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si(gniﬁcance of the test, helps outline alternatives, and reinforces behavior change, the
educational value of the HIV-1 antibody test is significantly reduced.

If CD programs decide to adopt this strategy in response to HIV-1 antibody testing,
they should do so with the following provisions.

1. Clients should be provided with all of the information outlined above, and made
aware of the other alternatives (such as the Counseling and Testing Sites) listed below.

2. Clients should be encouraged to develop a personal plan for dealing with some of
the potentially problematic areas associated with this strategy.

3. If program staff do not realistically have the time to provide information and
encouragement, the client should be advised to call the Minnesota AIDSline (state-wide
toll-free, 1-800-248-AIDS; Twin Cities metro, 870-0700) for information and referrals
before getting the test.

Strategy Two: Provision of On-Site HIV-1 Antibody Testing (Hospital-Based
Programs)

Some hospital-based CD treatment programs in Minnesota have already begun to
provide on-site HIV-1 antibody testing to their clients. Others are considering such a step.
There may be valid reasons for such a decision. Programs may view provision of testing
services as a way of offering a more comprehensive package of services to clients. Some
programs have reasoned that knowing one’s HIV-1 status 1s integral to treatment and
maintenance of long-term sobriety. Still others have begun on-site testing simply because
of a dearth of medical personnel in their area who are trained in HIV-1 testing protocols
and counseling. Frustrated that both trained physicians and CTS’s are geographically
distant, they have decided to train their own statf and offer HIV-1 testing services on-site.
; If CD programs consider such a strategy, they need to be aware of several important

actors.

First, physicians in hospital-based CD treatment programs are no different than
private 1physicians or clinics with respect to their obligation to chart HIV-1 seropositivity on
medical records. This means that clients who test HIV-1 seropositive within a hospital-
based program will encounter the same potential problems outlined in the first strategy
detailed above.

Secondly, if there is a trained physician or a Counseling and Testing Site nearby,
provision of on-site HIV-1 testing constitutes an unnecessary duplication of services. The
Counseling and Testing Sites, especially, employ highly skilled staff, and have developed
solid testing and counseling protocols. It is unlikely that a CD program in the same general
area could match that same quality of service, at least at the present time.

And finally, CD programs that initiate on-site HIV-1 testing for clients as a way of
expanding general services may discover that testing services do not necessarily enhance
the goal of CD treatment. There is no available evidence that would allow anyone to
conclude that on-site testing services either enable recovery from addiction, or inhibit it.

If a program is currently offering on-site HIV-1 antibody testing to clients, or is
contemplating such a service, it should be prepared to meet the following conditions:

1. All clients who are tested on-site should be presented with the same information
detailed above, under "Strategy One".

2. Staff who administer the HIV-1 antibody test should be thoroughly trained,
preferably through the Minnesota Department of Health, in both test protocols and pre-
/lll)ost-test counseling. Such counseling ought to be required for each client who requests
the test.

3. The program should draft specific consent forms for the HIV-1 antibody test.
Those forms should explain in simple language how the test works, what it does, and
potential liabilities or consequences.

4. The program administrator should make it explicitly clear, to staff and clients,
that refusing a test in no way jeopardizes the client’s access to treatment or standing within
treatment. Completion of HIV-1 testing, participation with Partner Notification Services of
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the Minnesota Department of Health, or any other testing requirement that is not related
to CD treatment should not be employed as a way to measure successful completion of
treatment.

It seems unlikely that any but the largest non-hospital CD pro%rams would seriously
consider provision of on-site HIV-1 antibody testing, simply because few such programs
have the necessary resources or medical personnel. Those that do, or that are considering
expansion to include comprehensive testing services, should note that all of the factors and
suggestions mentioned under "Strategy Two" will apply to non-hospital programs as well.

Strategy Four: Referring Clients to a Minnesota CTS for the HIV-1 Antibody Test

Minnesota currently maintains eight Counseling and Testing Sites to "help
uninfected persons initiate and sustain behavioral changes that red%lce their risk of
becoming infected and to assist infected individuals in avoiding infecting others." For at
least two reasons, clients may find them a preferable setting in which to obtain the HIV-1
antibody test.

irst, the CTS’s are strictly required, by contract, to provide comprehensive pre-
/post-test counseling for every client. During pre-test counseling the site technician will
pose a number of critical questions, such as the following:

1. "What is it that leads you to seek testing?"(6)

2. "Do you clearly understand the nature of the test, what it does and does not do?"

3. "What have you been doing to reduce your risk of HIV-1 infection? How will
getting tested help you in that process of behavior change?"

4. "What will you do if your test results are positive? If they are negative?"

While the client is not required to answer questions, they serve, merely in the
asking, to make the testing process educational.

In addition, the client is required to report in person to receive his or her test
results. At that time he or she is offered post-test counseling. If the results are negative,
the technician can reinforce the importance of continued behavior change. If the results
are positive, the technician can provide initial support and make referrals to agencies and
programs that will address the client’s psychosocial and medical needs.

The second reason clients may choose a Counseling and Testing Site has to do with
confidentiality of records. When a client obtains an HIV-1 test at a CTS, a client-
identifying health record will be initiated. The results of the client’s HIV-1 test will be
entered into that record when they are received. However, unlike other medical records,
health records established for epidemiological purposes are barred to any party but the
Minnesota Department of Health (MDH), with only a few, specific exceptions. First,
individuals have the right to access data when they are the subject of that data, or to
authorize disclosure to other parties the individual may designate (such as a personal
physician). Second, the MDH commissioner or a local board of health may disclose health
data to the data subject’s physician "as necessary to locate or identify a case, carrier, or
suspect case, to establish a J;agnosis, to provide treatment, to identify persons at risk of
illness, or to conduct an epidemiologic investigation."(7) And third, with the
commissioner’s a{)proval, health data may be disclosed "to the extent necessary to assist the
commissioner to locate or identify a case, carrier, or suspect case, to alert persons who may
be threatened by illness as evidenced by epidemiologic data, to control or prevent the
spread of serious disease, or to diminish an imminent threat to the public health."(8) Even

(6) By probing in a number of areas that derive from this question, the technician is conducting Risk
Assessment, as mentioned in Section IV of these guidelines.

(7) Minnesota Statutes, 1988, 13.38 Subd. 2 (b).

(8) Minnesota Statutes, 1988, 13.38 Subd. 2 (c).
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a subpoena cannot supersede these provisions. What all of this means is that health
records established at a CTS, and which may identify an individual as HIV-1 seropositive,
are protected by stringent rules that protect individual confidentiality. Health records
maintained at the CTS’s or at MDH cannot be accessed, therefore, by insurance carriers,
unless the data subject authorizes disclosure by MDH or the CTS. This confidentiality of
records helps eliminate some of the problems associated with the first three strategies
detailed above.

Finally, the CTS’s can provide post-test referrals based on the client’s test results or
needs. CTS staff are well acquainted with available programs and agencies, and can make
appropriate recommendations for support groups, medical evaluations, or other services.

Which Strategy is Best?
There is no single correct approach. Programs will need to review their needs and

goals, consider the advantages and disadvantages of each strategy, and choose the one that
seems most logical. The deciding criterion is always, in the end, the best interests of
clients. And no matter which strategy programs adopt, clients should always be informed
of all the facts and all the options. It is not the job of CD staff to decide for clients critical
questions such as whether to get tested, when, or where. CD staff are only required to offer

a balanced view of facts and alternatives so that clients can make informed and uniquely

appropriate decisions.
The previous section addressed possible strategies for getting the HIV-1 antibody

test. But how should CD counselors respond when the client asks whether she or he should
get tested in the first place? The following section details the relevant factors that may
influence individual decision-making about whether to get the HIV-1 antibody test.

E. Individual Decision-Making: Potential Benefits of HIV-1 Antibody Testing

There are a number of reasons an individual might benefit from an HIV-1 antibody
test. They include the following:

1. New medical advances allow health care professionals to provide better
proactive, preventative treatment for people who test positive but don’t show symptoms. In
the beginning, there wasn’t much that clinicians could do; individuals were told to "wait and
see", and often ended up feeling helpless. That is much less true as the 1990’s begin. While
there is yet no cure in sight, early determination of seropositivity can lead to medical
interventions that seem to effectively stem replication of the virus. Clinical trials of AZT
(Retrovir) have yielded promising results among asymptomatic infected persons, as has the
use of aerosilized pentamidine. In addition, HIV-1+ persons can be immunized against
other diseases that might otherwise "seize the opportunity" of potentially weakened
immunity. In short, there are now effective therapies available that can help maintain the
health and well-being of persons who are asymptomatic HIV-1-infected.

2. Early detection of HIV-1 seropositivity can lead to lifestyle and behavior changes
that will additionally support the maintenance of long-term health and well-being. People
who are HIV-1 seropositive can be aided in developing a health maintenance plan that
emphasizes good nutrition, adequate rest, regular exercise, and other lifestyle changes that
are believed to bolster or maintain the immune system.

3. For some, experiencing the testing process may help raise awareness about the
imfportance of behavior change that will reduce the risk of infecting others or getting
infected. This is true whether the test results are positive or negative. If getting the HIV-1
antibody test helps underscore risk behavior change, it can be said to be a beneficial
process.

4. For others, there is considerable anxiety surrounding the possibility of HIV-1
infection, and the only way that anxiety is relieved is by getting tested. There have been
individuals whose possibility of infection, based on past behavior, is almost nil, yet they
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have been literally unable to sleep at night because of fears of infection. Such individuals
may want to get tested in order to lgut the panic behind them. In any case, individuals who
are gri;l)ped by anxiety about possible seropositivity should receive adequate pre-test
counseling.

5. gThe results of the HIV-1 antibody test can assist individuals in their personal
decision-making about childbearing, family planning, organ donation, relationships, and
other matters. For example, some women who are pregnant or considering pregnancy, and
who may have been exposed to HIV-1, are choosing to get tested so they can decide on the
course of pregnancy. Since there is a high possibility that babies born to infected mothers
will also be infected, some women choose, on the basis of seropositive test results, to avoid
pregnancy or to terminate an existing pregnancy. Women who test positive and who have
decided to carry a pregnancy to term regardless of their HIV-1 antibody status can use test
information in planning for effective pre-natal care.

6. Finally, early detection of }EIV-I seropositivity can enable early notification of
the person’s sexual or IV drug partners, who may be at risk of HIV-1 infection. From a
public health perspective, early partner notification increases the possibility that
widespread transmission can be curtailed.

F. Individual Decision-Making: Potentially Questionable Motives for HIV-1
Antibody Testing

All other things being equal, there may also be questionable motives for getting
tested, personal reasons that should be explored in more depth as the CD counselor talks
to the client. They include the following.

1. Some people have heard a lot about the test, but actually know very little about
it. Some have come to believe that the test "does something" that will protect them from {
infection. In fact, the only thing the test "does" is to indicate the presence of antibody to
HIV-1. It is not predictive in individual cases; it cannot indicate whether someone will get
infected. Only behavior will determine that.

2. Some have used the test as a way to give themselves a "clean bill of health," so
that they can return to previous behaviors without concern. Such a strategy renders the test
functionally useless. If the test is not part of larger progress toward reduction of risk
behaviors, it cannot have much value.

3. Some L}vao;:olca may not be emotionally ready to hear that their test results indicate
seropositivity. Unprepared, individuals are vulnerable to a wide variety of emotional
responses, ranging from denial to despair. Unless someone has seriously considered the
possibility of a positive test result, and outlined personal copir_ll%strategies in advance, it
might not be advisable for them to take the test at that time. The CD provider, for his or
her part, should be well-versed in available referrals, for medical or psychosocial services,
which can assist the client who is emotionally prepared to take the test and who
subsequently tests HIV-1 seropositive.

4. Some people might choose the test because they have heard repeated
recommendations from others to do so. Especially when persons in authority recommend
testing, the advice carries considerable weight. But unless getting tested is ggrsgnally and

niquel iate, such blanket recommendations are not germane to the individual
and his or her situation. That is not to say that advice from authorities should not be taken
into account as part of the decision-making process. It is rather to suggest that broad
recommendations appropriate for the majority of people may not be relevant in each
individual case. The care provider can help the client assess whether the HIV-1 antibody
test is individually appropriate.

S. Some new couples are getting tested simultaneously so that they don’t have to
use condoms or other barriers when having intercourse or oral sex. But to be truly
effective, such a strategy has to take into account the six-month window period, and place
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considerable trust in on-going sexual and needle-sharing monogamy. Few couples are
willing to wait that long, and it is clear from long years of research that intended
monogamy is not always matched by practice.

G. Individual Decision-Making: Timing of the Test

It is also important to consider the timing of an individual client’s test. Most clients
enter CD treatment after years of accumulated chemical or alcohol abuse, and their lives --
internally or externally -- are in disarray. They are fragile, groping, trying to build a new
way of thinking and living. Relationships are often in serious disrepair and demand
attention; family life is fractured and requires care. In short, the average CD client, while
in primary treatment, may not be in a very good psfv]chological state or position to hear that,
on top of everything else, she or he is positive for the HIV-1 antibody. On the other hand,
if the client is ready, and the treatment program provides a supportive setting in which to
deal with issues related to HIV-1 seropositivity, there might be just cause for getting tested
during CD treatment. In addition, the client may be manifesting physical symgtoms
associated with HIV-1 infection, such as enlargement of the lymph nodes or chronic
diarrhea, that might indicate the advisability of HIV-1 antibody testing in order to
determine medical treatments and interventions. Only the individual’s particular needs,
concerns, and goals will determine which choice is best.

H. Guidelines for Individual Decision-Making

Beyond general guidelines that compare on-site and off-site testing and the
difference between the use of CTS’s and private physicians or clinics, counselors need
guidelines that will aid them when the client asks, "Should I get tested?"

The first guideline, stated at the beginning of this section, is fundamental: It is not

the task of the counselor to decide for the client, or to push the client toward a decision

that reflects the counselor’s personal bias; it is the counselor’s job to provide accurate
Eala(nc)ed information that can help the client determine what 1s uniquely best for him or
her.(9 )
With that in mind, the counselor can, if time and training permit, provide the kind of
information and questioning that will help the client decide what to do, and how. The
counselor may want to explore some of the following:

1. Is the client clear on what the test is and does, and what it does not do?

2. Are the client’s motives for getting tested logical and well-reasoned?

3. Has the client considered what she or he will do if the test turns up positive? If it
turns up negative?

4. Is the client aware that, no matter how the test turns out, the real focus is
behavior change?

S. Is the client aware of the difference between being tested privately and at one of
the Counseling and Testing Sites?

6. Isit important that she or he get the test immediately, as opposed to waiting until
completion of primary treatment?

(9) The CD counselor who notes in a client the symptoms of any illness should, of course, refer the client for
medical diagnosis and treatment. The physician who receives that referral, and who notes in that client
symptoms associated with HIV-1 infection (such as swelling of the lymph glands, chronic fatigue, night sweats,
extended diarrhea, or others) will very probably order the HIV-1 antibody test. The presence of any symptom
by itself does not prove HIV-1 infection, since the symptoms just listed can have multiple causes. Only the
results of the antibody test will allow the physician to determine with finality that HIV-1 infection is the likely
cause of observed illness.
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7. If the client i in h ve a "su n"
ny her i h ? Some people find the testing process anxiety-producing
and frightening; it may help to bring a friend along who can be trusted and who can offer
support after receiving test results.

L. Additional Concerns

Testing also raises a host of difficult questions for CD providers that have not been
addressed directly in this section. "If a client tells me he or she is positive, am I required to
report that information to the Department of Health?" "How should I respond, and what
should I do with the information, when a client tells me she or he is positive?" "If I know a
client is positive, and is having sex with someone who doesn’t know, am I obliged to act
under Duty To Warn?" "Should test information be entered in a client’s treatment file?"
There is a transparent link between these questions, in that they all have to do with some
aspect of conﬁdgntlahty, HIV-1 antibody testing, and related policy, is fraught with such
issues. These particular concerns will be addressed in the next section of the Guidelines,
"Confidentiality and HIV-1 Information Management."

J. Resources
Counseling and Testing Sites:

Minneapolis:

Red Door Clinic

527 Park Avenue South
Minneapolis, MN 55415
(612) 347-2437

The Red Door Clinic has five satellite offices. Call the

Red Door clinic to make appointments at the following sites:
Brooklyn Center

Bloomington

North Minneapolis

South Minneapolis (two locations)

St. Paul:

St. Paul Division of Public Health ("Room One-Eleven")
Room #111

555 Cedar St.

St. Paul, MN 55415

(612) 292-7752

St. Cloud:

Quiet Care Clinic

Stearns County Community Health Services
510 25th Avenue North

St. Cloud, MN 56302

(612) 255-6155
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Duluth:

Duluth Community Health Center
2 East 15th Street

Duluth, MN 55805

(218) 722-1497

Rochester:

Olmsted County Health Department
415 Fourth Street

Rochester, MN 55901

(507) 285-8370

Moorhead:

Clay County Health Department
123 1/2 South 21st Street
Moorhead, MN 56560

(218) 299-5222

Winona:

SEMCAC Clinic
64 1/2 West 5th St.
Winona, MN 55987
(507) 452-4307

Mankato:

121 Clinic

310 Bell Avenue
Mankato, MN 56001
(507) 388-9950

Minnesota AIDSline:
Twin Cities Metro: 870-0700
State-wide Toll-free 1-800-248-AIDS (2437)

For information on health care coverage and the HIV-1
antibody test, contact:

Insurance Division

Minnesota Department of Commerce
(612) 296-2488

or:
HMO Section

Minnesota Department of Health
(612) 623-5365
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VII. CONFIDENTTALITY AND HIV-1 INFORMATION
J AGEMENT

Recommendation: Chemical dependenc
treatment programs should develop an
adopt lpo icy that addresses the range
of specific concerns about confidentiality
of HIV-1 information.
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VII. CONFIDENTIALITY AND HIV-1 INFORMATION MANAGEMENT

A. Introduction

Data privacy laws have their basis in legally established rights to privacy and
freedom from undue governmental intrusion into personal affairs. But as with most legal
rights, there are limits to absolute freedom. The courts have recognized that when
compelling public health and safety are involved (among other reasons) the public good
may prevail over private liberties. It is the awareness of those two polarities of "need" and
"good" that has preceded many of the discussions about confidentiality and HIV-1 status.

Data privacy law intends to protect individuals from the potential harm that can
occur when confidentiality is violated. If no unwarranted harm ever came to individuals
because of public revelation of private information, the need for such protection would not
exist. But harm has resulted from loss of privacy, in many areas of life. In the past
individuals suffered loss of employment, alienation within the community, occupational
ostracism, and personal torment because it became known that they were recovering from
alcohol or drug addiction, or that they were being treated for some form of mental illness.
Since 1981, similar reactions have occurred because of known or suspected seropositivity.
In this country HIV-1-infected persons, or those believed to be infected, have been:

1) refused employment, and terminated from current employment, despite

qualifications;
refused mental health services, and expelled from programs they were already in;
denied medical care, including emergency services;
evicted from their apartments and homes;
placed in unnecessary isolation or segregation in care settings, schools, and even
court rooms;
denied entrance to schools and other public institutions;
refused entry into the country, even for the purposes of research and study;
victimized by taunting, threats, and verbal harassment; and
the targets of violence.

Countless acts of discrimination and abuse against people who are HIV-1-infected
have been documented, and doubtless there are many more that go unreported. Clearly
there is a need to protect individuals from involuntary disclosure of HIV-1 status.

As in the earlier section addressing discrimination issues, nothing in this section

should be construed as legal advice on specific matters. As always, one §hopld consult
competent legal authorities on questions relating to the law and its application.

VOO NP WN
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B. Federal Laws Addressing Confidentiality

While there is as yet no federal statute that specifically protects the confidentiality
of individuals who are HIV-1 seropositive, there are a number of statutes and regulations
that apply to data, including HIV-1 antibody status, on clients receiving drug or alcohol
abuse treatment.

The federal government enacted lefislation in the early 1970’s to guarantee strict
confidentiality of persons receiving alcohol or drug abuse treatment.(1) The Department
of Health and Human Services issued revised regulations implementing these laws in June
of 1987; they are published in 42 Code of Federal Regulations, Part 2.

In enacting regulations, Congress reasoned that because of the stigma attached to
alcohol and drug abuse, a firm assurance of confidentiality would be required, so that
substance abusers would continue to seek treatment.

The law and regulations govern when and how drug and alcohol programs may
make any disclosures about clients -- including HIV-1/AIDS-related information. In

eneral, such information cannot be revealed in a manner that would, directly or indirectly,
identify the client as a substance abuser. There are a few very limited and specific
exceptions:

- Programs can disclose information if the client so consents on a written form, but
the form must meet certain criteria.

- Disclosures can be made without client consent to other staff within the program
or to an "entity having direct administrative control over that program" if the disclosure is
needed in order to provide drug or alcohol services.

- Disclosures can also be made without client consent:

1. if the disclosure will not identify the individual as an alcohol or drug abuser;

2. to "qualified service organizations" when the information is needed by that
organization to provide services to that lprogram;

3. to qualified medical personnel in a medical emergency;

4, for scientific research, audits or evaluations, if certain safeguards against
redisclosure are followed;

5. by a court order obtained through procedures outlined in the federal regulations;

6. to law enforcement authorities when a client commits or threatens to commit a
crime on program premises or against program personnel; or,

| 7. to comply with state laws mandating reporting of suspected child abuse and
neglect.

2 HIV-1 and AIDS data must adhere to the same rule and exceptions; that is, agencies
covered by the federal confidentiality laws and regulations may disclose information
relating to AIDS or HIV-1 infection only if that disclosure would be permitted -- according
to the guidelines above -- by federal rules. This is true even if a state law were to require a
disclosure that federal law prohibits: in those cases, federal law overrides state regulations.

There are other federal confidentiality laws that provide limited protection to HIV-
1-related medical records and information that is collected or maintained by federal
agencies and certain other federally-funded programs.

The Privacy Act (1974) forbids federal agencies from disclosing protected records
without the consent of the person concerned except: 1) to other federal agencies for civil
or criminal law enforcement purposes; 2) to a specific party upon a showing of "compellin
circumstances affecting the health or safety of an individual"; or 3) to a designated party if a
court order authorizinﬁ disclosure is obtained.(2)

A second law, the U.S. Public Health Services Act, has confidentiality provisions
that apply to certain federal agencies conducting health-related research. While this does
not pertain directly to chemical dependency treatment programs, it is important to note

(1) US.C. 42 && 240dd-3.
(2) 5 US.C. 552a.
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that it replicates, once again, in the form of federal law the basic philosophical foundations
for data confidentiality, and that it also covers HIV-1 data.(3)

Finally, under a provision of the Public Health Service Act, public and private
entities receiving federal funds and grants to establish AIDS education and surveillance
programs must keep confidential all individually identifying information they obtain unless:
1) the subject of the information consents; or 2) state or local law requires the
disclosure.(4)

All of the preceding point to several key summary facts about federal law governing
data disclosure:

1. Privacy of data is held as the first principle, the foundation from which all other
exceptions diverge.

2. Disclosure of private data cannot be made arbitrarily or without compelling
cause. The law provides very specific exceptions, and only those exclusions, to the
inviolability of data privacy.

d 3. Some existing laws addressing a range of data privacy concerns also cover HIV-1
ata.

C. Minnesota State Laws Addressing Confidentiality

There is at present no single statute in Minnesota that specifically governs
confidentiality protections to be accorded HIV-1 carrier information. There are, however,
a number of statutory sources that may have a direct or indirect bearing on HIV-1 data
confidentiality.

The Minnesota Government Data Practices Act (5) classifies government health
data on individuals as "private data" -- that is, it can be accessed by the subject of the data
but not by the public. This act would apply to agencies receiving state funds. The statute
does allow the government to disclose data to the subject’s physician for certain purposes,
or, with the approval of the Commissioner of Health, for a variety of public health
purposes, such as location of a carrier or prevention of the spread of disease. But health
data on an individual "collected by public health officials conducting an epidemiological
investigation to reduce morbidity or mortality is not subject to discovery in a legal action".

Another section of the Act defines medical data as "private" with a very few, specific
exceptions. Medical data is defined as "data collected because an individual is or was a
patient or client of a hospital, nursing home, medical center, clinic, health or nursing
agency operated by a state agency" (or receiving state funds for operation). Again, this
means that only the subject has the right to access that information. Violation of the Act by
an agency is subject to civil action and potential damages of $10,000; violation by an
individual is a misdemeanor and subjects him or her to job suspension or termination.

Another statute (6) addresses confidentiality of medical records under the "Patients
and Residents of Health Care Facilities Bill of Rights." The statute covers persons in acute
care inpatient facilities for longer than 24 hours, persons in long-term care, and persons
receiving mental health treatment on an outpatient basis. It states, in part, that patients
and residents "shall be assured confidential treatment of their personal and medical
records,” and may approve or refuse the release of those records to any individual outside
the agency.

(3) SU.S.C. 242 et seq.

(4) 2 US.C. 247c(e)(5).

(5) Minnesota Statutes Chapter 13.

(6) Minnesota Statutes 144.651,subd.16:1986.
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D. Is This Anything New?

Anyone familiar with the management of substance abuse treatment programs
already has more than a passing acquaintance with federal and state laws governing
confidentiality of records. The question is, does HIV-1 data qualify as an exception to
current law? The answer, clearly, is "no." HIV-1 does not present a new series of
exceptions, qualifications, or disclaimers that radically alter application of existing law.
Whatever obligations substance abuse programs have in protecting client information apply
to HIV-1 idenngring data. In significant ways, it is not something "new."

What is different about HIV-1 data is that:

1. the need for data confidentiality is heightened, not in a legal sense, but because
public fear about HIV-1 is still very high;

2. there are sometimes strong feelings among staff and clients about "right to know"
Versus “g)rivacy rights";

. measures to assure the confidentiality of HIV-1 information are still evolving.

E. Specific HIV-1 Data Confidentiality Concerns

Numerous issues concerning HIV-1 data confidentiality have already arisen and CD
treatment programs have begun grappling with possible answers. Crucial decisions need to
be made on such questions as:

i ?1. Intake: Does the program request information on client HIV-1 status during
intake?

2. Internal Disclosure: How should test results be handled internally? Who "needs
to know" test results, and on what basis is that determination made?

3. In-treatment Client Disclosure: Does the program expect, implicitly or explicitly,
clients who are tested during the course of treatment to reveal test results to program staff?
To other clients with whom they are in treatment?

4. Disclosure Liability: What program responsibilities and { or liabilities emerge if a
client voluntarily reveals positive test results? What if those results are revealed without
the client’s permission, either by another client or a staff member?

5. Charting: Should the results of an HIV-1 antibody test be charted? What about
the fact that they took the test, or requested it, apart from the results? If information is

charted, where, by whom, and how does that take ?Iace? )
6. C_lmjiansiu If the agency maintains files that identify client HIV-1 status, and

the client is transferred to another agency, does the HIV-1 status data get transferred as
well?

7. Test Confirmation: If a client self-reports a positive HIV-1 status, should the
program seek confirmation, either through the M.D. who ordered the test or through a
. irngatgry tESt?W What third discl ht be and migh b d

- Duty to Warn: What t ird party disclosure might be and might not be warrante
according to "Duty To Warn"?

F. General Principles

There are a few general principles which precede a discussion of specific issues and
inform {)ossible resolutions of confidentiality problems.
. Programs should actively safeguard and protect the HIV-1 status confidentiality
of all clients and staff. There will be rare exceptions, of course, but they do not negate this
primary position.
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2. When the HIV-1 seropositivity of a client needs to be shared with specific staff,
“either through charts or verbally, incontestable "need to know" should be the criterion for
disclosure.

What constitutes such need should be determined through clear agency standards
and rules. The National Association of State Alcohol and Drug Abuse Directors
(NASADAD) recommends that CD treatment programs take the following factors into
account when determining who among staff (both on-site and adjunct) "needs to know":

a. the potential for discrimination against the client
both within and outside the program;

b. the continuity of care, especially medical care;

c. the client’s right to privacy;

d. the extent to which program staff is trained and
knowledgeable about HIV-1 issues; and,

e. program liability.(7)

While the NASADAD guidelines do not state definitively who needs to know, they
do delineate decision-making parameters. The question of "who needs to know" should be
resolved by program staff before a demand for the answer arises.

3. Programs ought not pressure any client to reveal his or her HIV-1 status.

The rationale is simple: pressure may encourage clients to lie, as a form of self-
protection, and at the very least places the client in a clinical double-bind. This is not to
say that staff knowledge of a client’s HIV-1 status wouldn’t be helpful. If program staff are
well-educated and skilled on HIV-1 issues, such information may lead to better client
service or care. But in the end, it is not necessary to know a client’s HIV-1 status in order
to provide effective CD treatment or counseling services. It is the primary purpose of CD
treatment to facilitate recovery from chemical addiction or abuse, not to determine the
prevalence of HIV-1 infection among clientele.

4. Even as CD program staff adhere to strict rules about confidentiality of HIV-1
data, they should take care to plan in advance for crises that may result if a client self-
discloses his or her seropositivity to another client.

For example, "Jane", a client, may tell "John", another client, that she is HIV-1
seropositive -- because Jane believes John’s promise of confidentiality. But John may tell
another client, who tells another, and then another. In this case staff has not disclosed
private data, but other clients have found out anyway. If they end up rejecting, persecuting,
ostracizing, or otherwise hurting Jane, staff will nevertheless be faced with a "crisis of
confidentiality" for which they are not directly responsible. Since such "rumor mills" are not
uncommon in CD treatment, it is wise to proactively plan for their management. At the
very least, program staff can play a critical role in helping an HIV-1 seropositive client
decide who she or he does, and does not, want to tell.

5. There is no reason that CD program staff must know, for the purposes of
infection control, risk management, or provision of CD treatment services, the HIV-1
antibody status of all clients.

It cannot even be claimed that knowledge of client HIV-1 antibody status will
reduce risk of accidental infection on the job; there is no basis for such a contention when
Universal Precautions are followed.

6. CD treatment and care programs should assume, as mentioned in the section on
“"Infection Control," that all staff and all clients are already and currently HIV-1
seropositive.

There is a danger in any action, such as pre-admission testing or requesting
disclosure of HIV-1 status at intake, that gives unreliable information about whether
particular clients are HIV-1-infected. Not only do people naturally tend to be more
"careful" around people known to be infected, and less careful around people not known as

(7) "AIDS and IV Drug Abuse: Critical Issues, Policy Options, and Recommendations for Drug Abuse
Treatment Programs". (AIDS Policy Project Monograph, September, 1988).
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such, but the reliability of test results (because of the seroconversion period) or self-reports
themselves are questionable. There may be HIV-1 positive clients who are unaware o
their status themselves.

Program staff can take this point an additional step by encouraging health
promotion activities for all clients. The reasoning that asserts "we should know so we can
encourage the HIV-1 client to improve his or her general health" neglects the fact that
most CD clients, whether or not they are HIV-1-infected, are in poor health when they
enter treatment, and could benefit from proper attention to nutrition, stress reduction,
smokin; cessation, and other matters.

. Program administrators should provide for the education of all staff and clients
about basic issues and policy relating to confidentiality, so that inadvertent violation of data
privacy is minimized.

G. ific I : n A Client Tells a 1

If a client voluntarily reveals his or her seropositive status, the program is legally
bound to keep confidential, within the rules and provisions of law, that self-report. The
program is also obligated (as is discussed further in the section on "Access to Services") to
provide the same level of effective care after the client self-disclosure that would be
provided any other client, provided the client in question remains otherwise qualified. To
ensure quality treatment and attention to unique needs, program staff to whom the
revelation was made should provide the client, if such services are not available within the
agency, with appropriate referral resources that can assist him or her with seropositivity-
related needs or concerns.

There is no law or statute that compels the non-medical CD counselor to report a
client self-disclosure of HIV-1 sero%ositivigv to the Minnesota Department of Health or any
other gfency. The only C]pr::rsr.m so obligated in the CD context would be the in-house
medical worker who orders the HIV-1 antibody test that turns up positive.

There may be circumstances in which a client claims to be HIV-1+ but there is good
reason to believe that she or he is not. Should the clinician then request that the client
receive HIV-1 antibody testing, or order to confirm or rule out the client’s claim?

It seems that in such cases there is a deeper clinical issue that is not necessarily
associated with HIV-1 at all. It is this: How does an effective clinician respond at any time
she or he thinks a client is lying, about whatever matter, or for whatever motive? For the
most part, the clinician will confront the client with that perception; if the client continues
to lie, or if the pcrccgtion of lying persists, the behavior is treated as a therapeutic issue, to
be addressed through therapeutic means.

H. ific I : Charting Client HIV-1 D

Under what circumstances, if any, should the HIV-1 status of a seropositive client be
entered into the client’s treatment file? If entered, where should such data be charted?
What forms or phrasings should such charted information take?

In response to these questions, CD treatment programs have taken a variety of
approaches to charting HIV-1 client data. Some programs chart information about client

V-1 status in only the most general, euphemistic terms, e.g., "client talked about sexuality
concerns," "we talked about client health issues," and so on. Some programs keep a client
medical file that is separate from the client’s "treatment progress" file. The medical file is
accessed only by a program nurse or physician, and is not available to general counseling
staff. HIV-1 seropositivity data is then recorded in the medical file, which is typically not
requested or released in a standard Request for Release. By maintaining a separate file,
health care professionals who need to know will know and others will be barred from such
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data. Still other programs have recorded client seropositivity in a general file, but have
maintained scrupulous control over file access by both internal and external parties who
have no need to know client HIV-1 status.

The dilemmas related to charting of HIV-1 status may not be fully resolvable at this
time. There are unanswered and volati%e questions about what is appropriate, legal, and
clinically sound in terms of charting policy and practice. Therefore, the CDPD cannot
make any specific recommendation in these Guidelines, but will be laboring, in the coming
months, to come up with clearer information and guidance.

I. Specific Issues: Tarasoff and "Duty to Warn"
Tarasoff v. Regents of the University of California(7) and related decisions impose a

common law du(tiy upon mental health professionals to take reasonable steps to protect
identifiable third party victims of patients believed to pose a serious threat of violence.
Such "duty to warn" is seen as superseding obligations of confidentiality.

The question is, does Duty to Warn apply in some HIV-1 cases? Perhaps. The law
in this area is so potentially unstable that no volume could give absolute advice. Again,
programs are urged to consult competent legal counsel as specific cases arise. It does
appear that in cases where a specific threat can be identified against a specific individual
that a duty to warn is implied. If a client, for example, tests HIV-1 seropositive, and refuses
to disclose that fact to his sexual partner and the client continues to engage in unprotected
sexual intercourse with his partner, then a duty to warn that partner may prevail. It should
be noted, however, that the intent of such common law is not to circumvent necessary
therapeutic intervention. When faced with a client as resistant as the one just mentioned,
the clinician should attempt every available therapeutic strategy before resorting to the
duty to warn.

J. Specific Issues: Minnesota’s Health Threat Procedures Act(8)

1987 Minnesota law established a civil judicial procedure by which Minnesota
health authorities can force education, counseling, medical testing, treatment and
confinement upon individuals who are, or who are suspected of being, carriers of serious
infectious disease (including HIV-1) and who behave in a manner which subjects other
people to a risk of contracting the disease. The law is most decidedly not intended to apply
to the overwhelming majority of HIV-1-infected persons, but rather intended to provide
intervention measures in those extreme cases where HIV-1-infected clients continue to
willfully and knowingly place others at risk, or in those cases where an incapacity to
function at a reasonable level renders the person functionally unable to practice risk
reduction measures. If CD treatment and care programs do encounter such clients, and if
all therapeutic avenues have been exhausted to no avail the Minnesota Department of
Health should be contacted for legal and procedural clarification.(9)

(7) 17 Cal. 3rd 425, 551 P.2d 334 (Cal. 1976).

(8) Minnesota Statutes, 144.4171 to 144.4186.

(9) A copy of DHS Informational Bulletin No. 89-53A, which explains the act in more detail, is included in the
appendices to the Guidelines. It also outlines the specific steps that must be taken in order to have an
individual deemed a "non-compliant carrier” and subject to the legal provisions of the Act.
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Issues: nfidentiality and "Empl

The Minnesota Employee Right to Know Act(10) requires employers to provide
basic training and information on hazardous substances andqharrnful physical agents to
which employees are routinely exposed at work. Some employee groups have brought legal
actions claiming that the Act compels their employers to notify them of the known

resence of HIV-1-infected co-workers or service users. The judicial response to date has
indicated that the Act, because it requires the condition of "repeated exposure,” generally
applies only to hospitals, clinics, and blood banks.

L. A Final Disclaimer

The importance of securing specific legal counsel on specific program situations
involving confidentiality and the laws and reEulations by which it is governed cannot be
overstated. While there is much about which programs can be fairly certain, and many
areas around which policy and protocol can be confidently dcsignec?: confidentiality issues
surrounding HIV-1 can precipitate new and complicated program dilemmas and represent
an area about which program administrators often feel most uneasy. It is essential,
however (as indicated by the basic intent of the guidelines as a whole) that CD treatment
and care programs respond to such dilemmas proactively, rather than wait for a crisis to
occur.

M. Resources

Legal Program, Minnesota AIDS Project
2025 Nicollet Avenue South
Minneapolis, MN 55404

(612) 870-7773

Chemical Dependency Program Division
Minnesota Department of Human Services
444 Lafayette

St. Paul, MN 55155

(612) 296-3991

Minnesota Department of Human Rights
500 Bremer Tower

7th and Minnesota St.

St. Paul, MN 55101

(612) 296-5663 (Voice)

(612) 296-1283 (TDD)

Your agency attorney

(10) Minnesota Statutes 182.653.
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VIII. SUMMARY_ CHECKLIST

A. Equal Access to Services

Basic Principle
No one should be denied services, or offered sub-standard services, because of real or

perceived HIV-1 antibody status. There is no valid ethical, clinical, epidemiological, or
legal reason for CD tprograms to refuse admission for an HIV-1 antibody person who is
otherwise qualified for that service.

Recommendation(s)

That CD treatment and care programs adopt a policy statement that explicitly
acknowledges full access to services and employment for HIV-1+ persons who are
otherwise qualified. In addition, programs should endeavor to educate all staff about non-
discrimination law as it relates to HIV-1 and AIDS.

B. HIV-1 Education

Basic Principle ) X
Education that emphasizes behavioral change is one of the only tools presently available in

the fight against transmission of HIV-1. Though difficult, education can be effective in
changing knowledge, attitudes, and behaviors. All clients in CD treatment and care
programs and the staff who work in them, deserve the best education that can be provided.

Recommendation(s)

That CD treatment and care programs provide education on HIV-1 for all staff and all
clients. Education should be integrated smoothly into existing program format and
philosophy, and include at the very least, an explanation of the nature and action of HIV-1,
the facts about transmission, and personal and occupational risk reduction strategies.
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C. Infection Control/Universal Precautions

Basic Principle

There is a minute risk of HIV-1 exposure through occupational cx]aosure to blood, semen,
and vaginal secretions. Despite the fact that it is extremely unlikely that such exposure
would take place in CD treatment and care programs, it is sensible, for general hygienic
reasons and to control infection of other blood-borne pathogens such as Hepatitis B Virus,
to adopt simple, accessible infection control procedures and protocols in treatment
programs and other client service settings.

mmendation
That CD treatment and care programs ought to adopt, as a matter of policy, an infection
control plan appropriate to the program. Outpatient programs will have different infection
gontrol guidelines than inpatient programs; the policies reproduced in this volume should
e consulted.

D, HIV-1 Antibody Testing

Basic Princi%Ie

The current HIV-1 antibody test has both potential advantages and limitations. The HIV-1
antibody test should not be required as a precondition for employment or services. Persons
thinking of getting the test should carefully weigh a number of critical factors before getting
the test. Clinicians working with clients have a role to play in helping the client: 1) to
decide whether or not to be tested, 2) to learn about resources for testing and their
respective advantages and disadvantages, and 3) to provide adequate and appropriate
follow-up counseling, or referral for counseling, after testing.

Recommendati

That CD treatment programs ought to make clear to all staff and clients their stance on
HIV-1 antibody testing, Staff should help clients reach uniquely appropriate decisions on
the question of being tested, rather than forcing one recommendation over another.
Treatment programs should endeavor to protect client confidentiality in the entire process
of test decision-making and actual testing, and should endeavor to make sure that no client
comes to harm because of a gositive test result. On-site testing is generally problematic for
CD treatment programs. Substantial consideration should be given to the timing of the
test, and whether or not a test is performed during the client’s staﬁ in a CD program should
be based on the individual circumstances and vulnerability of each client.

E. Confidentiality and HIV-1 Information Management

Basic Principle

Since a great deal of potential harm can come to clients whose HIV-1 positive antibody
status is inappropriately or illegally disclosed to third parties, CD programs should
scrupulously guard the confidentiality of client and staff HIV-1 status.
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-Recommendation(s)

That CD programs develop and adopt policy that addresses specific questions about HIV-1
antibody status and confidentiality. Policy should address issues such as who needs to know
when a client self-reports HIV-1 seropositivity, program responsibilities and liabilities in
relation to HIV-1 status information, third party disclosure, charting protocols of HIV-1
status, and other matters. Specific recommendations on confidentiality questions are
contained in the body of these Guidelines.
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IX. APPENDICES

A. Notes on Terminology

B. Hospital-Based Programs

C. DHS Instructional Bulletin No. 89-53A.

D. "DHS Residential Facilities Manual, Policy
No. 6701. Patient/Resident Care: General
Infection Control Policies for Residents."

E. "Update: Universal Precautions for Prevention
of Transmission of Human Immunodeficiency

Virus, Hepatitis B Virus, and Other Blood-
borne Pathogens in Health Care Settings."
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Appendix A: Notes on Terminology

The fight against AIDS and HIV-1 infection has resulted in a new vocabulary of
words and phrases that have entered common usage. Many are epidemiological or medical
terms. Others, like "bodily fluids" have been employed as a way of explaining how HIV-1 is
transmitted, or how one can reduce the potential for infection.

It is not essential that the CD practitioner be conversant in the wide array of
medical or epidemiological terms used to define various aspects of HIV-1 infection. It is
vital, however, that practitioners be aware of, and guard against, some of the imprecise or
value-laden terms often used to talk about HIV-1. A listing of such terms, and proposed
alternative terminology, follows.

Terms: "HIV-1"vs, "AIDS".

Many people use "HIV-1" and "AIDS" interchangeably. It is important to note that
all people with AIDS are HIV-1-infected, but that most people who are HIV-1-infected do
not have AIDS. An over-reliance on the use of "AIDS" has also tended to minimize the
severity of the public health crisis, since it ignores the 1.5 million Americans who are HIV-
l-infected but who do not currently evidence the symptoms of AIDS. "HIV-1"is the
preferred term when referring to the public health crisis, transmission, infection, and
personal risk reduction. "AIDS" is most accurate when referring to the specific disease that
can ultimately result from HIV-1 infection.

Term: "bodily fluids".
When educators warn people against "sharing bodil{l}'luids", it is not unlike saying

"don’t drink the water". Does that include bottled water? Water in every city, throughout
the world? Water used as an ingredient in foods? Tap water that has been boiled?
Clearly, some water, in some locations, may contain an unacceptable quantity of parasites.
But there is no reason to avoid all water. Not only is such a recommendation impossible to
follow, it introduces an unnecessary amount of fear into daily affairs.

So when the general public hears "bodily fluids", they tend to think of many things:
saliva, tears, blood, sweat, semen, and others. And they may become afraid that all bodily
fluids can transmit HIV-1 -- the saliva contained in a sneeze, the residue sweat on exercise
equipment. The reality is that bodily fluids, as a group, do not transmit HIV-1. For all
practical purposes, non-medical personnel need concern themselves only with blood,
semen, and vaginal secretions.

"Bodily fluids" therefore, is unnecessarily confusing, rather than clarifying. The term
should be used only when its meaning can be precisely clarified. Otherwise, it is better not
to use it at all, referring instead to "blood, semen, and vaginal secretions".

Term: "vaginal secretions”. .
While the vast majority of people understand what semen is, some are confused

about what constitutes "vaginal secretions", believing that it may refer only to menstrual
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blood. In fact, it does not (thou%h the menstrual blood of an HIV-1-infected woman is
infectious, simply because 1t is blood). Vaginal secretions refers to the natural lubrication
of the vaginal walls.

Educators who employ the term should take special care to explain it in lay
terminology, by using phrases such as "vaginal secretions, or the wetness that’s always inside
a woman’s vagina."

Term: "high risk gr rsons".

Referring to gay men, IV drug users, prostitutes, prisoners, or others as "high risk
groups" or "high risk persons” is not only inaccurate, it tends to fuel existing biases and
discrimination. Gay men who have been celibate or who have been in a long-standing
monogamous relationship, IV drug users who never share injection equipment, and

rostitutes who never take semen into their bodies are not at real risk for HIV-1 infection.

t is not who someone is that determines the possibility of HIV-1 infection, but rather what
someone does. Therefore, "high risk groupsf;))ersons" should be rejected entirely in favor
of "high risk behavior",

Term: "AIDS victims".

Many people with AIDS, struggling to live their lives as fully as possible in the face
of a life-threatening disease, have rightfully objected to the use of "victims". It is a word that
reinforces the negative, helpless, and hopeless aspects of an individual’s experience. The
gi%ferred term, in widespread use, is "people with AIDS", sometimes seen abbreviated as

A.

Term: "innocent victims".

This term is sometimes applied to children with AIDS, or those who acquired HIV-1
through transfusions or blood products. It implies that there is another group of people
who are "guilty" of something, and who, by implication, "deserve the consequences."
reality no one chooses to become HIV-1-infected, and no one deserves it. The misnomer
"innocent victims" should be avoided altogether.

Term: "general population”.

This term is sometimes used as a euphemism for the heterosexual, non-infected
segment of the population -- as though gay men and people with AIDS did not form a part
of the whole. "As HIV-1 begins to affect the general population", for example, suggests
that it hasn’t already -- and what is really being said is "as HIV-1 begins infecting large
numbers of non-IV drug using heterosexuals." It is a term that should be used only when it
is clear that it is inclusive of all members of society.

Terms: "intimate contact/sex".

Like "bodily fluids", these terms are vague and may generate unnecessary fear.
Many people regard kissing as intimate, or fondling a part of sex, but in terms of HIV-1
transmission, kissing is not risky, while unprotected anal intercourse is. Sexual behaviors
should not be lumped together under one large heading that includes behaviors that may
transmit HIV-1, and those that do not. When speaking of risks associated with HIV-1
transmission, it is best to refer directly to the sexual behaviors (e.g., unprotected vaginal
il;}erco(ljlrse) that could pass the virus from an HIV-1 infected person to someone who is not
infected.

Term: "promiscuity”.

This is a value-laden term with too many variable meanings. For some,
"promiscuity" is heterosexual intercourse before marriage, others may have intercourse or
oral sex with many partners and not consider themselves "promiscuous”. People labeled as
"promiscuous" during the course of HIV-1 education, either by design or by implication, are
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likely to react with shame or anger. "Promiscuity” is another term that should be eschewed
entirely, in favor of "multiple sexual partners." The later is more descriptive and less
condemning.

There are a variety of other terms and expressions that have been inappropriately,
offensively, or inaccurately utilized when talking about HIV-1 and AIDS. The preceding
are but a few of the more common examples. They point to the need for precision and
sensitivity in language, so that meaning is clear and blame is avoided. CD counselors
would be wise to carefully consider the terms they use to talk about HIV-1, both in
conversations and in education of clients or other staff.
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Appendix B: Hospital-Based Programs

’

Hospital-based inpatient CD treatment programs and the Minnesota Regional
Treatment Centers may encounter HIV-1-related problems or dilemmas that differ slightly
from the experience of freestanding CD treatment programs. While the HIV-1 Guidelines
are equally appropriate for hospital and non-hospital programs, several additional
considerations should be addressed in the process of implementing these guidelines in the
hospital-based setting.

Considerations

1. Hospital-based programs, the Regional Treatment Centers, and methadone
clinics are generally bound not only by Minnesota State CD licensing requirements, but by
the rules o? other regulatory or accreditation agencies as well, such as the Food and Drug
Administration or the Joint Commission on Accreditation of Health Care Organizations
(JCAHCO). While there is no essential contradiction between the recommendations in the
HIV-1 giuildelines, and the policies of other bodies, there may be differences in emphasis
or protocol.

2. It may be easier to implement HIV-1 guidelines and policies in freestanding, CD-
only programs. Ideally, hospital-based programs or the Regional Treatment Centers would
implement institution-wide guidelines simultaneously, so that divisions or sections can work
together toward the achievement of common goals and objectives. In practice, that may
not always be possible, because of varying priorities. Chemical dependency programs
housed in larger agencies may, in the process of guidelines implementation, find
themselves somewhat isolated in the degree to which they have chosen to emphasize the
importance of HIV-1-related issues.

3. Hospital-based programs and the Regional Treatment Centers (as well as some
larger freestanding programs) may embrace a larger variety of staff with diverse
perspectives. Physicians and nurses play a much farger role, working hand-in-hand with
counseling staff. Hospital-based programs may have teachers, vocational counselors,
chaplains, or even art/music therapists on staff. Each additional discipline represents, by
virtue of training and occupational goals, a new outlook that will need to be integrated into
the process of guidelines implementation.

4. Aside from varying perspectives, the mere size of staff will have an impact on the
process of guidelines implementation. Hospital-based programs and the Regional
Treatment Centers tend, for the most part, to have larger staffs than freestanding facilities
(though there are notable exceptions). All other things being equal, a CD treatment
program with five counselors on staff will find guidelines implementation simpler and less
cumbersome than a CD program with 50 counselors.
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Recomm n

1. Hospital-based programs or others who are regulated or accredited by agencies
not addressed in the body of these guidelines (such as the JCAHCO) should consult with
those bodies as an essential ingredient in guidelines implementation.

2. CD programs in hospitals or multi-service agencies should make every effort to
inform and involve other divisions or sections in the process of guidelines implementation.
It is not necessary to ensure that all sections or divisions are in perfect agreement before
CD programs proceed in the task of implementation, but it will prove ultimately beneficial
if those sections or divisions are kept informed and involved.

3. Larger CD programs (including freestanding agencies) would be wise to begin
the guidelines implementation process by assembling an HIV-1 Project Team that will map
out specific strategy and monitor progress. That team should be charged with a clear
mission and objectives and ogerate with focus on action as opposed to research or
discovery. Team members should be selected for their basic knowledge of HIV-1 issues
and their personal commitment to guidelines implementation. Team membership should
include representation from all significant staff constituencies. The HIV-1 Project Team
can begin with a thorough review of the HIV-1 Guidelines, and thereafter construct
strategies, resource allocations, and timelines that will ensure smooth implementation and
monitoring over time.

The preceding does not intend, by any means, to suggest that there are sharp
distinctions between hospital-based programs and freestan%gin facilities. There are, to be
sure, freestanding programs with large and diverse staffs, and hospital-based programs that
are small and relatively unencumbered by the dynamics of large institutions. It is to
suggest, however, that hospital-based programs may need to take a few additional factors
into account while implementing guidelines. Freestanding facilities that find value in the
preceding rccommengations are welcome to incorporate them as well.
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Appendix C: DHS Instructional Bulletin No. 89-53A

INFORMATIONAL BULLETIN NO. 89-53A January 17, 1989

TO: Chairperson, Board of County Commissioners
Attention: Director

Chairperson, Human Services Board
Attention: Director

Chairperson: Community Health Board
Attention: Director

Chairperson, Mental Health Centers
Attention: Director

Attention: Directors, Rule 12/36 Providers
Attention: Directors, Rule 14 Providers
Attention: Directors, Rule 5 Providers

SUBJECT: 1) Procedures for notifying the Commissioner of
Health of persons with communicable diseases who
pose a health threat to others; and
2) Authorized actions the Commissioner of Health
may take to alleviate health threats posed by others.

I. PURPOSE

The purpose of this bulletin is to provide information to mental health providers to
facilitate serving persons infected with a communicable disease, including human
immunodeficiency virus (HIV-1, the causative agent of AIDS), hepatitis B virus (HBV), or
Mycobacterium tuberculosis (M. tuberculosis). As additional information, a recent article
from Minnesota Medicine on the confidentiality of medical records is attached.
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II. BACKGROUND

The Health Threat Procedures Act (Minnesota Statutes, sections 144.4171 to
144.4186) grants authority to the Commissioner of Health, or a local board of health with
delegated authority from the Commissioner, to deal with communicable disease carriers
who pose a health threat to others. The Act outlines the procedures the Commissioner of
Health and the courts must follow when intervening against such a carrier and takes into
account the full due process rights of the individual.

Under the Act, communicable disease means:

"a disease or condition that causes serious illness, serious disability, or death, the
infectious agent of which may pass or be carried, directly or indirectly, from the body of
one person to the body of another" (Minnesota Statutes, section 144.4172, subdivision 2).

Directly transmitted means predominantly:

2) blood-borne; or

3) transmitted through direct or intimate skin contact"
Minnesota Statutes, section 144.4172, subdivision 5).
e.g., HIV-1, HBV)

“li sexually transmitted;

Indirectly transmitted means:

"any transmission not defined by" the above (Minnesota Statutes, section 144.4172,
subdivision 9
(e.g., M. Tuber is)

Carrier means:

"a person who serves as a potential source of infection and who harbors or who the
commissioner reasonably believes to be harboring a specific infectious agent whether or
not there is present discernible clinical disease. In the absence of a medically accepted
test, the commissioner may reasonably believe an individual to be a carrier only when a
determination based upon l\sfedﬁc facts justifies an inference that the individual harbors a
specific infectious agent" (Minnesota Statutes, section 144.4172, subdivision 1).

Health threat to others means that:

"a carrier demonstrates an inability or unwillingness to act in such a manner as to not
place others at risk of exposure to infection that causes serious illness, serious disability, or
death. It includes one or more of the following:

(1) With respect to an indirectly transmitted communicable
disease:

(a) behavior by a carrier which has been demonstrated
epidemiologically to transmit or which evidences
a careless disregard for the transmission of the
disease to others; or

(b) a substantial likelihood that a carrier will
transmit a communicable disease to others as is
evidenced by a carrier’s past behavior, or by
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- statements of a carrier that are credible
indicators of a carrier’s intention.

(2) With respect to a directly transmitted communicable
disease:

(a) repeated behavior by a carrier which has been
demonstrated epidemiologically to transmit or which
evidences a careless disregard tor the transmission
of the disease to others;

(b) a substantial likelihood that a carrier will
repeatedly transmit a communicable disease to
others as evidenced by a carrier’s past behavior,
or by statements of a carrier that are credible
indicators of a carrier’s intention;

(c) affirmative misrepresentation by a carrier of the
carrier’s status prior to engaging in any behavior
which has been demonstrated epidemiologically to
transmit the disease; or

(d) the activities referenced in clause (1) if the
person whom the carrier places at risk is:

(it) a minor, (ii) of diminished capacity by reason
of mood altering chemicals, including alcohol,
(iii) has been diagnosed as having significantly
subaverage intellectual functioning, (iv) has an
organic disorder of the brain or a psychiatric
) disorder of thought, mood, perception, orientation,
' or memory which substantially impairs judgment,
behavior, reasoning, or understanding,
(v) adjudicated incompetent, or (vi) a vulnerable
adult as defined in Minnesota Statutes, section
626.557.

(3) "Violation by a carrier of any part of a court order
issued pursuant to this chapter" (Minnesota Statutes,
section 144.4172, subdivision 8).

III. COMMUNICATING TO THE COMMISSIONER OF HEALTH REGARDING
PERSONS BELIEVED TO POSE A HEALTH THREAT TO OTHERS

Minnesota Statutes, section 144.4175, subdivision 1 states that "any licensed health
professional or other human services professional regulated by the state who has
knowledge or reasonable cause to believe that a person is a health threat to others or has
engaged in noncompliant behavior...may report that information to the commissioner."

The statute also states that a professional "who has knowledge or reasonable cause to
believe that a person is a health threat to others or has engaged in noncompliant behavior,
and who makes a report in good faith under subdivision 1, is not subject to liability for
reporting in any civil, administrative, disciplinary, or criminal action" (Minnesota Statutes,
section 144.4175, subdivision 2).

To facilitate effective and efficient reporting of carriers who are health threats to

Y others or noncompliant, the Act provides for a waiver of privilege which may otherwise
prohibit certain health and human services professionals from disclosing pertinent
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information and opinions about patients and clients. These professionals include licensed
physicians or surgeons, dentists, chiropractors, public health officers, registered nurses,
psychologists, consulting psychologists, and sexual assault counselors. Minnesota Statutes,
section 144.4175 states that "any privilege otherwise created in (Minnesota Statutes)
section 595.02, clauses (d), (e), (g), and (j), with respect to persons who make a report
under subdivision 1, is waived regarding any information about a carrier as a health threat
to others or about a carrier’s non-compliant behavior in any investigation or action."

Mental health providers should note that Minnesota Statutes, section 144.4186
classifies all data on individuals contained in a health directive as private. Such data is thus
not available to the public but is accessible to the individual subject of the data.

"AIDS and the Law: Confidentiality and Duty to Inform" (attached) also discusses
privacy rights and reporting obligations of providers when serving persons with a
communicable disease. It contains information which mental health providers may find
helpful in fashioning workable policies to facilitate serving persons infected with a
communicable disease, including human immunodeficiency virus (HIV-1), hepatitis B virus
(HBV), or erculosis.

IV. AUTHORIZED ACTION BY THE COMMISSIONER OF HEALTH

When a report of a suspected carrier who poses a health threat is received at the
Minnesota Department of Health, an investigation is conducted to confirm the person is, in
fact, both a carrier and a health threat to others, as defined by the Act. Efforts are then
made to alleviate the carrier’s health threat behavior through education and counseling. If
the carrier continues to demonstrate an inability or unwillingness to conduct himself or
herself in such a manner as to not place others at risk despite education and counseling,
then the Commissioner of Health may issue a directive to the carrier. The directive, a
written statement, or, in urgent circumstances, an oral statement, may require a carrier to
cooperate with health authorities in efforts to prevent or control transmission of
communicable disease and must be individual, specific, and cannot be issued to a class of
persons (Minnesota Statutes, section 4172, subdivision 6).

If a carrier fails or refuses to comply with the commissioner’s directive, then the
carrier is considered "noncompliant and the commissioner may petition the court for relief.
Upon a finding by the court that the commissioner has proven tﬁe allegations set forth in
the petition, the court may order one of several remedies available, with the least
restrictive alternative used.

For procedural and informational questions, and to make a report of a person who may be
a health threat to others, contact:

Steve Schletty

AIDS Prevention Services Section
Minnesota Department of Health
717 Delaware St. S.E.
Minneapolis, MN 55440

(612) 623-5698

For questions on the content of this bulletin, contact:
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AIDS Policy Coordinator
Department of Human Services
444 L afayette Road

St. Paul, MN 55155-3828

(612) 296-6046
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Appendix D: Infection Control Policy

RESIDENTIAL FACILITIES MANUAL
Policy Number: 6701
21 October 1988

PATIENT/RESIDENT CARE
General - Infection Control Policies for Residents

1. POLICY

Universal precautions shall be consistently used for all clients as recommended by the
Centers for Disease Control because medical history and examination cannot reliabl
identify all persons infected with Human Immunodeficiency Virus (HIV-1), Hepatitis
B Virus (HBV), or other blood-borne pathogens.

2. AUTHORITY:

A. Minnesota Statutes Sections 144.12 (1986) (Department of Health Authority to
Control Infectious Diseases); 144.651 (1986) (Patients and Residents Bill of Rights);
144.68 and 144.69 (Suppl. 1987) (Records, Reports and Privacy Rights); 145.36
£1986) (Willful Exposure to Disease); Chapter 182 (1986 and Supgl. 1987)

Occupational Safety and Health Act); 246I.)01 (1986) (Powers of the Department of
Human Services’ Commissioners); Chapter 253B (1986 and Suppl. 1987) (Civil
Commitment Act); 626.557 (1986 and Suppl. 1987) (Vulnerable Adult Abuse
ggportin)g Act); 246.017 (1986) (Duties of Department of Human Services’ Medical
irector).

B. Minnesota Department of Human Services Rules 9515.1000 to 9515.2600 (Cost of
Care for Residents in a State Hospital); 9525.0210 to 9525.0430 (Residential
Facilities for Persons with Mental Retardation); 9530.2500 to 9530.4000 (Residential
Facilities for Inebriate and Drug Dependent Persons); 9520.0500 to 9520.0690
(Residential Facilities for Adult Mentally 11l Persons); 9545.0900 to 9545.1090 (Child
Care Institutions); 9555.8000 to 9555.8500 (Vulnerable Adult Abuse Reporting).

C. Minnesota Department of Health Rules for Health Care and Residential Facilities
4655.0090 to 4655.9900 (nursing and boarding care homes); 4640.0100 to 4640.6400
(hospitals); 4665.0100 to 4655.9900 (supervised living facilities).

D. Centers for Disease Control, Recommendations for Prevention of HIV-1

Transmission in Health Care Settings, MMWR 1987, 36 (Supplement No. 25);
Centers for Disease Control, Update: Universal Precautions for Prevention of
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Transmission of Human Immunodeficiency Virus, Hepatitis B Virus, and other
Bloodborne Pathogens in Health Care Settings, MM 1988, 37 (Supplement No.

24).
3. PURPOSE

A. To prevent the spread of HIV-1, HBV, and other blood-borne pathogens through
contact with blood and certain body fluids at the Department’s residential facilities.

B. To protect HIV-infected persons from the acquisition of other infections.
4. DEFINITIONS
A. Universal Precautions: Procedures intended to prevent parenteral, mucous
membrane, and non-intact skin exposure of health-care workers to blood-borne
pathogens.
1) Body Fluids to Which Universal Precautions Do Apply:

a) Blood is the single most important source of HIV-1, HBV, and other blood-
borne pathogens in the occupational setting.

b) Semen and vaginal secretions.
c) Other body fluids containing visible blood.

d) Tissues and the following body fluids: cerebrospinal fluid, synovial fluid,
pleural fluid, peritoneal fluid, pericardial fluid, amniotic fluid.

2) Body Fluids to Which Universal Precautions Do Not Apply:

a) Saliva: General infection control practices already in existence, including
using gloves for digital examination of mucous membranes, suctioning, oral
hygiene, and handwashing after exposure to saliva should further minimize

e minute risk, if any, for salivary transmission. Gloves need not be worn
when feeding clients or when wiping saliva from skin.

b) Feces.

¢) Nasal secretions.

d) Sweat.

e) Tears.

f) Urine.

g) Vomitus, unless it contains visible blood.

The risk of transmission of HIV-1 and HBV from these fluids and materials
is extremely low or non-existent.

3) Universal precautions are intended to supplement rather than replace '
recommendations for routine infection control, such as handwashing and using
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gloves to prevent gross microbial contamination of hands. Because specifying
the types of barriers needed for every possible clinical situation is impractical,
sound judgment must be exercised. Implementation does not eliminate the
need for other category or disease-specific isolation precautions, such as enteric
precautions for infectious diarrhea or isolation for pulmonary tuberculosis.

S. RESPONSIBILITIES:
A. Chief Executive Officers:

Develop and implement facility policies and procedures in consultation with the
Medical Director and Infection Control Nurse.

6. PROCEDURES:

A. Room Assignments: Isolation is not necessary for known HBV and HIV-infected
clients. They may use common waiting areas and bathroom facilities, unless the
presence of other communicable infections requires special precautions. Clients
with known HIV-1 infection shall receive protective isolation only to prevent their
exposure to potentially infectious agents. However, it may be prudent to provide
HIV-infected clients with private rooms if they are coughing, non-compliant with
hygiene and treatment instructions, or cannot be adequately instructed in blood,
secretion, and enteric precautions. When a double or larger room is used, the
additional client(s) will not be an impaired host(s) (e.g., another client with a known
HIV-1 infection who might be susceptible to potential infections).

B. Protective Garments: The following protective garments are to be used as specified:

1) Gloves: Personnel in direct contact with blood, semen and vaginal secretions,
and other body fluids containing visible blood, shall wear vinyl or latex gloves.
Gloves must be changed between client contacts. Hands shall be washed after
removing gloves.

General purpose utility gloves (e.g., rubber household gloves) shall be used for
housekeeping chores involving potential blood contact, for instrument cleaning,
and for decontamination procedures. Utility gloves may be decontaminated
and reused, but must be discarded if they are peeling, cracked, discolored, or
have punctures, tears, or other evidence of deterioration.

2) Gowns: Personnel in direct contact with blood, semen and vaginal secretions,
and other body fluids containing visible blood, must wear gowns. Water-
{)rotective barrier gowns or plastic aprons are recommended when exposure to
arge volumes of body fluid is expected.

3) Handwashing: Hands and other skin surfaces contaminated with blood, body
fluids containing visible blood, or other body fluids to which universal
precautions apply must be thoroughly washed immediately after contact.

4) Eye Protection and Masks: In certain rare instances, such as when a splash of
body fluids is likely, eye protection and masks should be used.

C. Specimens: Blood and body fluids to which universal precautions apply shall be
placed in an impervious bag or container for transport. A 1:10 dilution of bleach or

79



hospital-approved disinfectant shall be used to clean the outside of visibly soiled
containers.

D. Equipment:

1) Precautions must be taken by all personnel to prevent injuries caused by
needles, scalpels and other sharp instruments or devices. All needles and
ﬁrin.wes are to be disposed of in rigid wall, puncture-resistant containers.

eedles are not to be resheathed or clipped after use before being discarded in
the container. The container must be handled carefully to prevent accidental
injury to either staff or clients.

2) The following procedures must be implemented for equipment used commonl
by all clients: a) lensed instruments should be sterilized with ethylene oxide; b
respiratory theraﬂy tubing should be disposable or sterilized before reuse; c)
instruments which come 1n contact with blood or secretions must be sterilized
bebfore reuse, including anesthesia instruments, i.e., laryngoscopes and tracheal
tubes.

All reusable items should be transported in impervious bags or containers.
Scheduling procedures, as appropriate, for the end of the day to allow for
overnight sterilization (e.g., endoscope) should be considered.

3) All disposable contaminated items (visibly soiled with blood or body fluids) are
considered infectious wastes and must be bagged before disposal, in accordance
with facility procedures for infectious waste. Non-disposable contaminated
items are to be bagged and labeled prior to decontamination.

E. Linen: Soiled linen shall be handled as little as possible, and with minimum
agitation to prevent contamination to persons bagging it. All soiled linen should be
bagged at the location where it is used; it should not l%e sorted or rinsed in client
areas. Linen soiled with blood or body fluids must be transported in bags that
prevent leakage. If hot water is used, linen should be washed with detergent in
water, at least 160 degrees F, for 25 minutes. If low-temperature water &ess than
158 degrees f) laundry cycles are used, chemicals suitable for low-temperature
washing at proper use concentrations must be used.

F. Dishes: Standard dishwashing procedures shall be maintained for all residents.

G. Cardiopulmonary Resuscitation: An AMBU-BAG and oral airway shall be
available for CPR even though current knowledge suggests passage of HBV or HIV-
1 by this means has not occurred.

H. Housekeeping: Environmental surfaces contaminated with blood or other body
fluids shall be immediately cleaned with chemical germicides approved for use as
"hospital disinfectants".

I. Dental Care:
1) Personnel shall wear latex gloves, masks, and protective eyewear (i.c., glasses,
goggles, face shields) when performing dental procedures on all clients because

contamination of saliva with blood is predictable; trauma to health-care
workers’ hands is common; and blood spattering may occur.
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2) Instruments used in the mouths of all residents (e.g., mirrors, drills, etc.) shall
be disinfected after use according to the manufacturer’s instructions.

J. Laboratories:

1) Use of gloves is recommended for performing phlebotomy and is mandatory
when health-care workers have cuts, scratches, or other breaks in their skin.

2) Gloves shall be used in situations in which the health-care worker judges that
hand contamination with blood may occur; for example, when performing
phlebotomy on an uncooperative client.

3) Gloves shall be used when performing finger-sticks.

4) Gloves shall be used when persons are receiving training in phlebotomy.

5) Mechanical pipetting devices are to be used for the manipulation of all liquids
in the laboratory. Mouth pipetting is not permitted.

6) Needles and syringes are to be handled as required in 6-D-(1), above.

7) Laboratory coats, gowns, or uniforms shall be worn while working with
potentially infectious materials and appropriately discarded before leaving the
laboratory.

8) All employees processing blood and body-fluids shall wear gloves and aprons.
Gloves and aprons shall be changed and hands washed after completing
specimen processing.

7. CANCELILATIONS:

Residential Facilities Manual Policy Number 6701B, dated 4 January 1988.
Reviewer: Residential Program Management Division Director, Medical Director,
Department of Human Services; and the State Epidemiologist, AIDS Epidemiology Unit
Supervisor, Acute Disease Epidemiology Section, Minnesota Department of Health.

Please direct any questions/comments regarding this policy to the Policy Coordinator, at
296-7014, DHS Residential Program Management Division.
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MINNESOTA DEPARTMENT OF HEALTH

DISEASE CONTROL

Volume 14, Number 4 (pages 33-40)

K

June/July 1988

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" (1). (The August
1987 publication should be consuited for
general information and specific
recommendations not addressed in this
update.)

in 1983, CDC published a document

entitled "Guideline for lsolation
Precautions in Hospitals" (2) 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 entitied
"Recommendations for Prevention of
HIV Transmission in Health-
Care Settings" (1). 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 bioodborne
infection status. This extension of
_ blood and body fluid precautions to all
} patients is referred to as "Universal

(3.4).

Blood and Body Fluid Precautions” or
"Universal Precautions.” Under
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
bloodbome pathogens. In addition,
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, CDC and the Food and
Drug Administration (FDA) have
received requests for clarification of the
following issues: 1) body fluids to which
universal precautions 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

* Reprinted from: MMWR 1988;37:377-382,387-388.
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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
(4,5). Blood Is the single most important
source of HIV, HBY, and other
bloodborne pathogens in the
occupational setting. Infection control
efforts for HIV, HBV, and other
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bloodborne pathogens must focus on
preventing sxposures to blood as well
as on delivery of HBY Immunization.

Universal precautions also apply to
semen and vaginal secretions. Al-
though 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 sefting 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:
cerebrospinal 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 unknown; epidemiologic studies
in the health-care and community
setting are currently inadequate to
assaess the potential risk to health-care
‘workers from occupational exposures to
them. However, HIV has been isolated
from CSF, synovial, and amniotic fluid (6-
8), and HBsAg has been detected in
synovial fluid, amniotic fluid, and
peritoneal fluid (9-11). One case of HIV
transmission was reported after a
percutaneous exposure to bioody
pleural fluid obtained by needle
aspiration (12). 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 Flulds 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
(13,14). 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 (2),

Precautions for Other Body Flulds In
Special Settings

Human breast mik has been
implicated in perinatal transmission of
HIV, and HBsAg has been found in the
milk of mothers infected with HBV
(10,13). However, occupational
exposure to human breast mik has not
been implicated in the transmission 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 1/1,000 to
1/10,000 of that found in the infected
person’s serum (15). HBsAg-positive
saliva has been shown to be infectious
when injected into experimental 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 (18) or
through contamination of musical
instruments or cardiopulmonary
resuscitation dummies used by HBV
carriers (19,20). Epidemiologic studies
of nonsexual household contacts of HIV-
infected patients, including several
small series in which HIV transmission
failed to occur after bites or after
percutaneous 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
(5,13,14,21,22). One case report from
Germany has suggested the possibility
of transmission of HIV in a household
sefting from an infected child to a sibling
through a human bite (23). 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 (23).
Another case report suggested the
possibility of transmission of HIV from
husband to wife by contact with saliva
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during kissing (24). However, follow-up
studies did not confirm HIV infection in
the wife (21).

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 saliva -
should further minimize the minute risk,
it any, for salivary transmission of HIV
and HBV (1,25). Gloves need not be
worn when feeding patients and when
wiping saliva from skin.

Special precautions, however, are
recommended for dentistry (1).
Occupationally acquired infection with
HBV in dental workers has been
documented (4), and two possible cases
of occupationally acquired HIV infection
involving dentists have been reported
(5,26). During dental procedures,
contamination of saliva with blood is
predictable, 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.

Usa of Protective Barrlers

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
recommendations for routine infection
control, such as handwashing and using
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gloves to prevent gross microbial

contamination of hands (27). Because
specifying the types of barriers needed

for every possible clinical situation is
impractical, some judgment must be
exarcised.

The risk of nosocomial transmission

of HIV, HBV, and other bioodborne

pathogens can be minimized if health-

care workers use the following general

guidelines: (The August 1987

publication should be consutited for

general information and specific
recommendations not addressed in this
update.)

1. Takecareto 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
tems 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 prevant
exposure to biood, body fluids
containing visible biood, and other
fluids to which universal
precautions apply. The type of
protective barrier(s) shouid be
appropriate for the procedure being
performed and the type of exposure
anticipated.

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 Phiebotomy

Gloves should reduce the incidence
of blood contamination of hands during
phlebotomy (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-cara 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 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 heaith-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

(5). 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 be very low. Some
institutions have relaxed recommen-

dations for using gloves for phlebotomy
procedures by skilled phlebotomists in

settings where the prevalence of
bloodborne pathogens is known to be
very low.

Institutions that judge that routine
gloving for gl| phlebotomies is not
necessary should periodically

reevaluate their policy. Gloves should

always be available to heaith-care
workers who wish to use them for
phlebotomy. In addition, the following
general guidelines apply:

Use gloves for performing

phlebotomy when the health-care

worker has cuts, scratches, or
other breaks in his/her skin.

2. Usegloves 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
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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 not
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.

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.

Change gloves between patient
contacts.

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.

Use general-purpose utility gloves
(e.g., rubber household gloves) for
housekeeping chores involving
potential blood contact and for
instrument cleaning and
decontamination procedures.
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.

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
infective waste are generally determined
by institutions in accordance with state
and local regulations. Information
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
Administration. Hospital Infections
Program, AIDS Program and Hepatitis
Br, Div of Viral Diseases, Center for
Infectious Diseases, National Institute
for Occupational Safety and Health,
cDC.

Editorlal 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
tuberculosis (1,2). 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, dialysis, and the
clinical laboratory. These detailed
precautions are found in the August 21,
1987, "Recommendations for
Preventation of HIV Transmission in
Health-Care Settings" (1). In addition,
specific precautions have been
developed for research laboratories
(28).
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