UNICEF staff
members travel to Africa now, we give them a disposable syringe and 2
needles which can be used if any injections must be given during the trip
or if blood has to be taken for a laboratory investigation.

Frankly, our main concern now about AIDS, is the increasing problems
about this disease to be found at certain duty stations in the developing
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countries, where staff are naturally worried about the danger of contami-
nated blood, and about unsterilized syringes and needles being used by
physicians, nurses and laboratory technicians. Supplies of syringes are being
given to some UNDP and UNICEF field offices, and the need for a blood
transfusion is an additional factor to be considered whenever the question
of a medical evacuation arises ....

There are five Medical Directors in the "UN System" (based in Geneva,
New York, Paris, Rome and Vienna). We have discussed AIDS at our annual
meetings in recent years, and we maintain regular contact on what each is
doing. We have a common interagency policy against routine testing for
the presence of AIDS antibodies at pre-placement and periodic medical
examinations. However, if we suspect someone might be serologically pos-
itive for HIV, we refer that individual to hislher personal physician for
further investigations. And, if a pre-placement medical examination showed
the presence of the AIDS antibodies, the Medical Services would not clear
that individual for recruitment.

July 1988

... Prevention of AIDS: What I wrote last year, on this subject, is still
valid. However, my medical colleagues and I now suggest, in addition, that
condoms should be provided in all field offices if it is difficult to obtain
them easily on the local market. I would like you to discuss this matter with
your local UNFPA (UN Fund for Population Activities) and WHO col-
leagues. If the local supply is uncertain, condoms could possibly be obtained
through a local governmental or UNFPA source (in this case, they should
be free to your staff). If condoms have to be purchased from another duty
station, in your region, then they should be given out at cost price. Of
course, someone from the UNFPA or WHO office, the personnel in the
UNDP dispensary, or one of the local UN Examining Physicians must be
involved in giving advice to your staff on the proper use of condoms ....

COMMENTS

Employers responsible for work populations specifically impacted by
AIDS need to consider appropriate action carefully. The foregoing material
is given so that those who have not done anything about AIDS in their
workplace can begin before it is too late and they are in the midst of a
crisis. If a health-care setting is only now employing its first AIDS educational
program and setting up the necessary special precautions, pay strict attention
to the CDC recommendations, and contact them or the state health de-
partment for more specific information.
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CHAPTER 7

AIDS AND DRUGS

INTRODUCTION
This chapter on AIDS and drugs will discuss the prevalence of the HIV

infection in drug users, and will consider the relationship of drugs to HIV
infection and how this issue pertains to the workplace. The chapter will
cover not only intravenous drug use, but also cocaine, crack, and alcohol
and their connection to HIV infection. It will discuss modes of transmission
of HIV infection among IV drug users and their partners, and will outline
an education program designed specifically for abusers. The free needle
debate will also be outlined. This will be followed by a discussion of the
specific needs of the "significant others" of IV drug users. The chapter will
conclude with excerpts from the 1988 Presidential Commission Report on
HIV infection surrounding the issue of drug abuse and HIV infection in the
United States.

Regardless of what one feels about drug use, the Rehabilitation Act of
1973, as interpreted in 1978 by the attorney general at the request of HHS
Secretary Joseph Califano as well as subsequent Supreme Court decisions
supporting it, have defined drug abuse clearly as a disease. It is important
for CEOs, managers, and employees to understand that they must set aside
their own biases toward drug abusers and must approach these individuals
as people who have a disease and need to be treated accordingly. On the
other hand, it is not impossible to understand the mixed feelings experienced
by the employer who often has to pay the medical bills for such employees.
These are excruciatingly difficult issues and must be handled from all sides
with thoughtfulness and sensitivity.
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PREVALENCE OF HIV INFECTION IN IV DRUG USERS

Information from the Centers for Disease Control shows that as of June
1990, 137,385 cases of adults/adolescents diagnosed with AIDS had been
reported. Of these cases, 21 % reported injection of an illicit substance prior
to diagnosis with AIDS. Intravenous drug users are the second largest risk
group for AIDS, exceeded only by homosexual and bisexual men who ac-
count for 60% of persons with AIDS. The percentage of cases involving
intravenous drug abuse has increased steadily; in the spring of 1987 IV drug
users accounted for 17% of the total cases of AIDS. Among new cases of
AIDS reported as of January 1989, 30% have involved some form of drug
abuse.

HIV INFECTION, DRUGS, AND THE WORKPLACE

Since the majority of needle-using addicts are minority members and poor,
employers tend to assume that these individuals are unemployed or un-
employable and therefore not in the workforce. However, this is not the
case. In fact

there are many "functional" needle-using addicts who maintain jobs and, from all
outward appearances, cannot be distinguished from any other working individual.
... In addition, many professionals and paraprofessionals are chemically dependent
or are "recreational users" of mood-altering substances such as alcohol, sedatives,
and stimulants like amphetamines. Mood-altering substances often reduce inhibi-
tions and the likelihood of practicing safe sex is therefore decreased dramatically.'

THE RELATIONSHIP OF DRUGS TO HIV INFECTION

"The use of heroin, cocaine, .crystal [meth] as well as alcohol and other
illicit drugs has become a national epidemic. According to the National
Institute of Drug Abuse (NIDA), over 1.5 million Americans are habitual
users of IV drugs, and over 5 million use cocaine at least once a month.?"
Of the over 1.5 million IV drug users, 29,000 are people with AIDS. Reg-
ularly employed and valued workers who are using drugs or alcohol,
whether that use is considered abusive or recreational, are at considerable
risk for exposure to HIV.

"Certain drugs do direct damage to the immune system, making people
more susceptible to HIV infection, and, if drug use continues after infection,
speeding up the progression of illness, and eventually, death. Alcohol, co-
caine, amphetamines and inhalent nitrates (often called 'poppers') are among
those substances that directly injure the immune system.":'

Observations suggest that all abused substances can be of consequence to the sus-
ceptibility of addicts to HIV and their subsequent vulnerability to development of
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AIDS. The importance of this issue is emphasized by the incidence of polydrug abuse
among heroin addicts (from Chicago, the rate presently is over 90%) not to mention
also the pervasive problem of drug abuse in our society today, regardless of types
of drugs being considered or the combinations in which they are used"

IV drug users place themselves at double the risk for HIV infection. The
risks are from transmission through shared needle paraphernalia, or sexual
activity practiced with unsafe methods due to reduced inhibitions.

One of the most serious issues surrounding IV drug use involves the user's
relationship to the "mainstream" heterosexual population.

Not only are intravenous drug abusers (IVDAs) the second most common group at
risk for HIV infection after gay and bisexual males, but they represent the most
likely conduit of the infection to the heterosexual community. The vast majority of
female IVDAs acknowledge relying at least occasionally on prostitution to support
their drug addiction. Further, IVDAs are the group most associated with the birth
of HIV-infected children.'

OTHER DRUGS AND HIV

Alcohol and Drugs

Alcohol is considered to be a significant factor in an individual's increased
risk for exposure to HIV:

(1) the cause of AIDS is a type of virus (called a retovirus) which changes the structure
of the cells it attacks. It may require the presence of an already damaged immune
system before it can cause disease. (2) Alcohol and drugs interfere with many types
of medical and alternative therapies for AIDS. (3) Alcohol and drugs alter the
judgement of the user, who may become more prone to engage in activities which
put people at high risk for AIDS. (4) Alcohol and drug abuse causes stress, including
sleep problems, which harms immune functioning."

Marijuana

THC [tetrahydrocannabinol] may have marked suppressive effects on various com-
ponents of the immune system, both cellular and humoral. ... The drug also affects
the ability of these cells [T and B lymphocytes and macrophage cells] to produce
soluble mediators of immunity, ... which are important in various immune responses
and also in resistance to viral infections, including those caused by retroviruses ....
These cannabinoids, widely used by individuals who are considered at high risk for
AIDS, have the ability to serve as cofactors in altering the immune status of the host
and thus contributing to the increased susceptibility to retrovirus infection and
eventual development of AIDS.?
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Cocaine

Cocaine use, as reported by NIDA, is on the rise. "The dramatic rise in
the use and popularity of cocaine has also caused an increased frequency
in the use of needles as well as [the injection of] other illicit drugs."s In
addition, cocaine users who inject the drug (freebasing) are at greater risk
for HIV because the injection rate is more frequent than heroin users.
Heroin addicts can maintain functional lives for as many as 10-20 years;
cocaine addicts [lose] control of their addiction and their lives in only a
few years.

Crack and AIDS

The crack epidemic has been strongly linked to the AIDS epidemic. Former Com-
missioner Stephen C. Joseph of the New York City Department of Health attri-
butes the 100% rise in sexuality transmitted diseases in New York City to crack.
An official from the Centers for Disease Control noted a similar correlation be-
tween HIV transmission and a rise in crack use elsewhere in the country ....
Crack, a form of cocaine that is pre-based and smoked, appears to be far more
addictive than regular cocaine. Uniquely marketed, crack sells for $5 or $10 a vial
and is a favorite of many who can meet the price easily and, at the same time, avoid
the stigma of using needles.

Crack, however, is severely destructive to the immune system as well as other
parts of the human body; it produces a withdrawal that is severe and long-lasting,
and current drug treatment modalities do not work with crack.

In crack houses (places where people purchase and smoke crack) youngsters, both
male and female, are prostituting themselves several times each day for a pipeful of
crack."

Initially, crack's impact on "mainstream" society might seem remote. But
consider, for example: If a heterosexual man employs the services of a
prostitute who is addicted to crack and has been infected with HIV, then
the virus suddenly makes its way into the "mainstream." In addition, the
author in her work as an EAP evaluator has been seeing cases of crack
reflected in case records in the workplace. Before 1988 this was not so. This
could be an alarming reflection of the growth of the crack epidemic. It
should be a major warning to employers.

TRANSMISSION

IV drug users (IVDUs) can transmit HIV in two ways: by the sharing of
their drug paraphernalia with other needle users; or through sexual activity.
"Small amounts of contaminated blood left in needles or syringes can carry
the AIDS virus from user to user. Almost all IV drug abusers share needles
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at some time during their IV drug use .... Those who frequent shooting
galleries (gathering places where drug users share their needles, syringes,
cookers, and drugs) are particularly vulnerable.Y'"

The sharing of needles is a central part of the IV drug user's culture,
primarily because of economic necessity. Often, the only way for an ad-
dict to get a fix is to share someone elses' "works." Needle works can be
expensive and difficult to obtain. Legally, only doctors can prescribe the
equipment necessary for individuals to give themselves injections. Al-
though the proper cleaning of one's works can prevent transmission of the
AIDS virus through shared needles, cleaning is not a high priority for most
addicts. Their main concern tends to involve getting as much of the drug
in their system as possible. (For proper method of cleaning works, see
Chapter 1.)

HIV can also be transmitted from IV drug users to their sexual partners, and from
IV drug users and their sexual partners to their children prior to or during childbirth.
In fact, surveillance data from the Centers for Disease Control show that most cases
of heterosexually and perinatally acquired AIDS are associated with IV drug abuse.
Of u.S. born AIDS cases attributed to heterosexual transmission, approximately
72 % are individuals who have had sexual intercourse with IV drug users. And
almost three-fourths of perinatal cases are born to IV drug users Ot their sexual
partners. II

EDUCA nON FOR THE IV DRUG USER

Owing to the secretive and dishonest nature of a drug addiction, the
communication and educational methods used in a company AIDS program
should be presented in a nonthreatening, nonjudgmental manner. This will
alleviate any feelings of isolation, persecution, and paranoia-all of which
are highly sensitized perceptions with a drug user. Recommendations for
AIDS prevention and education activities to be incorporated into the AIDS
program follow.

Widely used literature about AIDS prevention and education such as
brochures and handouts are not enough. Education programs must include
a comprehensive training package and should be presented on an on-going
basis. The most effective change has been implemented through periodic,
consistent educational approaches.

Target partners of IVDUs-These are the people most at risk for contracting the
AIDS virus aside from the addicts themselves. These individuals are also more likely
to be in the workforce, and therefore an employer concern. Because denial is one
of the key identifying factors in drug addiction, ... IV drug users are usually not
willing to admit that they are or have been in the past in danger of HIV exposure.
They may also deny that their sexual partner could be. It may be possible to reach
the partner and effect some change in behavior in cases where the IVDU is unreach-
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able for education. In addition, because the partner[s] of ... addict]s] are often the
responsible member[s] of the households, they are in a better position to educate
other members of the family, and can often be the most successful initiators for
behavioral change within the family.

Personal stories are very effective-Many education programs utilize the expe-
rience of a person with AIDS who can speak to a group about his or her own
personal experience. Particularly in the case of IVDDs, this may prove to be one of
the most effective means for "bringing it home"

Successful recovery includes positive employment-This is one more indication
of the potential impact a strong workplace education program could have. This is
also important because one of the key aspects in maintaining health and a positive
attitude for the person with AIDS (PW A) is their ability to continue to work."

In addition, the discovery by an addict of their HIV-positive status can be
a major factor in behavioral change. This is often a strong motivator for
the drug-addicted employee to protect their family and loved ones through
safe sex methods as well as instill an increased desire to get and stay clean
to prolong their lives.

As the number of Americans who are HIV-positive rises, the risk of
transmission rises exponentially. Because the use of alcohol and other drugs
can impair judgment and increase impulsiveness, such use plays a pivotal
role in determining an individual's likelihood to engage in risky behaviors.
Thus it is recommended that specific education regarding substance abuse
be incorporated into all workplace AIDS education programs.

PREVENTION OF TRANSMISSION OF HIV INFECTION
FOR IV DRUG USERS

Intravenous drug use is a significant contributor to the AIDS epidemic.
Therefore, IV drug users and those who are in close contact with them must
be made aware of the appropriate precautions and facts pertaining to AIDS
and IV drug use.

Intravenous drug users can reduce their risk of contracting AIDS by stopping the
use of drugs. Those who continue to inject drugs despite the demonstrated risk to
their health should refrain from sharing drugs or equipment, use only new (not re-
bagged) needles, and avoid shooting galleries. Those who insist on injecting drugs
may be able to reduce the risk of transmitting the AIDS virus by removing any blood
or other residual material from the needle, syringe, or other "works" ... and flushing
the needles and syringe at least twice with a bleach (10 parts water to 2 parts bleach).

Sexual relationships with IV drug users should be avoided. At a minimum sexual
partners of IV drug users should refrain from practices involving exchange of body
fluids (such as blood or semen) to reduce the risk of exposure to the AIDS virus.
Condoms should be used when having intimate contact with high risk individuals.
It is important to know that, while condoms might make sex with an IV drug user
safer, there is no such thing as "safe sex" with a person at high risk for AIDS. In
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addition, sexual practices that cause injury to tissue, such as anal intercourse, should
be avoided. 13

THE FREE NEEDLE DEBATE

A controversial issue in the fight to curb the spread of HIV infection
among needle-using addicts involves proposals to dispense free, clean needles
to addicts. The needle-dispensing concept is intended to slow the spread of
the disease: "Giving addicts clean needles would, it is hoped, avoid the
sharing of needles, which is a prime way the AIDS virus is transmitted. But
a second and equally important element is to use the needles as a lure to
force addicts to undergo counseling about how to avoid the transmission
of AIDS, both during the use of drugs and during sex.,,14

Many experts in the health fields support such programs. According to
Dr. Stephen C. Joseph, former commissioner of the New York City De-
partment of Health,

the degree to which we can slow or stop the spread among intravenous drug abusers
is key to the future of the AIDS epidemic .... Some data from Europe suggests that
clean needles do reduce AIDS transmission. Experience in ... Scandinavia, the Neth-
erlands, the United Kingdom, and Switzerland indicates that distribution of equip-
ment is not followed by a rise in drug abuse. It seems prudent to undertake a
medically supervised experiment on whether you can affect needle-sharing. We think
there's a reasonable chance you can. Drug dealers sell pre-packaged needles as
clean-in fact they're not-which command a premium price. That suggests to us
that free needles will be used."

This experiment has been vigorously debated and many people oppose
it, including a large percentage of city and law enforcement officials. Sterling
Johnson, Jr., New York City's special prosecutor for narcotics cases, states:

I think free needles just would not work. The users would get them and sell them .
. . . The proposal is well-meaning, but it's not the answer. First of all, addicts just
will not use clean needles. Drug addicts, in the heat of the moment when they're
about to insert a needle in their arms, are not about to take out a new hypo and
unwrap it. They are going to take a needle and pass it around. We know this because
we have raided shooting galleries with boxes of clean needles, stolen from phar-
maceutical houses, all over the place, but dozens of addicts lying around with just
one bloody needle among them. The needle has been and will remain a communal
instrument. Slaves of addiction do not change their daily habits."

The distribution of free needles is not a direct issue for the workplace.
The human resources departments of companies will not be distributing
free needles to addicts. However, companies must consider the free needle
question when advising IV drug-using employees, or employees whose loved
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ones are IV drug users. The human resource and EAP departments must be
knowledgeable on all current angles of the AIDS issue, and be ready to
present all sides to employees seeking answers and education.

SIGNIFICANT OTHERS OF IV DRUG USERS WITH AIDS

Many IV drug users and other drug- and alcohol-addicted individuals are
active and functioning in the workplace. In addition, the addicts' significant
others, who are also in the workforce, are greatly affected if their loved
ones are diagnosed with AIDS. The following comments are from Geoffrey
Grief and Edmund Porembski.Y

"In many cases, the significant other has become estranged from the drug
abuser because of the pattern of illegal activity and irrational behavior
associated with that lifestyle. Yet, when the drug abuser is diagnosed with
AIDS and is in the terminal stages of the illness, the significant other may
become a primary caregiver. The terminal illness of a loved one, particularly
a family member, can be a powerful force in reconciling past differences.
AIDS forces many family members to have to deal with the reality of drug
abuse and a terminal illness for the first time. If the PW A is also homosexual,
this can further complicate the dynamics of the family system .... The sig-
nificant other has many feelings of his or her own that need to be considered
in any treatment plan involving the PW A....

The emotional well-being of the significant other is usually linked to
the health of the PW A. The repeated opportunistic infections or changing
condition of the PW A can produce a roller coaster effect upon their lives.
Feelings of helplessness and powerlessness are common as they watch the
PW A slowly deteriorate before their eyes. This deterioration, when com-
bined with a prolonged period of suffering prior to death, can leave an
indelible and haunting scar upon the memories of the significant oth-
ers ....

Over time, the significant others may develop a pattern of rejecting the
drug abuser. The boundaries that are drawn to exclude the abuser are
challenged and partially break down when there is an AIDS diagnosis.
Usually it is the parent who will cross the boundaries, but it could also be
a sibling. When only one or two members of the family of origin come to
the assistance of the person with AIDS, a serious rift can occur between
those family members and those who continue to be rejecting. While some
terminal illnesses can bring families together, the multiple problems asso-
ciated with AIDS tend to make some reunions unlikely ....

Drug abuse is a common though undesirable part of life in most neigh-
borhoods. Many families have had years of exposure to the drug addict
and have developed strategies for coping. When AIDS strikes, as it does
increasingly, the boundaries break down. These estranged families may
take on the primary responsibility of emotional and physical care because
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of the lack of alternative health care resources that will accept persons
with AIDS."

As AIDS spreads, the workplace must plan for the needs of significant
others affected by the epidemic.

THE PRESIDENTIAL COMMISSION ON THE HUMAN
IMMUNODEFICIENCY VIRUS EPIDEMIC

In 1987, President Ronald Reagan formed a Presidential Commission to
address the issues surrounding the AIDS epidemic. The members listened
to a range of perspectives from groups, including persons with AIDS and
HIV infection, federal officials, business leaders, representatives of com-
munity-based organizations, local and state government leaders, members
of Congress, and experts in the field. Using this input, the Commission
wrote a report outlining recommendations for the president, and delivered
the report to the president in February 1988. The following are excerpts
from the report regarding IV drug user"

The future course of the HIV epidemic depends greatly on the effectiveness
of our nation's ability to address IV drug abuse. IV drug abusers constitute
[approximately] 25% of the AIDS cases in the United States. They are a
major vector for the HIV infection, spreading it through needle and other
drug paraphernalia sharing and sexual contacts as well as perina tally to
their children. Approximately 70% of U.S. natives reporting heterosexually
transmitted AIDS have had sex with an IV drug abuser, some of whom
support their habits through prostitution. Seventy percent of the perinatally
transmitted pediatric AIDS patients are children of IV drug abusers. The
number of AIDS cases among infants and children is rapidly increasing and
expected to total between 10,000 and 20,000 by 1991.

These estimates represent only the beginning of the tragedy if this nation
does not act to address its drug abuse problems. The United States continues
to have the highest rate of illicit drug use among young people of any country
in the industrialized world. With 57% of last year's high school seniors
having tried an illicit drug and over one third of all high school seniors
reporting experimentation with drugs other than marijuana, drug abuse
remains a significant problem that demands a dedicated and determined
long-term response. Without such a response America's youth, particularly
minority youth, remain vulnerable to a bleak future ....

In addition to the devastation that drug abuse represents for our families
and communities, the cost of drug abuse is an estimated 60 billion dollars
annually in health care, reduced productivity, law enforcement, theft and
destruction of property. This figure does not account for the addition of
the staggering costs of providing health care for drug abusers with AIDS.
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Crime is also intimately related to drug abuse with studies of male arrestees
in major cities finding that 66% test positive for drugs ....

Curbing IV drug abuse is a multifaceted challenge requiring a major
commitment of the federal, state and local governments, parents, educators
and community leaders working together to initiate new prevention and
education programs, expanding treatment programs and building com-
munity support to eliminate drug abuse and trafficking.

In addition to focusing on the demand side of the drug abuse equation,
we must not slacken in our efforts to address the supply side by including
illicit domestic and international drug trafficking in our policy decisions.

COMMENTS

The HIV infection rate is rising in the drug-abusing population. Com-
panies must recognize that many of these individuals are currently respected,
valued contributors in the workforce. Companies must not ignore the issue
because they stereotype drug users belonging to certain segments of society.
The workplace must take the responsibility of educating all employees about
AIDS and drug abuse. The workplace will then reap the benefits of helping
to save the lives of their employees and of retaining the company's invest-
ment in these individuals and their families.
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CHAPTER 8

SPECIAL POPULATIONS: WOMEN,
MINORITIES, CHILDREN, AND

TEENAGERS

This chapter will present special populations in our society and their rela-
tionship to HIV infection and the workplace. Relevant data for each group
will be presented, and the chapter will discuss modes of transmission, ed-
ucation, and issues specific to each group.

WOMEN AND HIV INFECTION

Relevant Data of HIV Infection in Women

As of early November, 1986, women accounted for 6.7% of all AIDS cases. 51 %
of the affected women are black and 20% are Hispanic, 52% were intravenous (IV)
drug users, and 21 % became infected through, sexual contact with infected men;
67% of these men were IV drug users. 79% of women with AIDS are 13-39 years
of age and within their childbearing years.'

The rate of HIV infection in women has risen at a steady pace. As of
June 1990, of the 137,385 cases of adult/adolescent cases of AIDS reported
in the United States, 13,000 (9.5%) were women. Just over 50% were
transmitted through intravenous drug use; 32% through heterosexual con-
tact with an AIDS carrier; 10% by blood transfusions; 7% undetermined;
and the remaining 1% were hemophiliacs.

Women everywhere are becoming dramatically affected by AIDS.
Whether they are at direct risk for infection, or are caretaking AIDS-infected
family or friends, AIDS-related issues have a profound effect on their re-
lationships to their loved ones and their partners. In addition, as part of
the parental unit, they are directly responsible for contributing to the pre-
ventive education of AIDS for their own children.
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HIV Infection, Women, and the Workplace

The workplace has an obligation to educate female employees about HIV
infection. Given that females comprise half the u.s. workforce, this re-
sponsibility is clear. Women are less informed about AIDS than is appro-
priate, and thus are more vulnerable to HIV infection. Women's ignorance
about AIDS could prove to be more devastating than ignorance in any other
risk group. The workplace offers an efficient and powerful setting for reach-
ing the largest number of women possible.

Prevalence of HIV Infection in Women

More and more women are becoming infected with HIV. The stereotype
of AIDS being the "gay white male disease," or "the minority male drug
abuser's disease" has prevented most women from looking realistically at
their own risk of infection.

The fiction that AIDS is not really a heterosexual disease has been maintained so
forcefully in the United States that the Federal Centers for Disease Control (CDC)
did not establish "heterosexual contact" (sex between men and women) cases as an
official risk category until 1984. By late 1986, the Department of Health of New
York State-the state with the greatest number of female cases-still had not added
"vaginal sex" to the official list of risk behaviors.'

Experts suspect women are one of the fastest growing risk groups for
infection. Of the 1 million individuals estimated to be carrying the HIV
infection, 250,000 are estimated to be women.

Perhaps one of the reasons the CDC's low initial data relating to AIDS
and women is that the AIDS virus does not affect women the exact way it
affects men.

States and cities with heavy concentrations of AIDS are experiencing dramatic in-
creases in the number of deaths of women from a variety of respiratory and infectious
diseases thought to be AIDS-related, but not included in the CDC's definition of
AIDS.... These increases raise major questions about the pattern of the epidemic
and its true mortality rate and appropriate treatment. They indicate that in the
communities hardest hit so far by AIDS, the deaths of women may be significantly
undercounted because many do not survive long enough to develop or to be diag-
nosed as having "full-blown" AIDS used for official case counts. In addition, AIDS
may manifest itself differently in women, often first appearing as a gynecological
disease.

Most crucial, the CDC definition of AIDS fails to acknowledge the gynecological
diseases so common among women infected with the HIV virus .... Those gyne-
cological symptoms include chronic vaginitis, and pelvic inflammatory disease which
can be so severe that it requires immediate hospitalization. Certainly in women with
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gynecological infections that don't respond to ordinary treatment, HIV testing should
be a consideration.'

The demographics of female AIDS cases greatly vary according to ge-
ography. In New York City, many female AIDS cases were heterosexually
transmitted with drug abusers. The women placed at the greatest risk are
Hispanics and blacks. In San Francisco, on the other hand, most female
AIDS cases were transmitted by heterosexual contact with bisexual men.
However, for the rest of the United States,

Army studies suggest that women in other areas might be more threatened by
promiscuous heterosexual men, who are usually the first to get any "new" sexual
disease. Of the first ten heterosexual, non-drug-abusing male AIDS patients seen at
the Walter Reed Hospital, for example, eight said they had slept with prostitutes
or with fifty or more women in the previous five years:

Modes of Heterosexual Transmission of HIV Infection

Another reason for the lack of knowledge about women and AIDS is
the confusion about the heterosexual transmission of the virus. Miscon-
ceptions about heterosexual sexual practices from kissing and hugging to
different types of intercourse have contributed to the confusion. The ma-
jor route of heterosexual transmission is intercourse (penis inserted into
the vagina). Other sexual practices are unlikely to transmit the virus. For
example, although the virus is found in saliva, the amount is so small
that kissing, including deep or "French" kissing, has been found a very
unlikely means of transmission. In addition, there is now strong, direct
evidence that oral sex does not transmit the virus. Several studies have
shown that the homosexuals who limit their sexual activity to oral sex
have not become infected. However, due to the high concentration of vi-
rus in semen, scientists still advise women not to perform oral sex on an
infected man.

The major source of confusion for women in identifying the modes of
heterosexual transmission have been misconceptions about anal intercourse.
Because anal intercourse is the major form of transmission for homosexuals,
many women have the impression that if they avoid anal intercourse they
are protected from infection. AIDS education efforts directed to women
must stress the differences in heterosexual and homosexual modes of trans-
mission and consequently educate women about dangerous heterosexual
behavior.

Education and Women

In the workplace and in other arenas, some educational measures must
be targeted especially to women.
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Educational slogans directed at women such as "don't sleep with bisexuals or drug
addicts" or, more recently, "always use a condom"-are not an adequate protection
policy. Women need real education programs especial1y for them, in settings where
they feel comfortable about asking very difficult, personal questions. How, for
example, do you even ask a man to put on a condom? When should you or your
partner get tested? Who wil1 help you if you insist your husband be tested and he
walks out? What should you do if you're pregnant and suddenly realize that you
may be at risk? How do you ask a man if he's ever had a homosexual encounter?"

Minority women are among the highest risk group for female AIDS cases.
Many of these women are from low-income, urban areas. The workplace
must take into account the various populations and demographics of these
women when targeting the workplace educational programs.

Accurate information about AIDS transmission and prevention must be focused on
the women at greatest risk-black and Hispanic women-and on their sex partners.
Unfortunately, efforts to avoid stigmatizing these groups may have contributed to
denial of their particular risk. National magazines, when dramatizing the risk of
heterosexual transmission of AIDS, feature cover photographs of white teenagers,
white women, and white couples support the misimpression that AIDS in hetero-
sexuals is just a white disease, just as previous reports conveyed the false impression
that AIDS is a gay disease. The evolving epidemiologic pattern of human immu-
nodeficiency virus (HIV) infection and AIDS makes it clear that al1 segments of our
population are at risk ....

In the United States, condom advertisements and safer sex guidelines have ap-
peared in virtual1y al1 magazines targeted at female audiences. Male-directed ad-
vertising lags far behind; none of the leading fashion or sports magazines for men
has yet featured condom advertisements [as of April 1987]. A popular educational
film for teenagers entitled Sex, Drugs and AIDS shows girls in a bal1et class locker
room discussing how they approach getting their boyfriends to wear condoms, but
interestingly, the film does not depict a similar scene in the boys' locker room of
boys discussing why they will wear condoms. It is no surprise that women now
account for a large percentage of condom sales, and that women have sought full
information about how they can best preserve their own health and the health of
those with whom they have sex or to whom they give birth. But sex is a consensual
act. Both sexes are responsible. Men must get the message and act on it too ....

Providing appropriate education to women IV drug users poses a particularly
chal1enging problem. Only a small percentage can be reached through treatment
programs. Many are poorly educated and have little medical knowledge, and the
potential future danger of AIDS is less compelling than the day-to-day problems of
poverty and drug use. Therefore, to reach IV drug users, a large network must be
used, including other drug users, their peers, their community, health clinics, schools,
jails, music and video. The messages should be direct, preferably visual, and they
should not moralize about drug use or use scare tactics. Rather, they should include
constructive suggestions to maintain health, emphasizing practical considerations
such as the importance of clean needles or the proper use of bleach as a disinfectant,
in addition to the loftier goal of abstinence:
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The media, advertising, and other communities are enforcing the stereotypes
about AIDs and women. At the University of Maryland, condom machines
were installed in the women's bathrooms, but not the men's. Sadly, the
women students did not object. If education about transmission and pre-
vention of the AIDS virus in women is to be accurate and effective, men
must also be equally informed and responsible.

A common misconception among women is that the male AIDS carrier is
easily identifiable through his current behavior. This could not be further
from the truth. Because HIV infection could occur from even one sexual en-
counter, it is imperative to know one's partners thoroughly. The chances of
selecting a partner who has had one or more bisexual experiences or has ex-
perimented with IV drugs is not that remote. Just because a man is not cur-
rently an addict or engaging in homosexual practices does not mean he
cannot carry AIDS. Some data suggest that individuals may be at risk for
AIDS by having had sex as long ago as 10 to 15 years with partners who may
have been infected with HIV. The chilling truth remains: for every person
with whom one sleeps, one also has slept with all of that individual's partners.

By addressing the issues of women and AIDS, ramifications for the entire
heterosexual population come into focus. These ramifications include the
realization of the significant risks, and taking the proper measures to prevent
and educate. These proper measures must include equal responsibility for
the male heterosexual as well as the female. Sex is a mutual act. Therefore,
its consequences must be treated as such.

HIV-Infected Women

The issues for the HIV-infected female differ from those of the HIV-
infected male. The workplace must be aware of these issues, and education
and policies should include this important, growing group.

It is important to recognize the issues that women themselves confront as infectees .
. . . First, is a profound sense of isolation. The infection is often kept secret, depriving
women of desperately needed support from family, friends, community, and par-
ticularly from other infected women. Infected women lack the sense of community
that is enjoyed by gay men, at least in certain areas. They still constitute a relatively
small group and have little reason to know one another. Second, is profound grief
for the loss of health, body image, sexuality, and childbearing potential. Means for
sexual expression are limited, and disclosure of HIV infection to a new sexual partner
can be devastating. Third, women may be too sick to fulfill their responsibilities as
parents, and they may have to plan for the welfare of surviving children after their
own death. Finally, in a disease that has thus far affected [predominantly] men,
women may find it difficult to find primary care physicians, obstetricians, gynecol-
ogists, sex counselors, abortion counselors, and other health professionals who are
educated in the issues that relate specifically to women and who are sensitive to

their needs.'
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Prostitution and HIV Infection

There has been a growing concern regarding prostitution and HIV infec-
tion. Any transmission from a prostitute has an immediate effect on three
significant parties: the prostitute, her client, and her client's partner-s-often
his wife. "In the United States, rates of infection for streetwalking prostitutes
have ranged from 5% of those tested in Seattle and 6% in Los Angeles, to
19% in New York City, and 50% in Washington, D.C."s Prostitution has
had a growing effect on the heterosexual population all over the world-
especially in Africa, where use of condoms is uncommon. However, in the
United States the rate of HIV infection among prostitutes is not as great as
originally suspected. In Western countries, prostitutes have become increas-
ingly aware of precautions necessary to protect themselves against HIV
infection.

The primary danger involves the drug-addicted prostitute. These women
are not as aware of AIDS and its lethal effects, and are less likely to follow
safer sex guidelines. Prostitutes who use drugs are known to offer "con-
domless sex" if the client is willing to pay for it. These prostitutes are more
desperate for money due to their drug habit, and much less likely to take
the necessary precautions.

Minority Women and AIDS

More than 90 percent of American AIDS patients have been men, most
of them white homosexuals.

Yet in black and Hispanic neighborhoods, particularly in the East Coast inner cities,
the epidemic presents a very different picture. There, AIDS is a disease of both males
and females; most [patients] are drug users, but many are either lovers or offspring
of addicts .... Studies have found that more than 70% of AIDS cases in women
occurred among blacks and Hispanics. Indeed, a woman who is black is 13 times
as likely as one who is white to [become infected], and 90% of infants born with
AIDS are black or Hispanic!

MINORITIES AND HIV INFECTION

Relevant Data of HIV Infection in Minorities

The black population in the United States totals 11.5%. However, as of
June 1990, blacks comprise a much larger proportion of persons with AIDS:
28%. This is also the case for the Hispanic population, who comprise 7%
of the total population, but constitute 16% of persons with AIDS. Asian/
Pacific Islanders comprise 1.6% of the population and .6% of the total
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AIDS cases in the United States. American Indians constitute less than 1%
of the total population, and represent .1 % of total AIDS cases. However,
when trying to identify the American Indian group, it must be understood
that "the data for this group are underreported because of the difficulty of
identifying members of this group when they live or receive medical care
or counseling outside a reservation or areas where American Indians live
in large groups.v""

The statistics of the total AIDS cases and minorities is shifting dramati-
cally. It must be understood that proportionately the highest rising popu-
lation of AIDS cases is the minority population. In the first six months of
1990, the figure for the number of blacks afflicted with AIDS has increased
2 %, and for Hispanics, 1%.

Minorities and the Workplace

The workplace must be aware of the issues surrounding minorities and
HIV infection. The issues for minorities involve more than statistical com-
munication and precautionary measures necessary for prevention of the
spread of the virus. When educating minorities about the spread of the
disease, it is necessary to be sensitive to the issue of discrimination and its
repercussions. Therefore, full knowledge of all the issues surrounding mi-
norities and AIDS is necessary for a comprehensive, effective, and accurate
minority AIDS education program.

The AIDS Issue in Minority Communities

The rising rate of HIV infection in minorities disproves the initial per-
ception of AIDS as a gay white male disease. The minority population,
public health officials, and the federal government have only recently (since
1987) come to terms with the serious rate of HIV infection among minorities.

The federal response to the crisis of AIDS in minority communities has been crim-
inally slow. The CDC held its first conference on minority AIDS in August, 1987,
and established a minority section of its National AIDS Information and Education
Program in December, 1987. Not until the following February did the President's
AIDS Commission release a draft report acknowledging the severity of the epidemic
among blacks and Hispanics. Federal money earmarked for minority AIDS is only
now being released ....

Minority communities were left to combat AIDS on their own, without the wealthy
donors and sensitivity to sexual issues that allowed the white gay community to
organize in the face of prejudice and neglect. Within the last three years, dozens of
minority AIDS groups have come into being, all relying overwhelmingly or exclu-
sively on the volunteer efforts of poor and working-class people. 11
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Issues Particular to the Minority Population

Several issues come into play when discussing the reticence of minority
populations to come to terms with their realistic risk of HIV infection. These
issues include homophobia, genocide, and theories regarding the origin of
the disease.

During the first five years of the disease, the initial data available from
the CDC suggested that gay white males constituted the most "at risk"
population for HIV infection. However, AIDS recognizes no color bound-
aries. Gay and bisexual minorities are part of this "high-risk" population.
Although homophobia is an issue for all races, the black, Hispanic, and
Asian/Pacific populations have had particular difficulty in accepting gay
males. These populations tend to value a traditional "masculine" model.
Therefore, to accept the growing numbers of minorities with HIV infection
would threaten the perceived sexual identity. This concern has caused mi-
nority populations to distance themselves from the disease. On the other
hand, minority men who are gay often hide their sexual preference. As a
result many are married and often lead a double life. The threat of discovery
of their sexual identity prevents them from informing their wives of their
homosexuality and the possibility of their having been exposed to infection.

One of the most important issues that has surfaced in discussing AIDS
has been the threat of genocide. Minorities are sensitive to this threat because
of some programs aimed at reducing the AIDS risk in their populations,
including distribution of free needles to addicts, abortion counseling and
condom distribution, and mandatory AIDS testing. "The term [genocide]
reflects the genuine suspicion of many that the AIDS virus was developed
in a government laboratory for the express purpose of killing off the un-
wanted. This belief is helped along by HIV's curious affinity for those whom
the larger society disdains."12 This theory is further explained regarding

questions and concerns [that] persist among health officials, ethicists and members
of the minority community. Of these issues, none is more explosive than the specter
of population control. "Anything that touches the reproductive rights of black and
Hispanic women raises issues of genocidal intent" according to Ronald Bayer, an
associate for policy studies, at the Hastings Center in New York, that examines
matters of medical ethics. "The not-so-distant issue of sterilization abuse has haunted
this debate.,,13

Since scientists widely believed the AIDS virus originated in Africa, many
whites blame the African and African-American population for the disease.

Education and Minorities

With this misdirected blame comes misplaced discrimination and anger.
Minorities are aware of this and may skeptically view the usual discussion
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of AIDS. The task is to educate minorities to the real danger they and their
children face in respect to AIDS without making it sound racist. For the
workplace, persons giving educational sessions must be carefully selected
and screened beforehand in how and what they present to employee groups.
For further information regarding AIDS and educating minorities, contact
the minority organizations listed in Appendix A at the end of this book.

CHILDREN AND AIDS

As of June 1990, the CDC had received reports of 2,380 cases of AIDS
reported in children (under 13) and 541 in teens (13-19). This is an im-
portant workplace issue not only because of the emotional impact on af-
fected employees, but also because the workplace pays the health bills for
children of employees. Parents and loved ones of children with AIDS need
support and information; this should be offered through the EAP and human
resource departments.

Transmission

The most prevalent mode of transmission for children with AIDS is
through their infected mother, either before or at birth. This transmission
is passed to the child either through the mother's blood or in the birth canal.
These women have been found to be intravenous drug abusers or the sexual
partners of infected men. In the other cases of children with AIDS, infection
has been caused by blood or blood products. However, because of the
universal testing of all blood and blood products employed by hospitals in
this country, transfusion and hemophilia treatment now pose a minute risk
for infection. Hemophilia treatment is now safe because scientists have
learned to kill the virus in the blood products needed by hemophiliacs.

Not one case of AIDS is known to have been transmitted in a school, day-care, or
foster-care setting. AIDS is not spread through the kind of contact children have
with each other, such as touching, hugging, or sharing meals and bathrooms. This
is supported by long-term studies of family members of both adults and children
with AIDS. There are no reports of household members who have become infected
through routine, nonsexual contact with a family member with AIDS.14

TEENAGERS AND AIDS

The employees of any company will be concerned about AIDS and how
it affects their lives and the lives of their families. A workplace education
program should provide employees with access to information that can help
them properly educate the young people in their lives about AIDS. The
program should address the issue of educating oneself as well as one's
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children. Employers know that teenage substance abuse is costing them the
largest share of their escalating mental health budget. What they have not
yet perceived is that this population is also vulnerable to AIDS and may
even now be carrying the virus. Employers will also be faced with the
financial cost of AIDS treatment for these teens unless the behavior of the
substance abusing adolescent is changed. AIDS education at the worksite
must address the employees who are parents of teens.

As of June 1990, more than 28,000 people aged 20-29 have been diag-
nosed with AIDS. Given the fact that a person can become infected with the
virus from as long as ten years before any symptoms occur, a significant por-
tion of these young adults were infected when they were in their teen years.

The following is excerpted from the Department of Health and Human
Services, Public Health Service, and the Centers for Disease Control's "AIDS
Prevention Guide: For Parents and Other Adults Concerned About
Youth.,,15

Many teenagers engage in behaviors that increase their risk of becoming
infected .... Surveys have found that: the average age for a girl in the United
States to have sexual intercourse for the first time is 16. The average age
for a boy is 15.5; it is estimated that 2.5 million teens are infected with
sexually transmitted diseases (venereal disease-VD) each year .... 60% of
all American high school seniors have used illegal drugs. Some of these
drugs are injected ....

All young people need to know about AIDS and the specific actions they
can take to protect themselves and their loved ones from becoming infected.

EDUCATING YOUNG PEOPLE ABOUT AIDS

Deciding What Young People Need to Know

As an adult who knows the young people you will talk with, you are in
the best position to decide what they need to know about HIV infection
and AIDS.

Think carefully about their knowledge and experience. How old are the
children? How much do they already know about HIV infection, AIDS, and
other related subjects, such as sex and drug use? Where have they gotten
their information? From friends? School? Television? You? Is it likely to be
accurate?

Also, ask yourself these questions: Is it possible that the young people
you will be talking with are sexually active? Have they tried drugs? Do they
spend time with people who do these things?

In addition, consider your family's religious and cultural values. Do you
want to convey these in conversation? How will you get them across?
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These are important questions. Answering them will help you stess the
information that the young people in your life need to know.

COMMENTS

These special populations, especially minorities and women, are used to
stereotyping and discrimination. Therefore, the presentation of generic in-
formation that does not include issues specific to their population could
result in anger, skepticism, and disbelief. Consequently, the AIDS educa-
tional effort will be a failure. By addressing the special populations in the
workplace and understanding their specific issues, the AIDS educational
program will be comprehensive, effective, and will appeal to the workplace
as a whole.
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CHAPTER 9

INTERVIEWS

Interview conducted by Dr. Dale Masi with Federal Manager
of employee with AIDS

Q: Were you aware of AIDS prior to finding out that your employee had AIDS?
A: I was aware of it, yes, but not nearly to the extent that I am aware of it now.
Q: Were you prepared for supervising an employee with AIDS and handling the

co-workers concerns?
A: No, not at all.
Q: How did you find out that your employee had AIDS?
A: I was told by the former supervisor of the employee that there was a life-

threatening problem with the employee and he felt the employee should tell me.
The employee did not tell me. After about three weeks of being his supervisor, my
boss called me into his office and told me there was something I should know about
the employee-that he was suffering from AIDS.

Q: How did you react to this?
A: My initial reaction was kind of shock. I was first concerned for myself-how

to protect myself from catching AIDS, being contaminated. Then I got concerned
for the other employees, and concerned for that employee himself, sorry for him.

Q: What did you do with this information?
A: It was late in the day when I learned about it, I went home and made the

mistake of telling my wife, sharing the information with her, as she is the one that
I counsel with quite frequently. She is working on her PhD in psychology and I felt
she would have insight, and help walk me through this. To my surprise her reaction
was shock and horror that I would be working with and potentially contaminated
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by this employee. After discussing it with her, I came to the conclusion that the
fellow employees this AIDS victim was working with, my subordinates, had to be
told. Now that I had the information I could protect myself by not using his telephone
or chewing on the same pencils as the employee, washing my hands in the restroom,
and so forth. However, that protection would not be afforded the other employees.
Therefore, the other employees had to be told. I came back the very next morning
with that conclusion.

Q: Did upper management offer you any means of support when you found out
about your employee?

A: No, initially it was a matter that they felt they should just share this information
with me. When I came back the next morning, I went to them and told them the
other employees had to be told, that we had an obligation to those other employees,
Because if somebody should come down sick, and we did not stand up and fulfill
our obligation, we would potentially leave ourselves open for liability. After reeling
back a few minutes, thinking about it, and realizing I was coming from a different
direction than they were (they had been coming from the direction of feeling sorry
for the employee, the poor thing, and we've got to do everything we can to console
the employee), they admitted they had not taken into consideration the obligation
to the other employees, and agreed that they must inform the other employees.

Q: Does your agency have an EAP?

A: I have since found out that now we do, but at that time when I first learned
about AIDS, I was not aware that we had an EAP.

Q: SO, at that point, when you were in the middle of the situation, you did not
use the EAP?

A: Yes, that's correct.

Q: Did your agency have a written policy on AIDS before you found out that
your employee had AIDS?

A: No, it did not, and still does not.

Q: With regard to the employee, is he or she still working?

A: Yes, the employee is still working, occasionally misses a day now and then for
medical reasons, but other than that is not absent any more than a normal employee.

Q: What decisions did you as a supervisor or manager have to make?

A: The initial decision was "Do I tell the other employees?" I immediately, the
day after I was told, after discussing it with my managers, confronted the employee,
and verified that I had been told by the upper managers. I told him the other
employees in the office had to be told. He was shocked and horrified that I had
been told by the upper management, and initially resisted. He came back the next
day and said he had reconsidered, and said he would tell two employees, the two
that were located in the room that he is, the ones that regularly use the telephone,
etc. One of the employees was pregnant, and he did tell her.

Q: What happened?

A: I called the two co-workers in, and they said they had been told, and said they
had no problems continuing to work with him, including the pregnant worker, and
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they did not see it as a threat to themselves. They wanted to continue working and
felt sorry for the employee.

Q: SO they were supportive.

A: Yes.

Q: What types of situations did you face in dealing with them?

A: Nothing unusual as far as dealing with the employees themselves. I had insisted
that the other nine people in our section be told, because there is very close hourly
contact with these people, coming into the same room, answering the telephone,
and so forth. He resisted that and threatened to sue me individually if I forced him
to disclose this to the other employees. [He was] fearful that it would get all over
the building and he would be earmarked as an AIDS victim and discriminated against,
and people would point fingers and so forth, and he didn't want this. So at that
point we then went to our legal counsel, and we got an advisory opinion from them,
and I was told that we had to back off in forcing him to tell the other employees,
because his right to privacy overrode the right of the other employees in the section
to know.

Q: What is the impact on your life of supervising an employee with AIDS?

A: As far as the workplace is concerned, besides the initial amount of worktime
that I lost which was several days-spent reading all that I could, finding out about
AIDS, getting the advisory opinion, meeting with my supervisors, meeting with the
employees, meeting with that employee, and the mental anguish those first few days-
it has had no impact subsequently on the worksite. Everything is back to normal
and continuing to function as if there is no problem. As far as me individually-
having told my wife, her reaction was that she immediately moved out of the
bedroom, feeling that it just was not worth the risk of my potentially being con-
taminated. She insisted that I get a medical examination. I was unable to find a
doctor that would do this examination, being told that it would be worthless given
the length of time for the test to show positive (six months), the risk that it might
show positive when it is actually negative, and the fact that I might not be contam-
inated today, but I might potentially be contaminated tomorrow, because I am
continually working with and dealing with the employee.

Q: SO, it has had a tremendous impact on your personal life, even more so than
at the worksite.

A: Yes, that's right.

Q: What advice would you give to a supervisor that has just found out that his
or her employee has AIDS?

A: Well, he needs to educate himself about AIDS, first of all, much more in-depth
than the casual information that is normally out on the street, what you might
normally read and pay attention to. The second thing is concern for that individual,
to try to take whatever precautions that can reasonably be taken to protect yourself
and your fellow workers, recognizing the rights and privacy of the individual.

Q: What services do you wish had been available to you?

A: I wish that I'd had some counseling service. I wish there had been a policy
that I could have gone to, literature that was available for me that I could rely upon.
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A lot of the literature that I could find was two years old and obviously outdated
because this AIDS thing is moving so rapidly, anything six months old is outdated.
So, I wish that we'd had a policy, information that could have been available to
me, and a written legal opinion that would be available to us.

Q: Is there anything you would like to say, besides what we have already asked
you?

A: Well, nothing other than it's a real scary issue, one that I don't think there
are any quick or easy answers to. It's one that society has got to start addrt:ssing,
based upon what I'm reading about the estimates of the number of us that are going
to have this thing, heterosexuals and so forth, over the next few years. It's the most
pressing medical problem we have today, and probably the most pressing medical
problem that we have worldwide.

Interview conducted by Dr. Dale Masi with Caitlin Ryan,
Social Worker, Director, AIDS Policy Center, George
Washington University

Q: What do you see as the main issues for the EAP professionals?
A: • The family members of the employees with AIDS or the employees who

have family members at home with AIDS are under a great deal of stress;
they tell no one. Frequently one will hear about "my friend, my neighbor
has this problem," being afraid to say, "my husband," etc.

• EAPs must deal with the clinical issue of abused people who become infected,
through rape, incest, etc.

• EAPs must be in grief, loss, or bereavement counseling, especially for the
managers and co-workers coping with the loss of AIDS affected employees.

• Homophobia is an issue especially with the male EAP workers. They resist
the problems of AIDS in the workplace and surrounding issues. They must
confront and educate themselves to diagnose and counsel effectively those
employees dealing with AIDS.

• EAPs need to learn how to take the sexual history of a client, and to analyze
it in assessing risk behavior.

• EAPs must be ready to handle employees who will come forward for testing,
appropriate counseling, etc. EAPs must educate themselves about alternative
and anonymous testing.

• Drug treatment centers are currently AIDS unaware to EAPs need to work
closely with centers when referring.

Q: What are the issues for education in the workplace?
A: • There is no on-going education for AIDS in the workplace. Those that were

trained are not retrained or continually updated.
• Employees are not talking about their feelings in these education sessions.
• Fear is prevalent in the workplace, especially in the health-care settings.

Support and education are needed for all workers. Training for these workers
emphasizes the patient, however, not the worker. Burnout is also a prevalent
Issue.

..
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Note: Caitlin Ryan has trained 45,000 employees on the subject of AIDS
in the workplace. Two days after the interview, she left for a tour as a
Fulbright awardee to study AIDS in Korea. When asked for the reasons
behind this trip, she explained that because of the low incidence of AIDS
in the Far East, it is the last part of the world where preventive education
can still take place.

Excerpts from Interview conducted by Dr. Dale Masi and
Robin Masi with Dr. Daniel Reardon, Dentist

Up until two years ago, there had been no incidence of a dentist being infected
through the dental workplace. Currently, there is now one infected dental worker.
My staff has accepted that cross-infection is minimal.

As of 1987 the CDC came out with recommended procedures for the workplace.
They include wearing gloves, safety goggles, and face masks, slowing down and
taking extra care in the normal hygiene procedures. After each patient, the hygienist
cleans and sterilizes any areas as well as instruments where bloodspill may have
occurred. In addition, one has to be slower in the actual dental procedures. There
is risk of infecting oneself with sharp instruments; therefore, it is necessary to slow
down during patient care.

I have been treating patients with AIDS all along. My first AIDS patient died in
1982. I continue to treat patients with AIDS, so far I've treated ten. I treat them
myself, in a surgically sterile room. Due to the increase in the time necessary for
the hygiene procedures, my daily patient rate decreased from 13, to 11, to its current
rate of 7 patients per day. This is due to the extensive sterilization and cleaning
necessary after each patient. Because of this decrease in patient load and the caring
for dental patients with AIDS, I found it necessary to send out an explanatory letter
to all my patients. The letter explains the CDC procedures to assuage concerned
patients, as well as discusses the necessity for the increase in my fees:

Dear Patient:

Over the past eight years, the Centers for Disease Control, commonly called the
CDC, has recommended specific measures to be taken to protect patients and staff
from exposure and infection from the HIV virus. These measures are recommended
to eliminate the risk of exposure from other bacteria and viruses as well. Since
exposure to the HIV virus carries with it the possibility of a fatal consequence, the
implementation of these measures has been viewed by me and my staff as absolutely
mandatory.

As the CDC recommends measures, our office implements them. In order to carry
out these measures, we have had to decrease our patient flow, especially in our
hygiene department. It takes time to do these measures carefully. Thus, we have
decreased our patient flow from 11 to 13 patients per day to 7.

Correspondingly, we are increasing the fees for this service from $47 to $60 to
reflect the cost involved for careful sterilization procedures.

We know that everyone in our practice is fully aware of what is happening in
our society, and we feel that our patients appreciate our concern for their safety
and security, and are grateful for the measures that we have implemented.
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Interview conducted by Dr. Dale Masi and Robin Masi with
B.]. Stiles, President, National Leadership Coalition on AIDS

The National Leadership Coalition on AIDS was established in May 1987 because
of the growing recognition that no single segment of our society can marshal the
resources required to respond to the fears and help individuals and society cope
with the burdens of AIDS. The goal of the National Leadership Coalition is to bring
together the collective resources of the private sector-corporate, nonprofit, and
charitable-to respond to the AIDS crisis. The Coalition focuses primarily on how
AIDS affects the business and labor segments of the private sector. Composed of
major corporations, labor, trade and professional associations, and key civic, vol-
untary, religious, gay, and ethnic groups, the National Leadership Coalition reflects
the diversity of american society.

Points for consideration from interview with B. J. Stiles:

• Concerning the future impact of AIDS in the workplace: There is the potential
for a huge volume of employees affected by the AIDS virus. Current estimates put
the Hl'V-positive asymptomatic estimates at 650,000. Small-and medium- sized
businesses will be especially hard hit.

• Concerning the drastic implications of AIDS for the workplace: We are only now
talking about the future of these upwardly mobile, very valuable, productive
individuals, who are in their 30s and 40s who are major assets to their companies.

• Regarding new issues for case management: With the advent of AZT and the life-
prolonging aspects it provides for the HIV-positive employee, what will be the
case management system for the currently infected 650,000 HIV-positive, asymp-
tomatic individuals?

• Regarding confidentiality in the workplace of the AIDS-infected employee: How will
confidentiality be maintained? How well prepared are most managers to understand
how to deal legally and confidentially with an infected employee?

• Concerning professions and their response to AIDS: The EAP system is not on
board with the epidemic. The legal profession is also not on board. They must
advise managers/supervisors, etc. what to do with the AIDS issue in the workplace.
However, most are reluctant to go on the offense.

• As for the future: The decade ahead is going to be complex, costly, horrendous.
We're just getting started, Don't get tired of AIDS. This is and will be an ongoing
workplace and societal issue.

Interview conducted by Dr. Dale Masi and Robin Masi with
Dr. Michael Irwin, Director, Health Services Department, The
World Bank

Q: Regarding the material that you wrote for the United Nations on sending their
employees overseas, could this apply to the private sector? (see Chapter 6 for Dr.
Irwin's circulars to the UN population regarding overseas travel.)
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A: If you're talking about the big groups with services overseas, yes, it will apply.
IBM and Mobil will have physicians that can plug into the existing local health-
care system easily. However, if smaller companies are sending employees overseas,
with no service network, they are not plugged into the local medical service system.
Therefore, different measures must be taken. If the company has employees who
live overseas then they are using and have researched the local health facilities.
However, the smaller companies must educate and prepare their employees differ-
ently than their larger counterparts.

Q: How would this education be different?

A: It would be different depending on the country one is traveling to and the
length of stay.

Q: SO, are you saying that different parts of the world need to be looked at
differently?

A: Yes. For example, practically everywhere in Africa, medical services have gone
downhill. However, in Haiti, they are going up.

Q: What about the Mideast?

A: The Mideast has adopted a medieval approach. They have a quarantine outlook
with regard to AIDS. For example, the government of Saudi Arabia wants a doctor's
note from every overseas traveler that they are HIV negative. In addition, the in-
formation is poor about incidence of AIDS, and vast underreporting is likely.

Q: How is the United Nations medical network set up?

A: We have 550 UN examining physicians with a contract to provide services for
the UN family. There are offices in 125 countries with local and expatriate staff.
The head of these offices call upon the local physicians for services provided.

Q: What kind of education does the United Nations provide to employees traveling
overseas?

A: In the United Nations family, all travelers examined by our medical services
are asked and screened for four-five [medical] conditions that they might fit into.
They include the condition of being in a high-risk category for AIDS. If the employee
answers yes to the high-risk condition, we then ask if they've checked with their
own physician if it is appropriate to be traveling overseas. Just as we would ask the
employee who answered yes to questions about cardiac difficulty. Then, we advise
all employees to observe the following points if they are going to developing coun-
tries, such as Africa:

1. They must not use any needle unless they are going to a United Nations approved physician.
We give our employees needles and syringes, and include a note for customs officials for
security.

2. If there is a bad auto accident, and there must be a blood transfusion, we inform them that
as of the last six months capital cities are testing for HIV. If they are in a noncapital city,
we then evacuate them to a safe medical facility for treatment.

3. There is a discussion during the examination about condoms and our high recommendation
of their use.
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Q: How does the United Nations educate the family members of the employees
traveling overseas?

A: Spouses are encouraged to be present in talks about AIDS and, hopefully, that
information will be filtered to their kids. Often, we will have separate discussions
for the spouses, because same-sex instructors were found to be more effective. We
do not test the spouses and family members of the employees traveling overseas.

Q: What would be your advice to companies without the medical services network
of the United Nations or the large U.S. corporations sending employees overseas?

A: To contact the United States or British Embassy with any questions about
health care, local physicians, etc. I would not recommend relying on the hotel one
is staying in.

Q: How does the United Nations handle the issue of testing for HIV-positive
status among their employees and recruits?

A: The United Nations does not believe in outright testing of their employees.
However, if through the routine examinations, and sensitive screening by the medical
services staff, a recruit's HIV status is revealed as positive, we will not recruit that
individual. Just as we would not recruit an individual with cardiac trouble until
their condition was proved to be stabilized. The United Nations hires for life, and
if we cannot guarantee that these recruits with life-threatening conditions are sta-
bilized, they will not be recruited.

If, through the examination, an employee's HIV-positive status is revealed, we
would pick and choose where we would station that employee. We would not send
them to developing countries, only such places as Geneva, Tokyo, most of Europe,
etc.-eountries whose health facilities are able to manage and not endanger the HIV-
positive employee's health.

The reason for not sending HIV-positive employees to such developing countries
as Africa is that:

1. Immunizations are impossible as it introduces more elements into the system that may
trigger infections which would affect the individual's health.

2. Anti-malarials increase the speed in which infection may spread.

3. HIV-positive individuals are more prone to indigenous diseases.

Q: Is there anything else you would like to add?

A: I would like to emphasize that AIDS is much more serious than we imagine.
Think of how much underreporting we are discovering in this country, and then
imagine how much must be occurring in developing countries. For example, last
year I was involved in organizing a team of soldiers from Uganda to go to Namibia.
The chief physician told me that of these soldiers, 40% were HIV positive. This is
in the military, where strict testing is possible. Imagine in the civilian communities
the rate of infection .... I think we must recognize how serious and underreported
the disease rate is in many developing, and Western, countries.
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Interview conducted by Robin Masi with Maura O'Brien, PhD
in Bioethics/PhiJosophy; former Fulbright scholar at Monash
University's Centre for Human Bioethics, Melbourne,
Australia; and Medical Writer/Producer at the Network for
Continuing Medical Education in Secaucus, New Jersey

Q: What were your reasons for going to Australia?
A: I wanted to focus on the issue of AIDS education, and in 1985 or 1986 there

wasn't much [AIDSeducation] going on in the United States. For my thesis, I wanted
to compare the two approaches. The interesting thing about Australia is that it's a
country very much like ours-English-speaking, similar legal system and, sociopol-
itical issues....

Q: What were some of the issues you found in Australia?
A: What's interesting about Australia, unlike the United States, is that they rec-

ognized very early, about 1984-85, with only a few hundred national cases of AIDS,
the importance of prevention through education. They realized they had no choice
for public health purposes but to have really blunt, direct educational approaches.
They also recognized that although the approach was tinged with moralistic con-
cerns, from the Catholic community, right-to-lifers, and more conservative areas of
the community, they really had to catagorize AIDS as a public health issue, not a
moral issue.

Q: What are the demographics of the Australian AIDS cases?
A: Like the United States, the cases of AIDS early on were found in homosexual

and bisexual men, even more so, 97-98%. A few were related to blood transfusions;
they really did not have heterosexual or IV drug cases early on. Today, there are
approximately 2,000 national AIDS cases in Australia, but 92 % are still diagnosed
in the gay community, and the rest are from blood transfusions. This is confusing
because they developed the test that was made available to screen the virus, and it
was available there in 1985 as in the United States. However, they are still seeing
a lot of people who had blood transfusions before 1985.

Q: How is their blood supply?
A: There aren't any cases of anyone who has received blood recently or after the

screening test was available, so it is safe and has been since 1985.
Q: What is the rate of infection through IV drug use?
A: Even though nationally they only have a small percentage, if you look at the

incidence of cases from five years ago to now, the same thing is happening there
that is happening in the United States: the gay cases are dropping, and the cases of
heterosexuals and IV drug use are rising, even though they're rising slowly.

Q: What did you find they were doing in their workplaces?
A: They weren't doing much that was novel; if anything they looked to approaches

overseas to see how they handled the issues. They had the same problems that we
had of discrimination, confidentiality of test results, lack of services in the workplace,
and stigmatization of AIDS, but they really only started to focus on workplace issues
in 1988-they weren't really pioneers in that area.
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Q: What were their approaches in AIDS education?

A: They were clearly pioneers in this area. Their whole strategy and approach
are different. There are six states and two territories in Australia, and very early on
they developed statewide and territory-wide councils that were independent, one for
Queensland, one for Victoria, etc., to provide AIDS education and support services.
Also early on they established the National AIDS Task Force, which was a big
scientific, medical, research body. There is another National Advisory Committee
on AIDS, called NACAIDS, and they handled more public education, counseling,
support services.

So, early on they used very direct, blunt language and tried to give a somewhat
graphic presentation of what the issues were in everyday language for the public.
Although they did discuss monogamy, they really focused on condoms as the most
realistic option for most Australians.

This is not to say that it [Australia] is this utopia, with a rational approach and
no problems. It's that the people who mattered, the people who are really in charge-
the government officials and the local health authorities who could really let the
issue die or bring it to the forefront----did not put up with a lot of public pressure.
They had to acknowledge the pressure to some extent, but they were very forceful
from the beginning in saying they could respect people's personal feelings, but that
they had a public health issue. They realized that people are going to continue to
engage in unsafe behavior, and in order to prevent the spread of AIDS, they had no
choice but to give everyone the information they need to not spread the virus ....
Not only did they mention condoms as a very realistic option, but they really focused
on them. They didn't just mention them in name only but really went into detail-
how to use them, with pictures and print ads, where to go for more information,
that you have to use water-based lubricants, use them from start to finish. It's
interesting in the United States that condoms are a last resort.

Q: How was this information received?

A: Well, there was still public opposition, but it was more of a minority opposition.
They just never got to the point of being powerful enough to preclude the public
getting this information. The Australian Broadcasting Tribunal, which governs
everything on the airwaves, said in 1987 that it would welcome commercial or
public service announcements on AIDS and condoms, as long as they were "re-
sponsible." So, there were condom ads on television and in magazines. Unlike here,
where we had close to 50,000 cases, and no network television stations would air
condom advertisements because of moral concerns and public pressure. They [the
Australian government] developed all these different methodologies. Rather than
just giving information on television, they had people doing peer work on the street
level, people reaching out to prostitutes, people going to the bathhouses to educate,
comic books for adolescents, health authorities developed AIDS education messages
on beer coasters for the general public, billboards on the highway.

Q: This was all done through the government?

A: For the most part, but there were also local councils that were not government
related that also did a lot of education. But the state and territorial health authorities
and the national commonwealth health departments developed a lot of it. It just
seemed to be a very visible public and government commitment from the beginning.
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Unlike the United States where Reagan, despite this rapidly increasing caseload,
didn't utter the word "AIDS" in public until spring of 1987, and only then because
the third International AIDS Conference was held in Washington, D.C. It came to
the point that if he didn't acknowledge it, it could cause serious political ramifi-
cations. And when he finally did acknowledge it, he didn't focus on education and
counseling or services for people with AIDS, he focused on mandatory screening
for supposed high-risk groups that really weren't, such as immigrants. It's much
more likely that someone coming to the United States would get infected here than
somewhere else, as we have many more cases of AIDS worldwide.

Q: What is Australia's national caseload of AIDS?

A: Nationally, in terms of the numbers, it's not much, but when you consider
that their total population is only 16 million people, and you look at the rate of
AIDS cases proportionately, its a very high disproportionate amount.

A: Is there anything else you would like to add?

Q: The one thing that everyone thinks about when they think of AIDS education
in Australia is the "Grim Reaper" commercial. The national government in 1987
aired this television ad that showed these very frightening-looking grim reapers
bowling for human pins. The point of the commercial was to try to convince everyone
that AIDS could affect everyone and their lives, that it's not just a gay disease. [In
the commercial] they had all these upstanding members of the community literally
being bowled down by these grim reapers, with very ominous music, smoke-it
looked like a horror movie. It was over the top, very extreme. But it was very
interesting to see that it was funded and supported by the national government and
aired without any opposition at all from any of the network television stations. The
strategy behind it was that people had to be literally scared into recognizing that
AIDS could affect them and they had to use this apocalyptic, horror approach to
do it. It was very extreme and had public opposition, but they stood behind it,
followed it up, and maintained that it served its purpose.

Their whole [educational] approach was different in the sense that even though
they had the same concerns and public opposition that we had here, they just never
let that shape the public debate. Whereas in the United States, the surgeon general
and the Department of Health and Human Services sent out the pamphlet to every
home, when they listed safe behavior, they listed mutual monogamy with an un-
infected partner---don't have sex, don't use needles. The approach in Australia is
abstinence and monogamy are fine, but if you cannot live up to that, use condoms.
It's also not "just say no," "don't use drugs," it's "don't share needles." It seemed
like the American debate from the beginning, and still, is somewhat tinged with
these do's and don'ts and moral concerns.

Q: What are the ethical issues for workplaces in the United States in regard to
AIDS?

A: There are some people that think that living with AIDS or with HIV infection-
that whole challenge-somehow tests the moral fiber of the nation. It's a matter of
whether AIDS will be met with compassion or anger in the workplace, whether
people who are ill or have the virus are treated with dignity or as pariahs, in terms
of privacy and their right to function as employees and members of the community.
It's a matter of whether reason will rule or hysteria will rule. One of the most crucial
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issues is the extent to which people with AIDS or HIV infection will find themselves
excluded from employment, health, or life insurance. The problem is often imposed
as an economic one, but it really seems to be at the base a social or moral question.

Early on, it was clear, with a lot of misinformation and hysteria, that employers
would randomly and willfully fire employees who did not necessarily have HIV or
AIDS, but were just perceived that way. In some workplace settings, in order for
some of these people to get health insurance through their workplace, mandatory
testing was required to receive it. Confidentiality safeguards, even though they existed
on paper, were not the rule of the day.

The issue pertains to the health-care system, and whether or not we're going to
create a class of undesirables and uninsurables who really need health care, or
whether as a society, we're going to focus more on equity and try to bear the costs
and the risk of higher health-care costs, proportionately among society.

There's a whole range of ethical issues pertaining to whether an individual should
be tested in the workplace, whether requested by the employer, or for insurance
purposes. The problems are the limitations of the test and its validity; unfortunately,
it can't tell you when you will go on to develop AIDS, if tested positive; therefore,
it's impossible to tell how long an employee can remain performing their work
functions.

The challenge [for the employer] is to say legally and ethically that unless you're
in danger of infecting someone else on the job, which you're not in the case of AIDS,
unless you sleep with someone at work, or share needles with them, we have no
grounds to dismiss you, and in fact, encourage you to be a part of this company
for as long as your disease makes it possible for you to work here.

It just seems absurd that the last time you want to really have to take on the role
of making a public statement, and citing to challenge the bureaucracy, is when
you're infected with the virus, when you're even symptomatic and dying.

There are certain moral rights and responsibilities that a company has in dealing
with AIDS. In terms of the rights, it is incumbent upon the company to seek a
medical opinion, not to make judgments on their own based on life-style or social
factors, but to have concrete medical evidence if an employee with AIDS is medically
fit to work. It is the employer's right to terminate employment when [AIDS victims
are] unable to perform their job function, after reasonable accommodation has been
made to transfer, etc., however, with medical benefits to continue. They also have
a responsibility and a right to discipline co-workers who are steadfast in their refusal
to work with people with AIDS or HIV infection. Often the case is that it's not so
much the employer that has the problem with it [the disease], but from the staff-
people refusing to sit next to them, eat in the same cafeteria, threatening to leave
their jobs.

They also have the right to make pre-employment inquiries, but only if they are
related to the applicant's ability to perform the job. I think they have the right to
ask for antibody testing. I don't think they have the right to require it. But they
should use it only if the results are used for nondiscriminatory purposes-perhaps
to project what kind of benefits this person would need, economic projections the
company would make, or what kind of programs or services they might need. But
they also have a responsibility to provide a safe work environment, to respond to
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employees with AIDS and HIV infection with compassion, sensitivity, and respect,
to provide fair and equitable treatment for those employees.

They also have a responsibility to provide education for all their employees about
AIDS. It's a really smart move, because that's what going to dispel misinformation
and hysteria, when people really see from medical experts from the outside that you
really can't catch it casually. If the government had done a better job early on,
people wouldn't be as ignorant as they still are. They also have a responsibility to
adopt certain policies early on, and to publicize them to the employees. They also
have a responsibility to provide strict procedural safeguards about confidentiality.
Employers also have the responsibility to publicize the appropriate resource de-
partment or group, to develop services for people who are infected, perhaps for
family members, and so on.
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RESOURCES

There are many resources available to provide more information about AIDS and
the workplace. Resources available at the local level would be found through the
local chapter of the American Red Cross, and city, state, or county health depart-
ments. Accurate information pertaining to AIDS, state and local health policies, and
HIV testing sites may be obtained through the local resources and in the resources
listed here. Larger cities have AIDS service agencies that can provide educational
speakers and literature in addition to direct services for people with AIDS. All
addresses and telephone numbers are current as of January 1990.

NAnONAL ORGANIZAnONS

Centers for Disease Control (CDC), Office of Public Inquiries, 1600 Clifton Road,
N.W., Building 1, Room B63, Atlanta, GA 30333, 404-639-3534.

American Red Cross National Headquarters, AIDS Education Program, 17th and
D Street, N.W., Washington, DC 20006, 202-639-3223.

National Institutes of Health (NIH), Building 1, Room 307, Bethesda, MD 20892,
301-496-5787.

U.S. Public Health Service (Surgeon General's Report on AIDS), Public Affairs
Office, Hubert H. Humphrey Building, Room 725-H, 200 Independence Avenue,
S.W., Washington, DC 20201, 202-245-6867.

Pan American Health Organization, World Health Organization (WHO), 525 23rd
Street, N.W., Room A108, Washington, DC 20037, 202-861-3457.

U.S. Conference of Mayors, 1620 Eye Street, N.W., Washington, DC 20001,202-
293-7330.

Planned Parenthood Federation of America, 2010 Massachusetts Avenue,
N.W.,Suite 500, Washington, DC 20036, 202-785-3351.

People with AIDS Coalition, 263A West 19th Street, New York, NY 10011, 212-
532-0290.
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National Lesbian & Gay Health Foundation, P.O. Box 65472, Washington, DC,
20035, 202-797-3708.

Gay Men's Health Crisis, Box 274, 132 West 24th Street, New York, NY 10011
212-807-7517. '

San Francisco AIDS Foundation, 25 Van Ness Avenue, San Francisco, CA 94102
415-864-4376. '

AIDS Project Los Angeles, 7362 Santa Monica Blvd., Los Angeles, CA 90046, 213-
876-AIDS.

AIDS Action Committee, 661 Boylston Street, Boston, MA 02116,617-437-6200.
Minnesota AIDS Project, 2025 Nicollett Avenue, South #200, Minneapolis, MN

55404, 612-870-7773.

AIDS AND THE WORKPLACE RESOURCES

OSHA Information Office, 200 Constitution Ave., S.W., Room N3647, Washington,
DC 20010, 202-523-8148.

National Leadership Coalition on AIDS, Suite 202, 1150 17th Street, N.W., Wash-
ington, DC 20036, 202-429-0930.

Service Employees International Union, A.F.L.-C.I.O., 1313 L Street, N.W., Wash-
ington, DC 20005, 202-898-2300.

Workplace Health Communications Corporation/Institute for Disease Prevention in
the Workplace, 4 Madison Place, Albany, NY 12202, 518-456-1854.

MINORITY AND WOMEN'S ORGANIZA nONS

National Minority AIDS Council, 714 G Street, S.E., Washington, DC 20003, 202-
544-1076.

Minority Task Force on AIDS, New York City Council of Churches, 475 Riverside
Drive, New York, NY 10015, 212-749-1214.

National Coalition of Hispanic Health and Human Service Organizations, 1030
15th Street, N.W., Suite 1053, Washington, DC 20005, 202-371-2100.

National Jewish AIDS Project, 1082 Columbia Road, Suite 32, Washington, DC
20009, 202-387-3097.

Hispanic AIDS Forum, c/o APRED, 853 Broadway, Suite 2007, New York, NY
10003,212-870-1902,212-870-1864.

Haitian Coalition, 50 Court Street, Brooklyn, NY 11201, 718-855-0972.
Mothers of AIDS Patients (MAP), c/o Barbara Peabody, 3403 E Street, San Diego,

CA 92102, 619-544-0430.
AWARE (Women and AIDS), Ward 84, San Francisco General Hospital, 995 Potrero

Avenue, San Francisco, CA 94110, 415-476-4091.
Stuyvesant Polyclinic, Women and AIDS Counseling Group, 137 Second Avenue,

New York, NY 10003, 212-674-0267.
Women and AIDS Project, 1209 Decater Street, N.W., Washington, DC 20011,

202-387-4898.
Women's AIDS Resource Network (WARN), P.O. Box 020525, New York, NY

11202,718-596-6007.
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HEMOPHILIAC AIDS ORGANIZA nONS

World Hemophilia AIDS Center, 2400 S. Flower Street, Los Angeles, CA 90007,
213-742-1357.

National Hemophilia Foundation, Resource and Consultation Center for AIDS/HIV
Infection, 110 Greene Street, New York, NY 10012,212-219-8180.

HOTLINES

National Gay and Lesbian Crisis Line
National STD Hotline/American Social Health Assn.
Public Health Service AIDS Hotline

800-767-4297
800-227-8922
800-342-AIDS
800-342-2437

National Hotlines

State Hotlines

Alabama 800-455-3741
Alaska 800-478-2437
Arizona 800-334-1540
Arkansas 800-445-7720
California

Northern 800-FOR-AIDS
Southern 800-922-AIDS

Colorado 303-331-8305
Connecticut 203-566-1157
Delaware 302-995-8422
District of Columbia 202-332-AIDS
Florida 800-FLA-AIDS
Georgia 800-551-2728
Hawaii 808-922-1313
Idaho 208-334-5944
Illinois 800-AID-AIDS
Indiana 317-633-8406
Iowa 800-532-3301
Kansas 800-232-0400
Kentucky 800-654-AIDS
Louisiana 800-992-4379
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Maine 800-551-AIDS
Maryland 800-638-6252
Massachusetts 800-235-2331
Minnesota 800-248-AIDS
Mississippi 800-826-2961
Montana 406-252-1212
Nebraska 800-782-2437
Nevada

Reno 702-329-AIDS
Las Vegas 702-383-1393

New Jersey 800-624-2377
New Mexico 505-827-0006
New York 800-462-1884
North Carolina 919-733-7301
North Dakota 800-592-1861
Ohio 800-332-AIDS
Oklahoma 405-271-6434
Oregon 503-229-5792
Pennsylvania 800-692-7254
Rhode Island 402-227-6502
South Carolina 800-332-AIDS
South Dakota 800-472-2180
Tennessee 800-342-AIDS
Texas

Dallas 214-559-AIDS
Houston 713-524-AIDS

Utah 800-843-9388
Vermont 800-882-AIDS
West Virginia 800-642-8244
Wisconsin 800-334-AIDS
Wyoming 307-777-7953

NATIONAL RESOURCE SERVICE DIRECTORIES

Educational and informational material regarding HIV and full-blown AIDS may
be obtained through these services. The procedure calls for an interested party to
receive a summary of their available information, and then relevant materials will
be forwarded.
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American Foundation for AIDS Research (AMFAR), 1515 Broadway, 36th Floor,
New York, NY 10036, 212-719-0033.

National AIDS Information Clearinghouse, U.S. Dept. of Health and Human Ser-
vices, P.O. Box 6003, Rockville, MD 20850,1-800-458-5231 (multiple copies),
1-800-342-AIDS (single copies), 1-800-344-SIDA (Spanish speaking), 1-800-
AIDS- TIY (TDDrrTY) (deaf and hard of hearing).

INTERNATIONAL RESOURCES

Australia/New Zealand

National AIDS Coordinating Committee, Commonwealth Department of Health,
P.O. Box 100, Woden, 06, Australia.

Victorian AIDS Council, P.O. Box 174 Richmond, Melbourne 3121, Australia.
New Zealand AIDS Foundation, Auckland Hospital, Auckland, New Zealand.

Canada

AIDS Vancouver, 1033 Davie Street, Vancouver, B.C.
AIDS Committee of Toronto, 556 Church Street, Toronto, Ontario.
Centre town Community Resources, 100 Argyle Avenue, Ottawa, Ontario.
Comite SIDA du Quebec, 3757 rue Prud'homme, Montreal, Quebec.

Europe

Terrence Higgins Trust, BM AIDS, London, WCIN, England.
AIDS Policy Coordination, Burgo GVO, Prins Hendricklaan 12, 1075 BB Amster-

dam, Holland.
Deutsch AIDS-Hilfe, Neibuhrstrasse 71, 1000 Berlin 12, West Germany.
SIDA STUDI, Bruc, 26, prol, 08010 Barcelona, Spain.

Mexico

CONA SIDA, Ministry of Health, Mexico, D.F.

Puerto Rico

Fundacion AIDS de Puerto Rico, Call Box AIDS, Louisa Street Station, San Juan,
P.R. 00914.

VIDEOTAPED MATERIAL ON AIDS FOR THE WORKPLACE

Videotapes are available through the local AIDS agencies or the Red Cross.

"Bill: A Special Story," Council on Foundations, 1828 L Street, N.W., Washington,
DC 20036, 202-466-6512.
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"A Letter from Brian," American Foundation for AIDS Research, Ambrosia Home
Video Publishing, Dept. 1087,381 Park Ave., Suite 1601, New York, NY 10016,
800-526-4663.

"Beyond Fear," Produced by the American Red Cross.
"Don't Forget Sherrie" (provides information for blacks and urban youth) Contact

the American Red Cross.
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GLOBAL PROGRAM ON AIDS
Statement from the Consultation on AIDSand the
Workplace, Geneva, June 27-29, 1988-World

Health Organization in Association with International
Labour Office

A Consultation on AIDS and the Workplace was convened in Geneva by the World
Health Organization's Global Programme on AIDS (GPA) in association with
WHO's Office of Occupational Health and the International Labour Office (ILO),
June 27-29, 1988. Some 36 participants from 18 countries attended, including
representatives of government, union, business, public health, medical, legal and
health education.

Three themes were addressed by the Consultation:

• Risk factors associated with HIV infection in the workplace;

Responses by business and workers to HIV/AIDS; and

• Use of the workplace for health education activities.

The Consultation developed the following consensus statement:

I. General Statement
Infection with the human immunodeficiency virus (HIV) and the acquired im-

munodeficiency syndrome (AIDS) represents an urgent worldwide problem with
broad social, cultural, economic, political, ethical and legal dimensions and impact.
National and international AIDS prevention and control efforts have called upon
the entire range of health and social services. In this process, in many countries,
HIV/AIDS prevention and control problems and efforts have highlighted the weak-
nesses, inequities and imbalances in existing health and social systems. Therefore,
in combatting AIDS, an opportunity exists to re-examine and evaluate existing
systems as well as assumptions and relationships.
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Today there are 2.3 billion economically active people in the world. The workplace
plays a central role in the lives of people everywhere. A consideration of HIVIAIDS
and the workplace will strengthen the capacity to deal effectively with the problem
of HIV/AIDS at the local, national and international levels.

In addition, concern about the spread of HIVIAIDS provides an opportunity to
re-examine the workplace environment. It provides workers, employers and their
organizations, and where appropriate, governmental agencies and other organiza-
tions, with an opportunity to create an atmosphere conducive to caring for and
promoting the health of all workers. This may involve a range of issues and concerns,
not only individual behavior, but also addresses matters of collective responsibility.
It provides an opportunity to re-examine working relationships in a way that pro-
motes human rights and dignity, ensures freedom from discrimination and stig-
matization, and improves working practices and procedures.

II. Introduction
Epidemiological studies from throughout the world have demonstrated that the

human immunodeficiency virus (HIV) is transmitted in only 3 ways:

(a) through sexual intercourse (including semen donation);

(b) through blood (principally blood transfusions and non-sterile injection equipment; also
includes organ or tissue transplant);

(c) from infected mother to infant (perinatal transmission).

There is no evidence to suggest that HIV transmission involves insects, food, water,
sneezing, coughing, toilets, urine, swimming pools, sweat, tears, shared eating and
drinking utensils or other items such as protective clothing or telephones. There is
no evidence to suggest that HIV can be transmitted by casual, person-to-person
contact in any setting.

HIV infection and AIDS (HIVIAIDS) are global problems. At any point in time,
the majority of HIV-infected persons are healthy; over time, they may develop AIDS
or other HIV-related conditions or they may remain healthy. It is estimated that
approximately 90% of the 5-10 million HIV-infected persons worldwide are in the
economically productive age-group. Therefore, it is natural that questions are asked
about the implications of HIVIAIDS for the workplace.

In the vast majority of occupations and occupational settings, work does not
involve a risk of acquiring or transmitting HIV between workers, from worker to
client, or from client to worker. This document deals with workers who are employed
in these occupations. Another consultation to be organized by the WHO Global
Programme on AIDS will consider those occupations or occupational situations,
such as health workers, in which a recognized risk of acquiring or transmitting HIV
may occur.

The purpose of this document is to provide guidance for those considering issues
raised by HIV/AIDS and the workplace. Such consideration may involve review of
existing health policies or development of new ones. This document focuses upon
the basic principles and core components of policies regarding HIVIAIDS and the
workplace.

By addressing the issues raised by HIVIAIDS and the workplace, workers, em-
ployers and governments will be able to contribute actively to local, national and
international efforts to prevent and control AIDS, in accordance with WHO's Global
AIDS Strategy.
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III. Policy Principles
Protection of the human rights and dignity of HIV-infected persons, including

persons with AIDS, is essential to the prevention and control of HIVIAIDS. Workers
with HIV infection who are healthy should be treated the same as any other worker.
Workers with Hl'V-related illness, including AIDS, should be treated the same as
any other worker with an illness.

Most people with HIV/AIDS want to continue working, which enhances their
physical and mental well-being and they should be entitled to do so. They should
be enabled to contribute their creativity and productivity in a supportive occupa-
tional setting.

The World Health Assembly resolution (WHA41.24) entitled "Avoidance of dis-
crimination in relation to HIV-infected people and people with AIDS" urges Member
States:

"(1) to foster a spirit of understanding and compassion for HIV-infected people and people
with AIDS ... ;

(2) to protect the human rights and dignity of HIV-infected people and people with AIDS
and to avoid discriminatory action against, and stigmatization of them in the provision,
services, employment and travel;

(3) to ensure the confidentiality of HIV testing and to promote the availability of confidential
counselling and other support services."

The approach taken to HIVIAIDS and the workplace must take into account the
existing social and legal context, as well as national health policies and the Global
AIDS Strategy.

IV. Policy Development and Implementation
Consistent policies and procedures should be developed at national and enterprise

levels through consultations between workers, employers and their organizations,
and where appropriate, governmental agencies and other organizations. It is rec-
ommended that such policies be developed and implemented before HIV-related
questions arise in the workplace. Policy development and implementation is a dy-
namic process, not a static event. Therefore, HIV/AIDS workplace policies should
be:

(a) communicated to all concerned;

(b) continually reviewed in the light of epidemiological and other scientific information;

(c) monitored for their successful implementation;

(d) evaluated for their effectiveness.

V. Policy components
A. Persons applying for employment: Pre-employment HIVIAIDS screening as

part of the assessment of fitness to work is unnecessary and should not be
required. Screening of this kind refers to direct methods (HIV testing) or
indirect methods (assessment of risk behaviours) or to questions about HIV
tests already taken. Pre-employment HIV/AIDS screening for insurance or
other purposes raises serious concerns about discrimination and merits close
and further scrutiny.
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B. Persons in employment:

1. HIVIAIDS screening: HIV/AIDS screening, whether direct (HIV testing),
indirect (assessment or risk behaviours) or asking questions about tests al-
ready taken, should not be required.

2. Confidentiality: Confidentiality regarding all medical information, including
HIVIAIDS status, must be maintained.

3. Informing the employer: There should be no obligation of the employee to
inform the employer regarding his or her HIV/AIDS status.

4. Protection of employee: Persons in the workplace affected by, or perceived
to be affected by HIVIAIDS, must be protected from stigmatization and
discrimination by co-workers, unions, employers or clients. Information and
education are essential to maintain the climate of mutual understanding
necessary to ensure this protection.

5. Access to services for employees: Employees and their families should have
access to information and educational programmes on HIVIAIDS, as well
as to relevant counselling and appropriate referral.

6. Benefits: HIV-infected employees should not be discriminated against, in-
cluding access to and receipt of standard social security benefits and occu-
pationally related benefits.

7. Reasonable changes in working arrangements: HIV infection by itself is not
associated with any limitation in fitness to work. If fitness to work is impaired
by HIV-related illness, reasonable alternative working arrangements should
be made.

8. Continuation of employment relationship: HIV infection is not a cause for
termination of employment. As with many other illnesses, persons with HIV-
related illnesses should be able to work as long as medically fit for available,
appropriate work.

9. First aid: In any situation requiring first aid in the workplace, precautions
need to be taken to reduce the risk of transmitting blood-borne infections,
including hepatitis B. These standard precautions will be equally effective
against HIV transmission.
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UPDATE: UNIVERSAL PRECAUTIONS
FOR PREVENTION OF

TRANSMISSION OF HUMAN
IMMUNODEFICIENCY VIRUS,

HEPATITIS B VIRUS, AND OTHER
BLOODBORNE PATHOGENS IN

HEALTH-CARE SETTINGS

INTRODUCTION

The purpose of this report is to clarify and supplement the CDC publication
entitled "Recommendations for Prevention of HIV Transmission in Health-Care
Settings." (The August 1987 publication should be consulted for general information
and specific recommendations not addressed in this update.)!

In 1983, CDC published a document entitled "Guideline for Isolation Precautions
in Hospitals?" that contained a section entitled "Blood and Body Fluid Precautions."
The recommendations in this section called for blood and body fluid precautions
when a patient was known or suspected to be infected with bloodborne pathogens.
In August 1987, CDC published a document entitled "Recommendations for Pre-
vention of HIV Transmission in Health-Care Settings.'" In contrast to the 1983
document, the 1987 document recommended that blood and body fluid precautions
be consistently used for all patients regardless of their bloodborne infection status.
This extension of blood and body fluid precautions to all patients is referred to as
"Universal precautions," blood and certain body fluids of all patients are considered
potentially infectious for human immunodeficiency virus (HIV), hepatitis B virus
(HBV), and other bloodborne pathogens.

Universal precautions are intended to prevent parenteral, mucous membrane, and
nonintact skin exposures of health-care workers to bloodborne pathogens. In ad-
dition, immunization with HBV vaccine is recommended as an important adjunct
to universal precautions for health-care workers who have exposures to blood.':"

Since the recommendations for universal precautions were published in August
1987, CEC and the Food and Drug Administration (FDA) have received requests
for clarification of the following issues: (1) body fluids to which universal precautions
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apply, (2) use of protective barriers, (3) use of gloves for phlebotomy, (4) selection
of gloves for use while observing universal precautions, and (5) need for making
changes in waste management programs as a result of adopting universal precautions.

BODY FLUIDS TO WHICH UNIVERSAL PRECAUTIONS APPLY

Universal precautions apply to blood and to other body fluids containing visible
blood. Occupational transmission of HIV and HBV to health-care workers by blood
is documented.":' Blood is the single most important source of HIV, HBV, and other
bloodborne pathogens in the occupational setting, Infection control efforts for HIV,
HBV, and other bloodborne pathogens must focus on preventing exposures to blood
as well as on delivery of HBV immunization.

Universal precautions also apply to semen and vaginal secretions. Although both
of these fluids have been implicated in the sexual transmission of HIV and HBV,
they have not been implicated in occupational transmission from patient to health-
care worker. This observation is not unexpected, since exposure to semen in the
usual health-care setting is limited, and the routine practice of wearing gloves for
performing vaginal examinations protects health-care workers from exposure to
potentially infectious vaginal secretions.

Universal precautions also apply to tissues and to the following fluids: cerebro-
spinal fluid (CSF), synovial fluid, pleural fluid, peritoneal fluid, pericardial fluid, and
amniotic fluid. The risk of transmission of HIV and HBV from these fluids is un-
known; epidemiologic studies in the health-care and community setting are currently
inadequate to assess the potential risk to health-care workers from occupational
exposures to them. However, HIV has been isolated from CSF, synovial, and am-
niotic fluid,":" and HBsAg has been detected in synovial fluid, amniotic fluid, and
peritoneal fluid!-ll One case of HIV transmission was reported after a percutaneous
exposure to bloody pleural fluid obtained by needle aspiration." Whereas aseptic
procedures used to obtain these fluids for diagnostic or therapeutic purposes protect
health-care workers from skin exposures, they cannot prevent penetrating injuries
due to contaminated needles or other sharp instruments.

BODY FLUIDS TO WHICH UNIVERSAL PRECAUTIONS DO
NOT APPLY

Universal precautions do not apply to feces, nasal secretions, sputum, sweat, tears,
urine, and vomitus unless they contain visible blood. The risk of transmission of
HIV and HBV from these fluids and materials is extremely low or nonexistent. HIV
has been isolated and HBsAg has been demonstrated in some of these fluids; however,
epidemiologic studies in the health-care and community setting have not implicated
these fluids or materials in the transmission of HIV and HBV infections.":" Some
of the above fluids and excretions represent a potential source for nosocomial and
community-acquired infections with other pathogens, and recommendations for
preventing the transmission of nonbloodborne pathogens have been published.'
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PRECAUTIONS FOR OTHER BODY FLUIDS IN SPECIAL SETTINGS

Human breast milk has been implicated in perinatal transmission of HIV, and
HBsAg has been found in the milk of mothers infected with HBV. [0.13 However,
occupational exposure to human breast milk has not been implicated in the trans-
mission of HIV nor HBV infection to health-care workers. Moreover, the health-
care worker will not have the same type of intensive exposure to breast milk as the
nursing neonate. Whereas universal precautions do not apply to human breast milk,
gloves may be worn by health-care workers in situations where exposures to breast
milk might be frequent, for example, in breast milk banking.

Saliva of some persons infected with HBV has been shown to contain HBV-DNA
at concentrations 111,000 to 1110,000 of that found in the infected person's serum. IS

HBsAg-positive saliva has been shown to be infectious when injected into experi-
mental animals and in human bite exposures.16-18 However, HBsAg-positive saliva
has not been shown to be infectious when applied to oral mucous membranes in
experimental primate studies" or through contamination of musical instruments or
cardiopulmonary resuscitation dummies used by HBV carriers. [9.20Epidemiologic
studies of ronsexual household contacts of HIV-infected patients, including several
small series in which HIV transmission failed to occur after bites or after percuta-
neous inoculation or contamination of cuts and open wounds with saliva from HIV-
infected patients, suggest that the potential for salivary transmission of HIV is
remote.5.1J.14.21.22One case report from Germany has suggested the possibility of
transmission of HIV in a household setting from an infected child to a sibling through
a human bite." The bite did not break the skin or result in bleeding. Since the date
of seroconversion to HIV was not known for either child in this case, evidence for
the role of saliva in the transmission of virus is unclear;" Another case report
suggested the possibility of transmission of HIV from husband to wife by contact
with saliva during kissing." However, follow-up studies did not confirm HIV in-
fection in the wife."

Universal precautions do not apply to saliva. General infection control practices
already in existence-including the use of gloves for digital examination of mucous
membranes and endotracheal suctioning, and handwashing after exposure to sa-
liva-should further minimize the minute risk, if any, for salivary transmission of
HIV and HBV.I•25 Gloves need not be worn when feeding patients and when wiping
saliva from skin.

Special precautions, however, are recommended for dentistry.' Occupationally
acquired infection with HBV in dental workers has been documented: and two
possible cases of occupationally acquired HIV infection involving dentists have been
reported.':" During dental procedures, contamination of saliva with blood is pre-
dictable, trauma to health-care workers' hands is common, and blood spattering
may occur. Infection control precautions for dentistry minimize the potential for
nonintact skin and mucous membrane contact of dental health-care workers to blood-
contaminated saliva of patients. In addition, the use of gloves for oral examinations
and treatment in the dental setting may also protect the patient's oral mucous
membranes from exposures to blood, which may occur from breaks in the skin of
dental workers' hands.
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USE OF PROTECTIVE BARRIERS

Protective barriers reduce the risk of exposure of the health-care worker's skin
or mucous membranes to potentially infective materials. For universal precautions,
protective barriers reduce the risk of exposure to blood, body fluids containing
visible blood, and other fluids to which universal precautions apply. Examples of
protective barriers include gloves, gowns, masks, and protective eyewear. Gloves
should reduce the incidence of contamination of hands, but they cannot prevent
penetrating injuries due to needles or other sharp instruments. Masks and protective
eyewear or face shields should reduce the incidence of contamination of mucous
membranes of the mouth, nose, and eyes.

Universal precautions are intended to supplement rather than replace recommen-
dations for routine infection control, such as handwashing and using gloves to
prevent gross microbial contamination of hands." Because specifying the types of
barriers needed for every possible clinical situation is impractical, some judgment
must be exercised.

The risk of nosocomial transmission of HIV, HBV, and other bloodborne path-
ogens can be minimized if health-care workers use the following general guidelines
(the August 1987 publication should be consulted for general information and
specific recommendations not addressed in this update):

1. Take care to prevent injuries when using needles, scalpels, and other sharp instruments or
devices; when handling sharp instruments after procedures; when cleaning used instruments;
and when disposing of used needles. Do not recap used needles by hand; do not remove
used needles from disposable syringes by hand; and do not bend, break or otherwise
manipulate used needles by hand. Place used disposable syringes and needles, scalpel blades,
and other sharp items in puncture-resistant containers for disposal. Locate the puncture-
resistant containers as close to the use area as is practical.

2. Use protective barriers to prevent exposure to blood, body fluids containing visible blood,
and other fluids to which universal precautions apply. The type of protective barrier(s)
should be appropriate for the procedure being performed and the type of exposure antic-
ipated.

3. Immediately and thoroughly wash hands and other skin surfaces that are contaminated
with blood, body fluids containing visible blood, or other body fluids to which universal
precautions apply.

GLOVE USE FOR PHLEBOTOMY
Gloves should reduce the incidence of blood contamination of hands during phle-

botomy (drawing blood samples), but they cannot prevent penetrating injuries caused
by needles or other sharp instruments. The likelihood of hand contamination with
blood containing HIV, HBV, or other bloodborne pathogens during phlebotomy
depends on several factors: (1) The skill and technique of the health-care worker,
(2) the frequency with which the health-care worker performs the procedure (other
factors being equal, the cumulative risk of blood exposure is higher for a health-
care worker who performs more procedures), (3) whether the procedure occurs in
a routine or emergency situation (where blood contact may be more likely), and (4)
the prevalence of infection with bloodborne pathogens in the patient population.
The likelihood of infection after skin exposure to blood containing HIV or HBV
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will depend on the concentration of virus (viral concentration is much higher for
hepatitis B than for HIV), the duration of contact, the presence of skin lesions on
the hands of the health-care worker, and for HBV-the immune status of the health-
care worker. Although not accurately quantified, the risk of HIV infection following
intact skin contact with infective blood is certainly much less than the 0.5% risk
following percutaneous needlestick exposures.' In universal precautions, all blood
is assumed to be potentially infective for bloodborne pathogens, but in certain
settings (e.g., volunteer blood-donation centers) the prevalence of infection with
some bloodborne pathogens (e.g., HIV, HBV) is known to b- very low. Some
institutions have relaxed recommendations for using gloves for phlebotomy pro-
cedures by skilled phlebotomists in settings where the prevalence of blood borne
pathogens is known to be very low.

Institutions that judge that routine gloving for all phlebotomies is not necessary
should periodically reevaluate their policy. Gloves should always be available to
health-care workers who wish to use them for phlebotomy. In addition, the following
general guidelines apply:

1. Use gloves for performing phlebotomy when the health-care worker has cuts, scratches, or
other breaks in his/her skin.

2. Use gloves in situations where the health-care worker judges that hand contamination with
blood may occur, for example, when performing phlebotomy on an uncooperative patient.

3. Use gloves for performing finger and/or heel sticks on infants and children.

4. Use gloves when persons are receiving training in phlebotomy.

SELECTION OF GLOVES

The Center for Devices and Radiological Health, FDA, has responsibility for
regulating the medical glove industry. Medical gloves include those marketed as
sterile surgical or nonsterile examination gloves made of vinyl or latex. General
purpose utility ("rubber") gloves are also used in the health-care setting, but they
are not regulated by FDA since they are not promoted for medical use. There are
no reported differences in barrier effectiveness between intact latex and intact vinyl
used to manufacture gloves. Thus, the type of gloves selected should be appropriate
for the task being performed.

The following general guidelines are recommended:

1. Use sterile gloves for procedures involving contact with normally sterile areas of the body.

2. Use examination gloves for procedures involving contact with mucous membranes, unless
otherwise indicated, and for other patient care or diagnostic procedures that do not require
the use of sterile gloves.

3. Change gloves between patient contacts.

4. Do not wash or disinfect surgical or examination gloves for reuse. Washing with surfactants
may cause "wicking," i.e., the enhanced penetration of liquids through undetected holes
in the glove. Disinfecting agents may cause deterioration.

5. Use general-purpose utility gloves (e.g., rubber household gloves) for housekeeping chores
involving potential blood contact and for instrument cleaning and decontamination pro-
cedures. Utility gloves may be decontaminated and reused but should be discarded if they
are peeling, cracked, or discolored, or if they have punctures, tears, or other evidence of
deterioration.
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WASTE MANAGEMENT

Universal precautions are not intended to change waste management programs
previously recommended by CDC for health-care settings. 1 Policies for defining,
collecting, storing, decontaminating, and disposing of invective waste are generally
determined by institutions in accordance with state and local regulations. Infor-
mation regarding waste management regulations in health-care settings may be
obtained from state or local health departments or agencies responsible for waste
management.

Reported by: Center for Devices and Radiological Health, Food and Drug Admin-
istration. Hospital Infections Program, AIDS Program, and Hepatitis B, Division of
Viral Diseases, Center for Infectious Diseases, National Institute for Occupational
Safety and Health, CDC.

Editorial Note: Implementation of universal precautions does not eliminate the
need for other category- or disease-specific isolation precautions, such as enteric
precautions for infectious diarrhea or isolation for pulmonary ruberculosis.l-' In
addition to universal precautions, detailed precautions have been developed for the
following procedures and/or settings in which prolonged or intensive exposures to
blood occur: invasive procedures, dentistry, autopsies or morticians' services, di-
alysis, and the clinical laboratory. These detailed precautions are found in the August
21, 1987, "Recommendations for Prevention of HIV Transmission in Health-Care
Settings.'" In addition, specific precautions have been developed for research lab-
oratories."

Source: Reprinted by the U.S. Department of Health and Human Services, Public
Health Service, Centers for Disease Control, from Morbidity and Mortality Weekly
Report, June 24, 1988, Vol. 37, No. 24, pp. 337-82, 387-88.
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SUMMARY OF THE AMENDMENT IN
THE NATURE OF A SUBSTITUTE TO

THE AMERICANS WITH
DISABILITIESACT OF 1989

(AUGUST 2, 1989)

FINDINGS, PURPOSE, AND DEFINITIONS

The purpose of the Act is to provide a clear and comprehensive national mandate
to end discrimination against individuals with disabilities; provide enforceable stan-
dards addressing discrimination against individuals with disabilities; and ensure that
the Federal government plays a central role in enforcing these standards on behalf
of individuals with disabilities.

The term "disability" is defined to mean, with respect to an individual-a physical
or mental impairment that substantially limits one or more of the major life activities
of such individual, a record of such an impairment, or being regarded as having
such an impairment. This is the same definition used for purposes of Section 503
and Section 504 of the Rehabilitation Act of 1973 and the recent amendments to
the Fair Housing Act.

TITLE I: EMPLOYMENT

The provisions in Title I of the bill use or incorporate by reference many of the
definitions in Title VII of the Civil Rights Act of 1964 (employee, employer, Com-
mission, person, labor organization, employment agency, joint labor-management
committee, commerce, industry affecting commerce). For the first two years after
the effective date of the Act, only employers with 25 or more employees are covered.
Thereafter, the number goes down to 15.

A "qualified individual with a disability" means an individual with a disability
who, with or without reasonable accommodation, can perform the essential func-
tions of the employment position that such individual holds or desires. This definition
is comparable to the definition used for purposes of Section 504.

Using the Section 504 legal framework as the model, the bill specifies that no
entity covered by the Act shall discriminate against any qualified individual with a
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disability because of such individual's disability in regard to application procedures,
the hiring or discharge of employees and all terms, conditions, and privileges of
employment.

Discrimination includes, for example: limiting, segregating, or classifying a job
application or employee in a way that adversely affects his or her opportunities or
status; participating in contractual or other arrangements that have the effect of
subjecting individuals with disabilities to discrimination; and using criteria or meth-
ods of administration that have a discriminatory effect or perpetuate discrimination
of others subject to common administrative control.

In addition, discrimination includes excluding or denying equal opportunities to
a qualified nondisabled individual because of the known disability of an individual
with whom the qualified individual is known to have a relationship or association.

Discrimination also includes not making reasonable accommodations to the
known limitations of a qualified individual with a disability unless such entity can
demonstrate that the accommodation would impose an undue hardship on the
operation of the business. Discrimination also includes the denial of employment
opportunities because a qualified individual with a disability needs a reasonable
accommodation.

The definition of the term "reasonable accommodation" included in the bill is
comparable to the definition in the Section 504 legal framework. The term includes:
making existing facilities accessible, job restructuring, part-time or modified work
schedules, reassignment to a vacant position, acquisition or modification of equip-
ment or devices, appropriate adjustment or modifications of policies, examinations,
and training materials, the provision of qualified readers and interpreters, and other
similar accommodations.

Discrimination also includes the imposition or application of tests and other
selection criteria that screen out or tend to screen out an individual with a disability
or a class of individuals with disabilities unless the test or other selection criteria is
shown to be job-related for the position in question and is consistent with business
necessity.

The bill also includes the pre-employment inquiries provision from Section 504
which permits employers to make pre-employment inquiries into the ability of an
applicant to perform job-related functions but prohibits inquiries as to whether an
applicant or employee is an individual with a disability or as to the nature or severity
of such disability. Employers are permitted to undertake post-offer/pre-entrance
medical examinations so long as the results are kept confidential, all entering em-
ployees take the examinations, and the results are used only in accordance with the
provisions of the title.

The bill also prohibits employers from conducting or requiring a medical ex-
amination and inquiries as to whether an employee has a disability or the nature
or severity of the disability unless such examination or inquiry is shown to be job-
related and consistent with business necessity.

The bill also specifies several defenses to charges of discrimination under the Act.
First, an employer need not hire an applicant or retain an employee who it shows
has a currently contagious disease or infection that poses a direct threat to the health
or safety of other individuals in the workplace.

With respect to drug addicts and alcoholics, an employer may prohibit the use
of alcohol or illegal drugs at the workplace by all employees; may require that
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employees not be under the influence of alcohol or illegal drugs at the workplace;
may require that employees conform their behavior to requirements established
pursuant to the Drug Free Workplace Act; and may hold a drug user or alcoholic
to the same qualification standards for employment or job performance and behavior
to which it holds other individuals, even if any unsatisfactory performance or be-
havior is related to the drug use or alcoholism of such individual. ...

Consistent with Title VII of the Civil Rights Act of 1964, every covered entity
must post notices in an accessible format describing the applicable provisions of this
Act. The Commission is also directed to promulgate regulations within 1 year in an
accessible format.

The bill incorporates by reference the remedies and procedures set out in Section
706, 707, 709, and Section 710 of Title VII of the Civil Rights Act of 1964.

The effective date of Title I is 24 months after the date of enactment.

TITLE II: PUBLIC SERVICES

Section 504 only applies to entities receiving Federal financial assistance. Title II
of the bill makes all activities of State and local governments subject to the types
of prohibitions against discrimination against a qualified individual with a disability
included in Section 504 (nondiscrimination) and Section 505 (the enforcement pro-
cedures).

A "qualified individual with a disability" means an individual with a disability
who, with or without reasonable modifications to rules, policies, and practices, or
the removal of architectural, communication, and transportation barriers or the
provision of auxiliary aids and services, meets the essential eligibility requirements
for the receipt of services or the participation in programs or activities provided by
a department, agency, special purpose district, or other instrumentality of a State
or a local government ....

The bill directs the Attorney General to promulgate regulations within one year
in an accessible format that implement the provisions generally applicable to state
and local governments. These regulations must be consistent with the coordination
of regulations issued in 1978 that governed the regulations applicable to recipients
of Federal financial assistance, except with respect to "existing facilities" and "com-
munications," in which case the Federally conducted regulations apply.

Within one year from the date of enactment, the Secretary of Transportation is
directed to issue regulations in an accessible format that include standards which
are consistent with minimum guidelines and requirements issued by the Architectural
and Transportation Barriers Compliance Board.

This title takes effect eighteen months from the date of enactment with the ex-
ception of the provision applicable to the purchase of new buses which takes effect
on the date of enactment.

TITLE III: PUBLIC ACCOMMODATIONS AND SERVICES
OPERATED BY PRIVATE ENTITIES

Title III specifies that no individual shall be discriminated against on the basis of
disability in the full and equal enjoyment of the goods, services, facilities, privileges,
advantages, and accommodations of any place of public accommodation.
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The bill lists categories of establishments that are considered public accommo-
dations. The list includes restaurants, hotels, doctors' offices, pharmacists, grocery
stores, museums, and homeless shelters. This list does not include religious insti-
tutions or entities controlled by religious institutions.

The bill includes general and specific categories of discrimination prohibited by
the Act. In general, it is considered discriminatory to subject an individual or class
of individuals, directly or indirectly, on the basis of disability, to any of the following:

(1) denying the opportunity to participate in or benefit from an opportunity;
(2) affording an opportunity that is not equal to that afforded others;
(3) providing an opportunity that is less effective than that provided to others;
(4) providing an opportunity that is different or separate, unless such action is necessary

to provide the individuals with an opportunity that is as effective as that provided to
others; however, an individual with a disability shall not be denied the opportunity to
participate in such programs or activities that are not separate or different.

Further, an entity may not directly or indirectly use standards or criteria or
methods of administration that have the effect of subjecting an individual to dis-
crimination on the basis of disability or perpetuate discrimination by others who
are subject to common administrative control or are agencies of the same State. Nor
can an entity discriminate against an individual because of the known association
of that individual with another individual with a disability.

Specific categories of discrimination include:
• The imposition or application of eligibility criteria that screen out or tend to screen out an

individual with a disability unless such criteria can be shown to be necessary for the provision
of the goods or services being offered.

• A failure to make reasonable modifications in rules and policies and procedures when nec-
essary to afford meaningful opportunity unless the entity can demonstrate that the modifi-
cations would fundamentally alter the nature of the program ....

Examples of discrimination include:
• the imposition or application of eligibility criteria that screen out or tend to screen out an

individual with a disability;
• a failure to make reasonable modifications to criteria, provide auxiliary aids and services,

and remove barriers consistent with the standards set out above; ...

The bill uses the model of title II of the Civil Rights Act of 1964 (injunctive relief)
and includes the pattern and practice authority (including civil penalties) from the
recently enacted Fair Housing Act.

The effect date of this title is 18 months from the date of enactment ....

TITLE V: MISCELLANEOUS PROVISIONS

Title V explains the relationship between Section 504 and this Act and this Act and
State laws that provide greater protections. This title also explains that this bill is not
to be construed as regulating the underwriting, classifying, and administering of in-
surance risks. Title V also includes an anti retaliation provision; a prohibition against
interference, coercion, or intimidation; directs the Architectural and Transportation
Barriers Compliance Board to issue minimum guidelines; and makes it clear that
States are not immune under the 11th Amendment for violations of the Act.

With respect to attorney's fees, the bill specifies that in any action or administrative
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proceeding commenced under the Act, the court, or agency, in its discretion, may
allow the prevailing party, other than the United States, a reasonable attorney's fee,
including litigation expenses, and costs, and the United States shall be liable for the
foregoing the same as a private individual.

"This legislation has been passed as law in 1990.
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OSHA GUIDELINES: PROTECTION
AGAINST OCCUPATIONAL

EXPOSURE TO HEPATITIS B VIRUS
AND HUMAN IMMUNODEFICIENCY

VIRUS

Department of Labor
Office of the Secretary
Joint Advisory Notice; Department of Labor/Department of Health and Human
Services; HBV/HIV

The Department of Labor hereby gives notice of a joint cover letter and Joint
Advisory Notice, entitled "Protection Against Occupational Exposure to Hepatitis
B Virus (HBV) and Human Immunodeficiency Virus (HIV)," which will be mailed
on or about October 30, 1987, to health-care employers throughout the United
States.

The letter and notice are attached hereto and are being mailed to approximately
500,000 employers. Signed at Washington, D.C. this 21st day of October 1987.
Michael E. Baroody, Assistant Secretary for Policy, U.S. Department of Labor.

U.S. Department of Labor
Secretary of Labor
Washington, D.C.

October 30, 1987

Dear Health-Care Employer: We are writing to you about a serious health-care
problem that faces all Americans but is particularly acute for health-care workers.
That problem is potential exposure to hepatitis B virus (HBV), human immune
deficiency virus (HIV), which causes acquired immunodeficiency syndrome (AIDS),
and other blood-borne diseases.

The Centers for Disease Control (CDC), which is part of the U.S. Department of
Health and Human Services (HHS), believes that as many as 18,000 health-care
workers per year may be infected by the HBV. Nearly ten percent of those who
become infected become long-term carriers of the virus and may have to give up
their profession. Several hundred health-care workers will become acutely ill or
jaundiced from hepatitis B, and as many as 300 health-care workers may die annually
as a result of hepatitis B infections or complication.

Infection with the HIV in the workplace represents a small but real hazard to
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health-care workers. Fewer than ten cases have been reported to date, but it is not
clear that these include all such infections. The CDC expects that with 1.5 million
persons now believed to be infected by HIV, the number of AIDS cases in the general
population may grow to as many as 270,000 by 1991 from the 40,000 which had
been reported by August, 1987. The increases in AIDS cases and in the number of
individuals who are infected with the virus will mean an increased potential for
exposure to health-care workers.

Fortunately there are reasonable precautions which can be taken by health-care
workers to prevent exposure to HBV, HIV, and other blood-borne infectious dis-
eases. Precautions for HBV and HIV have been published by the CDC on several
occasions, most recently on June 19, 1987, and on August 21, 1987. The enclosed
advisory notice, entitled "Protection Against Occupational Exposure to Hepatitis B
Virus (HBV) and Human Immunodeficiency Virus (HIV)," reflects many of the
precautions addressed in the CDC guidelines and includes other precautions which
should be considered.

It is the legal responsibility of employers to provide appropriate safeguards for
health-care workers who may be exposed to these dangerous viruses. For that reason,
the Occupational Safety and Health Administration (OSHA) of the U.S. Department
of Labor (DOL) is beginning a program of enforcement to insure that health-care
employers are meeting those needs. OSHA will respond to employee complaints and
conduct other inspections to assure that appropriate measures are being followed.
OSHA is currently enforcing its existing regulations and statutory provisions relating
to the duty of an employer to provide "safe and healthful working conditions."
OSHA is also seeking input about what additional regulatory action may be needed
in Advance Notice of Proposed Rulemaking which will be published in the Federal
Register.

States with approved plans to operate their own occupational safety and health
program enforce standards comparable to the Federal standards and are encouraged
to enforce State counterparts to the General Duty Clause. State plan standards,
unlike Federal standards, apply to state, county, and municipal workers as well as
to private employers.

DOL joins HHS in urging the widest possible adherence to the appropriate pre-
cautions as exemplified by the CDC guidelines and the joint advisory notice. AlI
health-care workers who may be exposed to HBV or HIV should receive training
and should utilize appropriate precautions.

If you have further questions, please contact your State public health department
or OSHA office, or call the Public Health Service National AIDS Hotline, 1-800-
342-AIDS. Every effort will be made to respond to your questions in a timely and
informative manner. Your unions, and professional and trade associations are also
available to answer your questions. We are making every effort to keep alI interested
parties informed.

The dangers of HBV and HIV are very real, but you can prevent or minimize
those dangers for health-care workers through the utilization of the appropriate
precautions recommended by the CDC.

Thank you for your time and consideration.
Very truly yours,
William E. Brock, Secretary of Labor
Otis R. Bowen, M.D., Secretary of Health and Human Services
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DEPARTMENT OF LABOR!
DEPARTMENT OF HEALTH AND

HUMAN SERVICES JOINT ADVISORY
NOTICE: PROTECTION AGAINST
OCCUPATIONAL EXPOSURE TO
HEPATITIS B VIRUS (HBV) AND
HUMAN IMMUNODEFICIENCY·

VIRUS (HN)

I. BACKGROUND

Hepatitis B (previously called serum hepatitis) is the major infectious occupational
health hazard in the health-care industry, and a model for the transmission of blood-
borne pathogens. In 1985 the Centers for Disease Control (CDC) estimated that
there were over 200,000 cases of hepatitis B virus (HBV) infection in the u.s. each
year, leading to 10,000 hospitalizations, 250 deaths due to fulminant hepatitis, 4,000
deaths due to hepatitis-related cirrhosis, and 800 deaths due to hepatitis-related
primary liver cancer (CDC, 1985c). More recently the CDC estimated the total
number of HBV infections to be 300,000 per year with corresponding increases in
numbers of hepatitis-related hospitalizations and deaths (CDC, 1987g). The inci-
dence of reported clinical hepatitis B has been increasing in the United States, from
6.9/100,000 in 1978 to 9.2/100,000 in 1981 and 11.5/100,000 in 1985 (CDC,
1987g). The Hepatitis Branch, CDC, has estimated (unpublished) that 500-600
health-care workers whose job entails exposure to blood are hospitalized annually,
with over 200 deaths (12-15 due to fulminant hepatitis, 170-200 from cirrhosis,
and 40-50 from liver cancer). Studies indicate that 10% to 40% of health-care or
dental workers may show serologic evidence of past or present HBV infection (Palmer
et aI., 1983). Health-care costs for hepatitis B and non-A, non-B hepatitis in health-
care workers were estimated to be $10-$12 million annually (Grady & Kane, 1981).
A safe, immunogenic, and effective vaccine to prevent hepatitis B has been available
since 1982 and is recommended by the CDC for health-care workers exposed to
blood and body fluids (CDC, 1982b, 1983b, 1984, 1985c, 1987g). According to
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unpublished CDC estimates, approximately 30-40% of health-care workers in high-
risk settings have been vaccinated to date.

According to the most recent data available from the CDC (l987a), acquired
immunodeficiency syndrom (AIDS) was the 13th leading cause of years of potential
life lost (82,882 years) in 1984, increasing to 11 th place in 1985 (152,595 years).
As of August 10, 1987, a cumulative total of 40,051 AIDS cases (of which 558 were
pediatric) had been reported to the CDC, with 23,165 (57.8%) of these known to
have died (CDC, 1987f). Although occupational HIV infection has been documented,
no AIDS case or AIDS-related death is believed to be occupationally related (CDC,
1987e). Spending within the Public Health Services related to AIDS has also accel-
erated rapidly, from $5.6 million in 1982 to $494 million in 1987, with $791 million
requested for 1988. Estimates of average lifetime costs for the care of an AIDS
patient have varied considerably, but recent evidence suggests the amount is probably
in the range of $50,000 to $75,000.

Infection with either HBV or human immunodeficiency virus (HIV), previously
called human T-lymphotropic virus type III/lymphadenopathy-associated virus
(HTLVIII/LAV) or AIDS-associated retrovirus (ARV) can lead to a number of life-
threatening conditions, including cancer (CDC, 1985c, 1986£, 1987g; Koop, 1986).
Therefore, exposure to HBV and HIV should be reduced to the maximum extent
feasible by engineering controls, work practices, and protective equipment. (Engi-
neering controls are those methods that prevent or limit the potential for exposure
at or near as possible to the point of origin, for example by eliminating a hazard
by substitution or by isolating the hazard from the work environment.)

II. MODES OF TRANSMISSION

In the U.S. the major mode of HBV transmission is sexual, both homosexual and
heterosexual. Also important is parenteral (entry into the body by a route other
than the gastrointestinal tract): transmission by shared needles among intravenous
drug abusers and to a lesser extent in needlestick injuries or other exposures of
health-care workers to blood. HBV is not transmitted by casual contact, fecal-oral
or airborne routes, or by contaminated food or drinking water (CDC, 1985b, 1985c,
1987g). Workers are at risk of HBV infection to the extent they are exposed to
blood and other body fluids; employment without the exposure, even in a hospital,
carries no greater risk than that for the general population (CDC, 1985c). Thus,
the high incidence of HBV infection in some clinical settings is particularly unfor-
tunate because the modes of transmission are well known and readily interrupted
by attention to work practices and protective equipment, and because transmission
can be prevented by vaccination of those without serologic evidence of previous
infection.

Identified risk factors for HIV transmission are essentially identical to those for
HBV. Homosexual/bisexual males and male intravenous drug abusers account for
85.4% of all AIDS cases, female intravenous drug abusers for 3.4%, and heterosexual
contact for 3.8% (CDC, 1987f). Blood transfusion and treatment of hemophilia-
coagulation disorders account for 3.0% of cases, and 1.4% are pediatric cases. In
only 3.0% of all AIDS cases has a risk factor not been identified (CDC, 1987f).
Like HBV, there is no evidence that HIV is transmitted by casual contact, fecal-oral
or airborne routes, or by contaminated food or drinking water (CDC, 1985b; Koop,
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1986; Vlahov & Polk, 1987), and barriers to HBV are effective against HIV. Workers
are at risk of HIV infection to the extent they are directly exposed to blood and
body fluids. Even in groups that presumably have high potential exposure to HI V-
contaminated fluids and tissues, e.g., health-care workers specializing in treatment
of AIDS patients and the parents, spouse, children, or other persons living with
AIDS patients, transmission is recognized as occurring only between sexual partners
or as a consequence of mucous-membrane or parenteral (including open-wound)
exposure to blood or other body fluids (CDC, 1985b, 1986£, 1987e, 1987h; Gestal,
1987; Vlahov & Polk, 1987).

Despite the similarities in the modes of transmission, the risk of HBV infection
in health care settings far exceeds that for HIV infection (CDC, 1985b; Vlahov &
Polk, 1987). For example, it has been estimated (Grady et aI., 1978; Seeff et aI.,
1987; Vlahov & Polk, 1987) that the risk of acquiring HBV infection following
puncture with a needle contaminated by an HBV carrier ranges from 6% to 30%-
far in excess of the risk of HIV infection under similar circumstances, which the
CDC and others estimated to be at less than 1% (CDC, 1985b, 1987e, 1987h).

Health-care workers with documented percutaneous or mucous-membrane ex-
posures to blood or body fluids of HIV-infected patients have been prospectively
evaluated to determine the risk of infection after such exposures. As of June 30,
1987, 883 health-care workers have been tested for antibody to HIV in an ongoing
surveillance project conducted by CDC (McCray, 1986). Of these, 708 (80%) had
percutaneous exposures to blood, and 175 (20%) had a mucous membrane or an
open wound contaminated by blood or body fluid. Of 396 health-care workers,
each of whom had only a convalescent-phase serum sample obtained and tested 90
days or more post-exposure, one-for whom heterosexual transmission could not
be ruled out-was seropositive for HIV antibody. For 425 additional health-care
workers, both acute- and convalescent-phase serum samples were obtained and
tested; none of 74 health-care workers with non-percutaneous exposures serocon-
verted, and three (0.9%) of 351 with percutaneous exposures seroconverted. None
of these three health-care workers had other documented risk factors for infection.

Two other prospective studies to assess the risk of nosocomial acquisition of HIV
infection for health-care workers are ongoing in the United States. As of April 30,
1987,332 health-care workers with a total of 453 needlestick or mucous-membrane
exposures to the blood or other body fluids of HIV-infected patients were tested for
HIV antibody at the National Institutes of Health (Henderson et aI., 1986). These
exposed workers included 103 with needlestick injuries and 229 with mucous-
membrane exposures; none had seroconverted. A similar study at the University of
California of 129 health-care workers with documented needlestick injuries or mu-
cous-membrane exposures to blood or other body fluids from patients with HIV
infection has not identified any seroconversions (Gerberding et aI., 1987). Results
of a prospective study in the United Kingdom identified no evidence of transmission
among 150 health-care workers with parenteral or mucous-membrane exposure to
blood or other body fluids, secretions, or excretions from patients with HIV infection
(McEvoy et aI., 1987).

Following needlestick injuries, two health-care workers contracted HBV but not
HIV, and in another instance a health-care worker contracted cryptococcus but not
HIV from patients infected with both (Vlahov & Polk, 1987). This risk of infection
by HIV and other blood-borne pathogens for which immunization is not available
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extends to all health-care workers exposed to blood, even those who have been
immunized against HBV infection. Effective protection against blood-borne disease
requires universal observance of common barrier precautions by all workers with
potential exposure to blood, body fluids, and tissues (CDC, 1985b, 1987e).

HIV has been isolated from blood, semen, saliva, tears, urine, vaginal secretions,
cerebrospinal fluid, breast milk, and amniotic fluid, but only blood and blood prod-
ucts, semen, vaginal secretions, and possibly breast milk (this needs to be confirmed)
have been directly linked to transmission of HIV (CDC, 1985b, 1986a, 1987e).
Contact with fluids such as saliva and tears has not been shown to result in infection
(CDC, 1985b; Gestal, 1987; Vlahov & Polk, 1987). Although other fluids have not
been shown to transmit infection, all body fluids and tissues should be regarded as
potentially contaminated by HBV or HIV, and treated as if they were infectious.
Both HBV ahd HIV appear to be incapable of penetrating intact skin, but infection
may result from infectious fluids coming into contact with mucous membranes or
open wounds (including inapparent lesions) on the skin (CDC, 1987h; Vlahov &
Polk, 1987). If a procedure involves the potential for skin contact with blood or
mucous membranes, then appropriate barriers to skin contact should be worn, e.g.,
gloves. Investigations of HBV risks associated with dental and other procedures that
might produce particulates in air, e.g., centrifuging and dialysis, indicated that the
particulates generated were relatively large droplets (spatter), and not true aerosols
of suspended particulates that would represent a risk of inhalation exposure (Bond,
1986; Scarlett, 1986; Petersen, Bond, & Favero, 1979). Thus, if there is the potential
for splashes or spatter of blood or fluids, face shields or protective eyewear and
surgical masks should be worn. Detailed protective measures for health-care workers
have been addressed by the CDC (1982a, 1983a, 1985a, 1985b, 1986a, 1986b,
1986c, 1986d, 1987e; Williams, 1983). These can serve as general guides for the
specific groups covered, and for the development of comparable procedures in other
working environments.

HIV infection is known to have been transmitted by organ transplants and blood
transfusions received from persons who were HIV seronegative at the time of do-
nation (CDC, 1986e, 1987c). Falsely negative serology can be due to improperly
performed tests or other laboratory error, or testing in that "window" of time during
which a recently infected person is infective but has not yet converted from sero-
negative to seropositive. Detectable levels of antibodies usually develop within 6 to
12 weeks of infection (CDC, 1987d). A recent report suggesting that this "window"
may extend to 14 months is not consistent with other data, and therefore requires
confirmation (Ranki et aI., 1987). If all body fluids and tissues are treated as infec-
tious, no additional level of worker protection will be gained by identifying sero-
positive patients or workers. Conversely, if worker protection and work practices
were upgraded only following the return of positive HBV or HIV serology, then
workers would be inadequately protected during the time required for testing. By
producing a false sense of safety with "silent" HBV- or Hl V-positive patients, a
seronegative test may significantly reduce the level of routine vigilance and result in
virus exposure. Furthermore, developing, implementing, and administering a pro-
gram of routine testing would shift resources and energy away from efforts to assure
compliance with infection control procedures. Therefore, routine screening of work-
ers or patients for HIV antibodies will not substantially increase the level of pro-
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tection for workers above that achieved by adherence to strict infection control
procedures.

On the other hand, workers who have had parenteral exposure to fluids or tissues
may wish to know whether their own antibody status converts from negative to
positive. Such a monitoring program can lead to prophylactic interventions in the
case of HBV infection, and CDC has published guidelines on pre- and post-exposure
prophylaxis of viral hepatitis (CDC, 1985c, 1987g). Future developments may also
allow effective intervention in the case of HIV infection. For the present, post-
exposure monitoring for HIV at least can release the affected worker from unnec-
essary emotional stress if infection did not occur, or allow the affected worker to
protect sexual partners in the event infection is detected (CDC, 1987c, 1987e).

III. SUMMARY

The cumulative epidemiologic data indicate that transmission of HBV and HIV
requires direct, intimate contact with or parenteral inoculation of blood and blood
products, semen, or tissues (CDC, 1985b, 1986a, 1986£, 1987e, 1987h; Vlahov &
Polk, 1987). The mere presence of, or casual contact with, an infected person cannot
be construed as "exposure" to HBV or HIV. Although the theoretical possibility of
rate or low-risk alternative modes of transmission cannot be totally excluded, the
only documented occupational risks of HBV and HIV infection are associated with
parenteral (including open wound) and mucous-membrane exposure to blood and
tissues (CDC, 1985b, 1987e, 1987g, 1987h; Vlahov & Polk, 1987). Workers oc-
cupationally exposed to blood, body fluids, or tissues can be protected from the
recognized risks of HBV and HIV infection by imposing barriers in the form of
engineering controls, work practices, and protective equipment that are readily
available, commonly used, and minimally intrusive.

IV. RECOMMENDA nONS

General

"Exposure" (or "potential exposure") to HBV and HIV should be defined in terms
of actual (or potential) skin, mucous-membrane, or parenteral contact with blood,
body fluids, and tissues. "Tissues" and "fluids" or "body fluids" should be under-
stood to designate not only those materials from humans, but also potentially in-
fectious fluids and tissues associated with laboratory investigations of HBV or HIV,
e.g., organs and excreta from experimental animals, embryonated eggs, tissue or
cell cultures and culture media, etc.

As the first step in determining what actions are required to protect worker health,
every employer should evaluate all working conditions and the specific tasks that
workers are expected to encounter as a consequence of employment. That evaluation
should lead to the classification of work-related tasks to one of three categories of
potential exposure. These categories represent those tasks that require protective
equipment to be worn during the task (Category I); tasks that do not require any
protective equipment (Category III); and an intermediate grouping of tasks (Category
II) that also do not require protective equipment, but that inherently include the
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predictable job-related requirement to perform Category I tasks unexpectedly or on
short notice, so that these persons should have immediate access to some minimal
set of protective devices. For example, law enforcement personnel or firefighters
may be called upon to perform or assist in first aid or to be potentially exposed in
some other way. This exposure classification applies to tasks rather than to indi-
viduals, who in the course of their daily activities may move from one exposure
category to another as they perform various tasks.

CATEGORY I: Tasks that involve exposure to blood, body fluids, or tissues. All
procedures or other job-related tasks that involve an inherent potential for mucous-
membrane or skin contact with blood, body fluids, or tissues, or a potential for
spills or splashes of them, are Category I tasks. Use of appropriate protective meas-
ures should be required for every employee engaged in Category I tasks.

CATEGORY II: Tasks that involve no exposure to blood, body fluids, or tissues,
but employment may require performing unplanned category I tasks. The normal
work routine involves no exposure to blood, body fluids, or tissues, but exposure
or potential exposure may be required as a condition of employment. Appropriate
protective measure should be readily available to every employee engaged in Cat-
egory II tasks.

CATEGORY III: Tasks that involve no exposure to blood, body fluids or tissues,
and category I tasks are not a condition of employment. The normal work routine
involves no exposure to blood, body fluids, or tissues (although situations can be
imagined or hypothesized under which anyone, anywhere, might encounter potential
exposure to body fluids). Persons who perform these duties are not called upon as
part of their employment to perform or assist in emergency medical care or first aid
or to be potentially exposed in some other way. Tasks that involve handling of
implements or utensils, use of public or shared bathroom facilities or telephones,
and personal contacts such as handshaking are Category III tasks.

For individual Category [ and II tasks, engineering controls, work practices, and
protective equipment should be selected after careful consideration, for each specific
situation, of the overall risk associated with the task. Some of the factors that should
be included in that evaluation of risk are the following:

1. Type of body fluid with which there will or may be contact. Blood is of greater concern
than urine.

2. Volume of blood or body fluid likely to be encountered. Hip-replacement surgery can be
very bloody while corneal transplantation is almost bloodless.

3. Probability of an exposure taking place. Drawing blood will more likely lead to exposure
to blood than will performing a physical examination.

4. Probable route of exposure. Needlestick injuries are of greater concern than contact with
soiled linens.

5. Virus concentration in the fluid or tissue. The number of viruses per milliliter of fluid in
research laboratory cultures may be orders of magnitude higher than in blood. Similarly,
viruses have been less frequently found in such fluids as sweat, tears, urine, and saliva.

Engineering controls, work practices, and protective equipment appropriate to
the task being performed are critical to minimize HBV and HIV exposure and to
prevent infection. Adequate protection can be assured only if the appropriate controls
and equipment are provided and all workers know the applicable work practices
and how to properly use the required controls or protective equipment. Therefore,
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employers should establish a detailed work practices program that includes standard
operating procedures (SOPs) for all tasks or work areas having the potential for
exposure to fluids or tissues, and a worker education program to assure familiarity
with work practices and the ability to use properly the controls and equipment
provided.

It is essential for both the patient and the health-care worker to be fully aware
of the reasons for the preventive measures used. The health-care worker may in-
correctly interpret the work practices and protective equipment as signifying that a
task is unsafe. The patient may incorrectly interpret the work practices or protective
garb as evidence that the health-care provider knows or believes the patient is infected
with HBV or HIV. Therefore, worker education programs should strive to allow
workers (and to the extent feasible, clients or patients) to recognize the routine use
of appropriate work practices and protective equipment as prudent steps that protect
the health of all.

If the employer determines that Category I and II tasks do not exist in the work-
place, then no specific personal hygiene or protective measures are required. How-
ever, these employers should ensure that workers are aware of the risk factors
asssociated with transmission of HBV and HIV so that they can recognize situations
which pose increased potential for exposure to HBV or HIV (Category I tasks) and
know how to avoid or minimize personal risk. A comparable level of education is
necessary for all citizens. Educational materials such as the Surgeon General's Report
can provide much of the needed information (CDC, 1987b; Koop, 1986).

If the employer determines that work-related Category I or II tasks exist, then the
following procedures would be implemented.

Administrative

The employer should establish formal procedures to ensure that Category I and
II tasks are properly identified, SOPs are developed, and employees who must per-
form these tasks are adequately trained and protected. If responsibility for imple-
mentation of these procedures is delegated to a committee, it should include both
management and worker representatives. Administrative activities to enhance
worker protection include:

1. Evaluating the workplace to:

a. Establish categories of risk classification for all routine and reasonably anticipatable job-
related tasks.

b. Identify all workers whose employment requires performance of Category I or II tasks.

c. Determine for identified Category I and II tasks those body fluids to which workers
most probably will be exposed and the potential extent and route of exposure.

2. Developing, or supervising the development of, Standard Operating Procedures for all
Category I or II tasks. These SOPs should include mandatory work practices and protective
equipment for each Category I or II task.

3. Monitoring the effectiveness of work practices and protective equipment. This includes:

a. Surveillance of the workplace to ensure that required work practices are observed and
that protective clothing and equipment are provided and properly used.
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b. Investigation of known or suspected parenteral exposures to body fluids or tissues to
establish the conditions surrounding the exposure and to improve training, work prac-
tices, or protective equipment to prevent a recurrence.

Training and Education

The employer should establish an initial and periodic training program for all
employees who perform Category I and II tasks. No worker should engage in any
Category I or II task before receiving training pertaining to the SOPs, work practices,
and protective equipment required for that task. The training program should ensure
that all workers:

1. Understand the modes of transmission of HBV and HIV.
2. Can recognize and differentiate Category I and II tasks.

3. Know the types of protective clothing and equipment generally appropriate for Category
I and II tasks, and understand the basis for selection of clothing and equipment.

4. Are familiar with appropriate actions to take and persons to contact if unplanned-for
Category I tasks are encountered.

5. Are familiar with and understand all the requirements for work practices and protective
equipment specified in SOPs covering the tasks they perform.

6. Know where protective clothing and equipment is kept, how to use it properly, and how
to remove, handle, decontaminate, and dispose of contaminated clothing or equipment.

7. Know and understand the limitations of protective clothing and equipment. For example,
ordinary gloves offer no protection against needlestick injuries. Employers and workers
should be on guard against a sense of security not warranted by the protective equipment
being used.

8. Know the corrective actions to take in the event of spills or personal exposure to fluids or
tissues, the appropriate reporting procedures, and the medical monitoring recommended
in cases of suspected parenteral exposure.

Engineering Controls

Whenever possible, engineering controls should be used as the primary method
to reduce worker exposure to harmful substances. The preferred approach in en-
gineering controls is to use, to the fulle;t extent feasible, intrinsically safe substances,
procedures, or devices. Replacement of a hazardous procedure or device with one
that is less risky or harmful is an example of this approach. For example, a laser
scalpel reduces the risk of cuts and scrapes by eliminating the necessity to handle
the conventional scalpel blade.

Isolation or containment of the hazard is an alternative engineering control tech-
nique. Disposable, puncture-resistant containers for used needles, blades, etc., isolate
cut and needle-stick injury hazards from the worker. Glove boxes, ventilated cab-
inets, or other enclosures for tissue homogenizers, sonicators, vortex mixers, etc.,
serve not only to isolate the hazard, but also to contain spills or splashes and prevent
spatter and mist from reaching the worker.

After the potential for exposure has been minimized by engineering controls,
further reductions can be achieved by work practices and, finally, personal protective
equipment.
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Work Practices

For all identified Category I and II tasks, the employer should have written, detailed
SOPs. All employees who perform Category I or II tasks should have ready access
to the SOPs pertaining to those tasks.

1. Work practices should be developed on the assumption that all body fluids and tissues are
infectious. General Procedures to protect health-care workers against HBV or HIV trans-
mission have been published elsewhere (CDC, 1982a; 1983a; 1985a, 1985c, 1986a, 1986c,
1986d, 1987g; Williams, 1983). Each employer with Category I and II tasks in the workplace
should incorporate those general recommendations, as appropriate, or equivalent proce-
dures into work practices and SOPs. The importance of handwashing should be emphasized.

2. Work practices should include provision for safe collection of fluids and tissues and for
disposal in accordance with applicable local, state, and federal regulations. Provision must
be made for safe removal, handling, and disposal or decontamination of protective clothing
and equipment, soiled linens, etc.

3. Work practices and SOPs should provide guidance on procedures to follow in the event of
spills or personal exposure to fluids or tissues. These procedures should include instructions
for personal and area decontamination as well as appropriate management or supervisory
personnel to whom the incident should be reported.

4. Work practices should give specific and detailed procedures to be observed with sharp
objects, e.g., needles and scalpel blades. Puncture-resistant receptacles must be readily
accessible for depositing these materials after use. These receptacles must be clearly marked
and specific work practices provided to protect personnel responsible for disposing of them
or processing their contents for reuse.

Personal Protective Equipment

Based upon the fluid or tissue to which there is potential exposure, the likelihood
of exposure occurring, the potential volume of material, the probable route of
exposure, and overall working conditions and job requirements, the employer should
provide and maintain personal protective equipment appropriate to the specific
requirements of each task.

For workers performing Category I tasks, a required minimum array of protective
clothing or equipment should be specified by pertinent SOPs. Category I tasks do
not all involve the same type or degree of risk, and therefore they do not all require
the same kind of extent of protection. Specific combinations of clothing and equip-
ment must be tailored to specific tasks. Minimum levels of protection for Category
I tasks in most cases would include use of appropriate gloves. If there is the potential
for splashes, protective eyewear or face shields should be worn. Paramedics re-
sponding to an auto accident might protect against cuts on metal and glass by
wearing gloves or gauntlets that are both puncture-resistant and impervious to blood.
If the conditions of exposure include the potential for clothing becoming soaked
with blood, protective outer garments such as impervious coveralls should be worn.

For workers performing Category II tasks, there should be ready access to ap-
propriate protective eyewear, or surgical masks, specified in pertinent SOPs. Workers
performing Category II tasks need not be wearing protective equipment, but they
should be prepared to put on appropriate protective garb on short notice.
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Medical

In addition to any health care or surveillance required by other rules, regulations,
or labor-management agreement, the employer should make available at no cost to
the worker:

1. Voluntary HBV immunization for all workers whose employment requires them to perform
Category I tasks and who test negative for HBV antibodies. Detailed recommendations for
protecting health-care workers from viral hepatitis have been published by the CDC (1985c).
These recommendations include procedures for both pre- and post-exposure prophylaxis,
and should be the basis for the routine approach by management to the prevention of
occupational hepatitis B.

2. Monitoring, at the request of the worker, for HBV and HIV antibodies following known
or suspected parenteral exposure to blood, body fluids, or tissues. This monitoring program
must include appropriate provisions to protect the confidentiality of test results for all
workers who may elect to participate.

3. Medical counseling for all workers found, as a result of the monitoring described above,
to be seropositive for HBV or HIV. Counseling guidelines have been published by the Public
Health Service (CDC, 1985c, 1987d, 1987g).

Recordkeeping

If any employee is required to perform Category I or II tasks, the employer should
maintain records documenting:

1. The administrative procedures used to classify job tasks. Records should describe the factors
considered and outline the rationale for classification.

2. Copies of all SOPs for Category I and II tasks, and documentation of the administrative
review and approval process through which each SOP passed.

3. Training records, indicating the dates of training sessions, the content of those training
sessions along with the names of all persons conducting the training, and the names of all
those receiving training.

4. The conditions observed in routine surveillance of the workplace for compliance with work
practices and use of protective clothing or equipment. If noncompliance is noted, the
conditions should be documented along with corrective actions taken.

5. The conditions associated with each incident or mucous membrane or parenteral exposure
to body fluids or tissue, an evaluation of those conditions, and a description of any corrective
measures taken to prevent a recurrence or other similar exposure.
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APPENDIX G

RECOMMENDATIONS FOR
PREVENTION OF HIV

TRANSMISSION IN HEALTH-CARE
SETTINGS

INTRODUCTION
Human immunodeficiency virus (HIV), the virus that causes acquired immuno-

deficiency syndrome (AIDS), is transmitted through sexual contact and exposure to
infected blood or blood components and perina tally from mother to neonate. HIV
has been isolated from blood, semen, vaginal secretions, saliva, tears, breast milk,
cerebrospinal fluid, amniotic fluid, and urine and is likely to be isolated from other
body fluids, secretions, and excretions. However, epidemiologic evidence has im-
plicated only blood, semen, vaginal secretions, and possibly breast milk in trans-
mission.

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

The recommendations contained in this document consolidate and update CDC
recommendations published earlier for preventing HIV transmission in health-care
settings: precautions for clinical and laboratory staffs' and precautions for health-
care workers and allied professionals." recommendations for preventing HIV trans-
mission in the workplace' and during invasive procedures;" recommendations for
preventing possible transmission of HIV from tears;' and recommendations for
providing dialysis treatment for HIV-infected patients: These recommendations also
update portions of the "Guideline for Isolation Precautions in Hospitals"? and
reemphasize some of the recommendations contained in "Infection Control Practice
for Dentistry." The recommendations contained in this document have been de-
veloped for use in health-care settings and emphasize the need to treat blood and
other body fluids from all patients as potentially infective. These same prudent
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precautions also should be taken in other settings in which persons may be exposed
to blood or other body fluids.

DEFINITION OF HEALTH-CARE WORKERS

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

HEALTH-CARE WORKERS WITH AIDS

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

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

RISK TO HEALTH-CARE WORKERS OF ACQUIRING HIV IN
HEALTH-CARE SETTINGS

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

Two other prospective studies to assess the risk of nosocomial acquisition of HIV
infection for health-care workers are ongoing in the United States. As of April 30,
1987,332 health-care workers with a total of 453 needlestick or mucous-membrane
exposures to the blood or other body fluids of HIV-infected patients were tested for
HIV antibody at the National Institutes of Health;" These exposed workers included
103 with needlestick injuries and 229 with mucous-membrane exposures; none had
seroconverted. A similar study at the University of California of 129 health-care
workers with documented needlestick injuries of mucous-membrane exposures to
blood or other body fluids from patients with HIV infection has not identified any
seroconversions.'1 Results of a prospective study in the United Kingdom identified
no evidence of transmission among 150 health-care workers with parenteral or
mucous-membrane exposures to blood or other body fluids, secretions, or excretions
from patients with HIV infection;"

In addition to health-care workers enrolled in prospective studies, eight persons
who provided care to infected patients and denied other risk factors have been
reported to have acquired HIV infection. Three of these health-care workers had
needlestick exposures to blood from infected patients.":":" Two were persons who
provided nursing care to infected persons; although neither sustained a needlestick,
both had extensive contact with blood or other body fluids, and neither observed
recommended barrier precautions.P:'" The other three were health-care workers with
non-needlestick exposures to blood from infected patients." Although the exact
route of transmission for these last three infections is not known, all three persons
had direct contact of their skin with blood from infected patients, all had skin lesions
that may have been contaminated by blood, and one also had a mucous-membrane
exposure.

A total of 1,231 dentists and hygienists, many of whom practiced in areas with
many AIDS cases, participated in a study to determine the prevalence of antibody
to HIV; one dentist (0.1 %) had HIV antibody. Although no exposure to a known
HIV-infected person could be documented, epidemiologic investigation did not iden-
tify any other risk factor for infection. The infected dentist, who also had a history
of sustaining needlestick injuries and trauma to his hands, did not routinely wear
gloves when providing dental care. i9

PRECAUTIONS TO PREVENT TRANSMISSION OF HIV

Universal Precautions

Since medical history and examination cannot reliably identify all patients infected
with HIV or other blood-borne pathogens, blood and body-fluid precautions should
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be consistently used for all patients. This approach, previously recommended by
CDC, 3,4 and referred to as "universal blood and body-fluid precautions" or "uni-
versal precautions," should be used in the care of all patients, especially including
those in emergency-care settings in which the risk of blood exposure is increased
and the infection status of the patient is usually unknown.:"

1. All health-care workers should routinely use appropriate barrier precautions to prevent
skin and mucous-membrane exposure when contact with blood or other body fluids of any
patient is anticipated. Gloves should be worn for touching blood and body fluids, mucous
membrane, or non-intact skin of all patients, for handling items or surfaces soiled with
blood or body fluids, and for performing venipuncture and other vascular access procedures.
Gloves should be changed after contact with each patient. Masks and protective eyewear
or face shields should be worn during procedures that are likely to generate droplets of
blood or other body fluids to prevent exposure of mucous membranes of the mouth, nose,
and eyes. Gowns or aprons should be worn during procedures that are likely to generate
splashes of blood or other body fluids.

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

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

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

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

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

Implementation of universal blood and body-fluid precautions for all patients
eliminates the need for use of the isolation category of "Blood and Body Fluid
Precautions" previously recommended by CDC7 for patients known or suspected to
be infected with blood-borne pathogens. Isolation precautions (e.g., enteric, "AFB,,7
should be used as necessary if associated conditions, such as infectious diarrhea or
tuberculosis, are diagnosed or suspected.

Precautions for Invasive Procedures

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

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

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

Precautions for Dentistry

Blood, saliva, and gingival fluid from all dental patients should be considered
infective. Special emphasis should be placed on the following precautions for pre-
venting transmission of blood-borne pathogens in dental practice in both institu-
tional and non-institutional settings. (General infection-control precautions are more
specifically addressed in previous recommendations for infection-control practices
for dentistry.")

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

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

3. Blood and saliva should be thoroughly and carefully cleaned from material that has been
used in the mouth (e.g., impression materials, bite registration), especially before polishing
and grinding intra-oral devices. Contaminated materials, impressions, and intra-oral devices
should also be cleaned and disinfected before being handled in the dental laboratory and
before they are placed in the patient's mouth. Because of the increasing variety of dental
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materials used intra-orally, dental workers should consult with manufacturers as to the
stability of specific materials when using disinfection procedures.

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

Precautions for Autopsies or Morticians' Services

In addition to the universal blood and body-fluid precautions listed above, the
following precautions should be used by persons performing postmortem proce-
dures:

1. All persons performing or assisting in postmortem procedures should wear gloves, masks,
protective eyewear, gowns, and waterproof aprons.

2. Instruments and surfaces contaminated during postmortem procedures should be decon-
taminated with an appropriate chemical germicide.

Precautions for Dialysis

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

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

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

Precautions for Laboratories

Blood and other body fluids from all patients should be considered infective. To
supplement the universal blood and body-fluid precautions listed above, the follow-
ing precautions are recommended for health-care workers in clinical laboratories.
(Additional precautions for research and industrial laboratories are addressed else-
where.":"
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1. All specimens of blood and body fluids should be put in a well-constructed container with
a secure lid to prevent leaking during transport. Care should be taken when collecting each
specimen to avoid contaminating the outside of the container and of the laboratory form
accompanying the specimen.

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

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

4. Mechanical pi petting devices should be used for manipulating all liquids in the laboratory.
Mouth pipetting must not be done.

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

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

7. Contaminated materials used in laboratory tests should be decontaminated before repro-
cessing or be placed in bags and disposed of in accordance with institutional policies for
disposal of infective waste."

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

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

Implementation of universal blood and body-fluid precautions for all patients
eliminates the need for warning labels on specimens since blood and other body
fluids from all patients should be considered infective.

ENVIRONMENTAL CONSIDERA nONS FOR HIV TRANSMISSION

No environmentally mediated mode of HIV transmission has been documented.
Nevertheless, the precautions described below should be taken routinely in the care
of all patients.

Sterilization and Disinfection

Standard sterilization and disinfection procedures for patient-care equipment cur-
rently recommended for use 25.26 in a variety of health-care settings-including hos-
pitals, medical and dental clinics and offices, hemodialysis centers, emergency-care
facilities, and long-term nursing-care facilities-are adequate to sterilize or disinfect
instruments, devices, or other items contaminated with blood or other body fluids
from persons infected with blood-borne pathogens including HIV.21

,23

Instruments or devices that enter sterile tissue or the vascular system of any patient
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or through which blood flows should be sterilized before reuse. Devices or items
that contact intact mucous membranes should be sterilized or receive high-level
disinfection, a procedure that kills vegetative organisms and viruses but not nec-
essarily large numbers of bacterial spores. Chemical germicides that are registered
with the U.S. Environmental Protection Agency (EPA) as "sterilants" may be used
either for sterilization or for high-level disinfection depending on contact time.

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

Medical devices or instruments that require sterilization or disinfection should be
thoroughly cleaned before being exposed to the germicide, and the manufacturer's
instructions for the use of the germicide should be followed. Further, it is important
that the manufacturer's specifications for compatibility of the medical device with
chemical germicides be closely followed. Information on specific label claims of
commercial germicides can be obtained by writing to the Disinfectants Branch, Office
of Pesticides, Environmental Protection Agency, 401 M Street, S.W., Washington,
DC 20460.

Studies have shown that HIV is inactivated rapidly after being exposed to com-
monly used chemical germicides at concentrations that are much lower than used
in practice.27

,28,29,3o Embalming fluids are similar to the types of chemical germicides
that have been tested and found to completely inactivate HIV. In addition to com-
mercially available chemical germicides, a solution of sodium hypochlorite (house-
hold bleach) prepared daily is an inexpensive and effective germicide. Concentrations
ranging from approximately 500 ppm (1:100 dilution of household bleach) sodium
hypochlorite to 5,000 ppm (1:10 dilution of household bleach) are effective de-
pending on the amount of organic material (e.g., blood, mucus) present on the
surface to be cleaned and disinfected. Commercially available chemical germicides
may be more compatible with certain medical devices that might be corroded by
repeated exposure to sodium hypochlorite, especially to the 1: 10 dilution.

Survival of HIV in the Environment

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

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

Housekeeping

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

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

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

Cleaning and Decontaminating Spills of Blood or Other Body
Fluids

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

Laundry

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

Infective Waste

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

Implementation of Recommended Precautions

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

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

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

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

Professional associations and labor organizations, through continuing education
efforts, should emphasize the need for health-care workers to follow recommended
precautions.

SEROLOGIC TESTING FOR HIV INFECTION

Background

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

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

The specificity of the currently licensed EIA tests is approximately 99% when
repeatedly reactive tests are considered. Repeat testing of initially reactive specimens
by EIA is required to reduce the likelihood of laboratory error. To increase further
the specificity of serologic tests, laboratories must use a supplemental test, most
often the Western blot, to validate repeatedly reactive EIA results. Under optimal
laboratory conditions, the sensitivity of the Western blot test is comparable to or
greater than that of a repeatedly reactive EIA, and the Western blot is highly specific
when strict criteria are used to interpret the test resulrs. The testing sequence of a
repeatedly reactive EIA and a positive Western blot test is highly predictive of HIV
infection, even in a population with a low prevalence of infection. If the Western
blot test result is indeterminant, the testing sequence is considered equivocal for HIV
infection. When this occurs, the Western blot test should be repeated on the same
serum sample, and, if still indeterminant, the testing sequence should be repeated
on a sample collected 3-6 months later. Use of other supplemental tests may aid in
interpreting of results on samples that are persistently indeterminant by Western
blot.

Testing of Patients

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

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

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

In addition to the universal precautions recommended for all patients, certain
additional precautions for the care of HIV-infected patients undergoing major sur-
gical operations have been proposed by personnel in some hospitals. For example,
surgical procedures on an HIV-infected patient might be altered so that hand-to-
hand passing of sharp instruments would be eliminated; stapling instruments rather
than hand-suturing equipment might be used to perform tissue approximation;
electrocautery devices rather than scalpels might be used as cutting instruments;
and, even though uncomfortable, gowns that totally prevent seepage of blood onto
the skin of members of the operative team might be worn. While such modifications
might further minimize the risk of HIV infection for members of the operative team,
some of these techniques could result in prolongation of operative time and could
potentially have an adverse effect on the patient.

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

• Obtaining consent for testing.

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

• Assuring that confidentiality safeguards are in place to limit knowledge of test results to
those directly involved in the care of infected patients or as required by law.

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

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

Testing of Health-Care Workers

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

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

Management of Infected Health-Care Workers

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

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

Management of Exposures

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

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

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

If a patient has a parenteral or mucous-membrane exposure to blood or other
body fluid of a health-care worker, the patient should be informed of the incident,
and the same procedure outlined above for management of exposures should be
followed for both the source health-care worker and the exposed patient.
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