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Abstract

In December 1986, the Comptroller General established a Gao Task
Force to determine how the growing incidence of AIDS could be expected
to affect GAO and to identify any policy clarifications or changes needed
to respond appropriately to this problem. The Task Force was chaired
by Eleanor Chelimsky, and its members included Felix Brandon, Richard
Brown, John Cherbini, Judy England-Joseph, Ira Goldstein, Murray
Grant, Mary Hamilton, James Hinchman, David Littleton, and Herbert
McLure. They were assisted by staff from the Office of Organization and
Human Development; the Program Evaluation and Methodology Divi-
sion; the Offices of the General Counsel, General Services and Control-
ler, and Personnel; and representatives of several GAO employee
organizations.

The present document, which is the full report of the Task Force,
sketches the methods the Task Force used to fulfill its mandate and pro-
poses guidelines and an action plan to deal with AIDS in the Gao work-
place. It also includes appendixes on particular aspects of AIDS, prepared
for the Task Force by individual members and their staffs.

The Task Force found a clear consensus in the medical and scientific
community that typical workplace interaction bears no risk of AIDS
transmission. It therefore recommends that the following GA0 guidelines
concerning the rights and responsibilities of managers, of employees
with AIDS, and of their coworkers be promulgated:

GAO intends to maintain a safe and healthful work environment for all

GAO staff.
Freedom from AIDS is not a condition for hiring or continued

employment.

An employee’s health condition is private and confidential. An employee
with AIDS is under no obligation to disclose his/her condition to a super-
visor or any other GAO staff.

Ga0 will make every effort to offer reasonable accoramodation for the
employee with AIDS, These efforts will be consistent with accommoda-
tions offered to employees suffering from other life-threatening
illnesses,

The action plan developed by the Task Force involves the following
major components:
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Abstract

Education and Counseling During its deliberations, the Task Force had begun an effort
to educate GAO employees about AIDS by distributing the
Surgeon General's report GAO-wide. 1t now further
recommends that GAQ initiate education sessions for all
employees to discuss the GAQ guidelines and their
rationale. The Task Force had also published resource
guides listing community facilities for AIDS counseling and
testing for the use of GAQ employees at headquarters and
in the regional offices who might want te discuss their
concerns with a qualified professional. The Task Force
further recommends that GAO provide expert and
confidential counseling, in-house, for employees with AIDS
and their coworkers.

Managerial Guidelines Guidelines have been prepared to help managers deal with
AIDS in the workplace. They focus on the practical problems
managers face, using a question-and-answer format. The
Task Force recommends that the guidelines be made
available to managers within each unit at their request.

Managerial Focal Points The Task Force recommends the designation of an
individual within each unit at the deputy director or assistant
regional manager level 1o act as a focal point for AIDS,
handling personnel issues and serving as a resource persen
and an intermediary.

Monitoring Because of the rapidly expanding state of knowledge about
AlDS, the Task Force recommends continued monitoring of
scientific and legal developments related both to AIDS and
to the successful implementation of its guidelines.

Copies of this report, the summary report of Results and Recommenda-
tions, and Managers’ Guidelines for Dealing with Individual Cases of
AIDS are available for sale from the Superintendent of Documents,

U.S. Government Printing Office, Washington, D.C. 20402.
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Executive Summary

Some Basics on AIDS

The following pages summarize the background medical information
that the Task Force reviewed in formulating its recommendations. A
more detailed and authoritative source of AIDS information is the U.S.
Surgeon General’s report on AIDS,' copies of which have been distributed
to all gac employees.

What Is AIDS?

Acquired immune deficiency syndrome, or AIDS, is a fatal disease that
cripples the body’s immune system by destroying certain white blood
cells (known as T-lymphocytes). This destruction is caused by a virus
called human immunodeficiency virus (HIv). Because of the damage to
the immune system, the AIDs patient becomes vulnerable to infections
that healthy individuals can usually resist. The most common of these
opportunistic infections are Kaposi's sarcoma (a type of cancer charac-
terized by multiple purplish blotches on the skin) and a form of pneumo-
nia known as pneumocystis carinii. The virus can cause brain damage as
well.

Persons infected by the virus may have no symptoms at all and remain
apparently healthy for years after infection. The incubation period of
the disease has not been definitively determined, in part because scien-
tists became aware of the disease only in the early 1980’s. The virus can
remain dormant for 5 years or more, and its incubation period may
extend to 10 or more years.

How Is AIDS Diagnosed?

In the first few years after the disease was identified, a diagnosis was
usually made on the basis of a depressed immune system and secondary
infections characteristic of the disease. Once scientists had established
HIv as the source of the disease, it became possible to identify persons
infected with that virus—who had not developed Albs—through blood
tests for antibodies to the virus.

The prognosis for persons whose blood tests positive for Hiv antibodies
is unclear. Some may never have AIDS symptoms, others may present
mild symptoms, and others will develop AIDS. Scientists are not certain
how many of the Hiv-infected persons will eventually develop Alps. Com-
mon estimates now range from 30 to 50 percent, but some suggest that
ceveryone infected with the virus will sooner or later succumb to AIDS,

'8, Department of Health and Human Services, Surgeon General's Report on Acquired Immune
Deficiency syndrome (Jan. 1987.)
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Other uncertainties are associated with the blood tests. Because the
body may take several months to produce sufficient HIV antibodies for
the test to detect, a person only recently infected may test falsely nega-
tive. When a low-risk population is screened for AIDS, a large proportion
can be incorrectly identified as positive. Therefore, positive results of an
initial screening must be confirmed by additional tests.

How Is AIDS Transmitted?

AIDS is transmitted, as far as is known, either through sexual contact or
through direct blood-to-blood transmission such as that which occurs in
blood transfusions or in sharing needles by intravenous drug users. In
many cases, AIDS is transmitted by a person who is infected with Hiv but
shows no active AID; symptoms.

HIV is not robust. It does not live long in the open air, and it is not trans-
mitted by casual contact with an AIDS carrier. AIDS is not communicated
by shaking hands, hugging, crying, sneezing, coughing, insect bites, or by
eating food prepared by an AIDS patient. Typical workplace interaction
bears no risk of HIV transmission.

How Widespread Is AIDS?

As of August 1987, more than 41,000 A1DS cases had been identified in
the United States and nearly 24,000 people had died of it. Common esti-
mates of the number of Hiv-infected Americans range from 1 million to 2
million,

Reported AIDs cases in the United States are concentrated most heavily
among a few high-risk groups and in a small number of urban areas.
About 90 percent of cases involve homosexual or bisexual males and/or
intravenous drug abusers. Only 4 percent have thus far involved hetero-
sexual transmission. Other groups with elevated risk of Hiv infection are
children born to infected mothers and those who received multiple blood
transfusions before blood screening was routinely performed by blood
donation centers (in general, before 1985). For this reason, hemophilia, a

condition that may require frequent transfusions, is also considered a
risk factor for AIDS.

At the time of this writing, 70 percent of all AIDS cases have been
reported from only five states: New York, California, Florida, Texas,
and New Jersey. The metropolitan areas of New York City, San Fran-
cisco, Los Angeles, Houston, and Washington, D.C., which account for
slightly more than 10 percent of the country’s population, contain more
than half of the reported AIDS cases in the United States.
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Task Force
Recommendations and
Their Rationale

Predictions of the form and magnitude that the AIDS epidemic will
assume over the next several years are difficult to make precisely. Last
year the U.S. Public Health Service projected that, by the end of 1991,
the total nuraber of AIDS cases in the United States would exceed
270,000, with more than 179,000 deaths. A key determinant of the size
of the future epidemic in this country will be the rate of heterosexual
transmission. Some scientists foresee an explosion of the epidemic into
the general population once it is solidly established among heterosexu-
als. However, the reported rate of heterosexual transmission has failed
to increase substantially over the past year and some doubt has been
cast on the more dire predictions. Because the virus can lie dormant for
so many years before AIDS symptoms appear, questions regarding the
future size and shape of the epidemic cannot now be answered defini-
tively. But most Americans are likely to come into contact with someone
having AIDS sometime in the next few years. Many of these interactions
will occur in the workplace and can be expected to involve federal agen-
cies and organizations, including GAo, as frequently as their counter-
parts in the private sector.

The Task Force report contains two general recommendations: first, that
GAO guidelines concerning the rights and responsibilities of managers, of
employees with AIDs, and of their fellow employees be promulgated and,
second, that an action plan be implemented to inform Gao staff and
ensure that these guidelines are followed consistently throughout the
Office. The following pages provide specific details of these general rec-
ommendations and summarize the findings upon which they were based.

GAO Guidelines
Concerning Employees
With AIDS and Their
Coworkers

The Task Force recommends that the following policy be adopted at Gao
and that a copy of it be distributed to every employee:

On the basis of available medical and scientific information, the U.S,
General Accounting Office recognizes that acquired immune deficiency
syndrome (AIDS} is a life-threatening illness that is not transmissible
under ordinary Gao work conditions. Therefore, GA0O has determined that
the following four principles will guide its personnel procedures:

GACQ intends to maintain a safe and healthful work environment for all
GAO staff. Because all medical evidence indicates that AIDS is not trans-
mitted in a typical office environment, staff will be expected to continue
working relationships with any fellow employee who is recognized as
having a1ps. To help allay any coworkers’ fears of catching the disease,

Page 8 GAO/ AIDS Task Force Report



Executive Summary

and to prepare them to cope with its effects in the workplace, Gao will
offer education and counseling to any coworkers concerned about the
possibility of AIDS infection or other deleterious consequences of this
situation.

Freedom from AIDS is not a condition for hiring or continued employ-
ment. Neither a clinical diagnosis of AIDS nor the presence of the HIv
antibody in the bloodstream constitutes sufficient reason to deny
employment to an otherwise qualified applicant or to dismiss an
employee so long as he/she can meet acceptable performance standards
and medical evidence indicates that his/her condition is not a threat to
others.

An employee’s health condition is private and confidential. An employee
with AIDS is under no obligation to disclose his/her condition to a super-
visor or to any other Gao staff. However, the employee is strongly
encouraged to make the condition known as soon as possible to the
proper management level in order to receive informed advice on tailor-
ing the use of appropriate employee benefits to his/her situation. Any
disclosure by an employee with AIDS will be maintained in strict confi-
dence in accordance with the specific guidelines for managerial focal
points (see pp. 13 and 14); the manager must take all reasonable precau-
tions to protect this information from unauthorized disclosure.

Ga0 will make every effort to offer reasonable accommodation for the
employee with AIDS. These efforts will be consistent with accommoda-
tions offered to employees suffering from other serious illnesses. This
accommodation may include, but will not be limited to, flexible or part-
time work schedules, advance sick leave, light duty assignments, work-
ing at home, and voluntary reassignment.

The shape and scope of this policy reflect underlying principles of GAO's
management philosophy. It is based on a review of federal personnel
laws and regulations, along with the best available medical information
on AIDS. (See appendixes I and II of the full Task Force report.)

Action Plan

Education and Counseling
Program

To facilitate the consistent implementation of these guidelines, the Task
Force recommends that several initiatives be implemented Gao-wide and
that GAO’s progress toward providing both humane treatment for the
employee with AIDS and a safe, healthful, and productive work environ-
ment be continually monitored.

As a first step in ensuring that all employees have adequate information
about GAO's AIDS policy, the Task Force recommends that a summary of
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its results and recommendations be distributed throughout GAO and that
several copies of its full report be distributed to, and made generally
available within, each administrative unit. In addition, it recommends
that continuing education efforts be made with the following objectives:

People suffering from AIDS should understand what Gao’s policy is
toward them and should know how to get the support available to them.
Managers and staff should also understand Gao’s policy and how to pro-
tect all employees’ rights, reassure employees who are not ill, and assist
employees needing help.

All cao employees should have the opportunity to be well-informed
about AIDS.

The Task Force recommends a program consisting of a 1- to 2-hour ses-
sion moderated by a GAO manager at the deputy director or assistant
regional manager level. During the session, a commercially produced
videotape on AIDS in the workplace would be viewed and GAO’s AIDS
guidelines discussed. This discussion would include the following
considerations:

Managers are responsible for familiarity with current GA0 policy and
with the resources available within Gao for clarifying and interpreting
it.

Managers are obliged to protect the confidentiality of Gao staff’s per-
sonal health information.

Managers should provide reasonable accommodations for persons suf-
fering from AIDS or other life-threatening illnesses.

Managers should be familiar with information and counseling resources
available within and outside GA0 for employees with AIDS and for their
concerned coworkers.

All staff should recognize that AIDS presents no threat of infection in
typical workplace interaction and that an employee with AIDS has a right
to expect humane treatment from supervisors and coworkers.

The detailed curriculum and resource material for the education pro-
gram would be developed, and managers would be trained, under the
direction of the Office of Organization and Human Development (OOHD).
After completion of the initial education program, the managers would
continue to serve as focal points. (See below.) In addition, 0OHD would
provide any necessary training for its counseling staff to ensure their
ability to offer appropriate and confidential services to employees with
AIDS and their concerned coworkers.
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Managerial Guidelines

Managerial Focal Points

The Task Force has already developed and published a series of
resource guides to existing alps-related services. 0OOHD would maintain
updated lists of these resources for the geographical areas in which
GAO's headquarters and regionatl offices are located.

The recommendation for an education and counseling program resulted
from a review of AIDS programs initiated in other organizations; from
interviews with knowledgeable persons and institutions outside GAO;
and from consistent suggestions by GA0O management, staff, and
employee organizations. All sources agreed on the need for ensuring a
common understanding within Gao about the nature of ADS, the implica-
tions of its presence in the workplace, and GAO’s policies for dealing with
it.

The Task Force also recommends that a set of specific management-ori-
ented guidelines be made available to all managers to help them when
they are confronted with a case of AIDS in the workplace. These guide-
lines are contained in appendix IX of the full report. They outline Gao
policy on AIDS and address issues such as the confidential nature of an
employee’s health condition, the sources of assistance which a manager
can recommend to an employee with AIDS, reasonable accommodation
for an employce with AIDs, employee benefits, coworker concerns about
AIDS transmission, and AIDS testing. The document also answers some
common questions to which the supervisor may need to respond.

The idea of managerial guidelines emerged from the review undertaken
by the Task Force of previous AIDS cases at GAO (see appendix I1I of the
full report), and they were requested by some GAO employee organiza-
tions. Their content is based on the legal review performed by oGc and
on the interviews performed by the Task Force with other organizations
that had established aips policies. (See appendix VIII of the full report).

The Task Force recommends that each unit head (that is, assistant
comptroller general, division director, regional manager, or office direc-
tor) designate one staff member—at the deputy director or assistant
regional manager level—to serve as a focal point for personnel issues
related to AIDS. This individual would become knowledgeable about
employee rights, benefit packages, and other personnel issues likely to
be of concern to employees with AIDS, their supervisors, and coworkers.
In addition to assuring education on AIDS for everyone in his/her unit,
this person would also arrange for other meetings, as needed, in which
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Employee Benefits

Public Health Considerations
Concerning AIDS in the
Workplace

staff members could raise questions about AIDS and hear the views of
GAO managers, Task Force members, and/or outside experts. This indi-
vidual would also serve, with the consent of the employee who has AIDS,
as the intermediary between the employee and a0 management in order
to obtain any needed policy clarifications and to expedite special person-
nel arrangements, if necessary. The designated focal point would main-
tain all personal health information in strict confidence; that is, the
information could be discussed only with staff in a direct supervisory
chain above the employee and only as needed to maintain office produc-
tivity or to help the employee obtain necessary modifications to his/her
working conditions.

The need for a specified focal point emerged from the Task Force review
of how Ga0 had handled previous AIDS cases. (See appendix III of the full
report.) In at least one case, the management of an AIDS situation would
have been greatly facilitated by the existence of a focal point.

The Task Force reviewed existing employee benefits and personnel prac-
tices and found them generally adequate to meet the needs of an
employee with AiDs. Most health insurance plans cover the majority of
health expenses associated with AIDS, and present personnel policies are
sufficiently flexible to offer reasonable accommodation to an employee
with AIDS who wished to continue working. However, because the plans
differ substantially in their coverage for out-of-hospital expenses, the
Task Force recommends that Personnel make available a brief summary
of these variations during the annual open season. In addition, its AIDS
case study review suggested that unnecessary delays in processing
requests for disability retirement could occur. The Task Force, there-
fore, recommends that Personnel act to expedite the approval of such
requests by the Office of Personnel Management,

The Task Force found no reason to recommend any changes in the estab-
lished personnel policies and maintenance practices at GAO because of
the likelihood of a1Ds in the workplace. It based this conclusion on a
review it conducted of public health rules that must be considered in
developing workplace guidelines on AIDs. (See appendix I of the full
report.)

The review indicated that the presence of AIDS in the typical workplace

does not pose a public health hazard. The Public Health Service states
that “there is no known risk of AIDS virus transmission” for “persons in
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settings such as offices, schools, factories and construction sites.”’? Even
in the case of food service workers, the Centers for Disease Control see
no public health reason why workers infected with aAIDS should be
restricted from preparing or serving food and observe that following
recommended standards of good personal hygiene and food sanitation
suffices in this area. The Task Force concluded, therefore, that extra
health measures specific to AIDs were not required in the GAo workplace.

The Task Force does not recommend employee blood tests for AIDS on
the following grounds:

AIDS poses no risk of transmission under ordinary office working
conditions.

Current tests do not screen for AIDS itself but rather for antibodies to
HIV; whether and when someone testing positive for HIv will develop AIDS
is unknown.

Testing employees or applicants for employment could be viewed as dis-
criminatory under current law.

Periodic Review of Policy
Implementation

The Task Force recommends that

scientific and legal developments related to AIDS continue to be moni-
tored by GAO;

the implementation of the Gao guidelines on AIDS be periodically
reviewed in light of their objectives to provide humane treatment to
employees with AIDS and a safe, healthful, and productive office envi-
ronment for alt staff;

these tasks be rmonitored by a standing group of three members of the
present Task Force (the Director of Personnel, the Chief Medical Advi-
sor, and the General Counsel); and

the Task Force reconvene annually to receive a report on these reviews
and consider modifications to its policy recommendations. Additional
meetings would be held if significant developments warranted policy
consideration.

In formulating these recommendations, the Task Force has recognized
that new developments in our understanding of AIDS occur almost daily.
The recommendations are based on the best currently available medical,

““Summary: Recommendations for Preventing Transmission of Infection with Human T-Lympho-
tropic Virus Type III/Lymphadenopathy-Associated Virus in the Workplace,” Morbidity and Mortal-
ity Weckly Report (Atlanta, Ga.: U.S. Dept. of Health and Human Services, Public Health Service,
Centers for Disease Control, Vol. 34, No. 45, Nov. 15, 1985), pp. 681-695.
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scientific, and legal expertise. However, the law could change, there
could be important new knowledge about AIDS, and the accelerating
search for a cure for and a vaccine against this disease could well prove
successful sooner than expected. The Task Force also recognizes that
the United States can expect to know within the next few years whether
the spread of AIDS in this country will be self-limiting or whether an
explosion of the disease into the general population should be antici-
pated. This knowledge will help to determine the nature of the public
policy response to the problem.

In conclusion, the Task Force expresses its conviction that the goals of
its recommendations are achievable. It seems eminently possible, given
the nature and means of transmission of AIDS, to maintain a safe, health-
ful, and productive work environment for all employvees while simulta-
neously ensuring humane treatment to those employees suffering from
the disease. In general, the Task Force’s recommendations flow from the
view, derived from its research, that the major source of AIDS problems
in the workplace will not be the disease itself but fear and ignorance
about it. The Task Force hopes that its recommended program will allow
GAO to continue both to fulfill its obligations to its employees—all of
them—and to maintain its commitment of service to the Congress.
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Chapter 1

Some Basics on

What Is AIDS?

In December 1986, the Comptroller General established a Gao Task
Force to determine how the growing incidence of acquired immune defi-
ciency syndrome (AIDs) could affect Gao and to identify any policy clari-
fications or changes needed to respond appropriately to this problem.
There were several reasons why it seemed important to take a close look
at AIDS, as opposed to other life-threatening illnesses. First, AIDs has the
unusual characteristic of being both infectious and incurable. It can go
undetected for years, but it leaves each infected person permanently
capable of infecting others. Second, it was defined and diagnosed only 6
years ago, but already the World Health Organization (wio) and others
have labeled it a pandemic with many millions of people said to have
been exposed to the virus worldwide. AIDS has been compared with vari-
ous great plagues of the past, and current predictions are that by 1991,
in the United States alone, 54,000 people will be dying of AIDS each year.
It seemed unlikely that a disease of this magnitude and character would
fail to make its presence felt in the near future across the workplaces of
this nation.

The present report is the product of the Task Force’s deliberations. It
sketches the methods the Task Force used to fulfill its mandate and pro-
poses guidelines and a ptan to deal with AIDS in the Gao workplace.

As background, it is important to review at least briefly what is known
about AIDS at this writing (September 1987), that is, what its nature is,
how it is transmitted, how it can be prevented, and how widespread it is
and may become over the next few years. This information formed the
basis for the work of the Task Force and for its recommendations. A
more extensive and authoritative treatment of these subjects can be
found in the Surgeon General’s report on AIDS,! capies of which have
been distributed to all Gao employees. The Gao Office of Library Services
has also recently published an annotated bibliography on AIDS,

AIDS is a fatal disease that cripples the body’s immune system by
destroying certain white blood cells (known as T-lymphocytes). This
destruction is caused by infection with a virus called human immu-
nodeficiency virus (111v). Because of the damage caused by HIv to the
immune system, the AIDS patient becomes vulnerable to infections that
healthy individuals can usually resist. The most common of these oppor-
tunistic infections are Kaposi’'s sarcoma (a type of cancer characterized

1. S. Department of Health and Human Services, Surgeon General's Report on Acquired Immune
Deficiency Syndrome (Jan. 1987).
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by multiple purplish blotches on the skin), and a form of pneumonia
known as pneumocystis carinii. The virus can cause brain damage as
well.

H1v is also associated with other symptoms, including loss of appetite,
fever, night sweats, diarrhea, recurrent infections, and swollen lymph
nodes. This set of symptoms, when coupled with positive tests for anti-
bodies to H1v, is referred to as abs-related complex, or ARC. Researchers
are not yet certain as to whether ARC is caused by a virus identical to the
one which causes AIDS or by one similar to, but distinct from, the AIDS
virus.

Persons infected with Hiv may have no symptoms at all and remain
apparently healthy for vears after infection. The incubation period of
the disease has not been definitively determined, in part because scien-
tists became aware of the disease only in the early 1980’s. The virus can
remain dormant for 5 years or more, and its incubation period may
extend to 10 or more years.

Since scientists cannot differentiate the virus carried by asymptomatic
carriers from that infecting ARC or AIDS patients, the prognosis for per-
sons who test positive for 1V is unclear. Some may never have AIDS
symptoms, others may present ARC symptoms, and others will develop
ATDs, Scientific estimates of what percent of Hiv-infected persons will
eventually develop Albs vary widely, and they have become increasingly
pessimistic with time. While scientists originally estimated that only a
small fraction would develop AIDs, present estimates have commonly
risen to 30 to 50 percent; some scientists predict that everyone infected
with the virus will sooner or later develop AIDS.

There is no known cure for AIDS, and most scientists are unwilling to
predict when one will become available. Therapy for AIDs patients is
now restricted to treating their opportunistic infections. The recently
approved clinical trials of the new drug azidothymidine {AZT) offer hope
of prolonging the life of some AIDS patients until a cure can be found.
The development of an AlDS vaccine is not foreseen for at least 5 to 10
years.

On the other hand, history instructs that AIDS could be self-limiting.
Some diseases of the past have ravaged whole continents over a finite
period after which they disappeared (for example, the bubonic plague of
1347-50 and the influenza epidemic of 1917-19). However, during a typi-
cal influenza epidemic, people who have recovered from the disease

Page 17 GAQ/ AIDS Task Force Report




Chapter 1
Some Basics on AIDS

How Is AIDS
Transmitted?

become temporarily immune to the particular type of virus that has
caused the epidemic. And as larger and larger sections of the population
become immune, the epidemic stops spreading and dies cut. With AIDS,
however, it is unclear that immunity to the disease can be acquired.

AIDS is transmitted, according to most scientists, either through sexual
contact or through direct introduction of the virus into the bloodstream,
such as might occur when intravenous drug users share needles or in
blood transfusions. Since the advent in 1985 of AIDS screening for
donated blood, the risk of contracting Aps from medically supervised
transfusions has been virtually eliminated. AIDS has also been transmit-
ted from mother to child, either during birth or from contaminated
breast milk.

No other mode of HIV transmission has been discovered after 6 years of
careful tracking. Nevertheless, it cannot be categorically stated that
other modes of transmission are theoretically impossible, Indeed, a theo-
retical risk can always be argued; however, there is no documentation or
empirical evidence to back it up.

In many cases, AIDS is communicated by a person who is infected with
HIV but shows no active AIDS symptoms. In this country, the identifiable
groups with the highest likelihood of HIV infection at present are intra-
venous drug abusers and male homosexuals. However, as we shall dis-
cuss below, there is some evidence that heterosexual transmission of
AIDS is becoming more common in the United States, as it already has in
other parts of the world.

Other groups with elevated risk of Hiv infection are children born to
infected mothers and those who have received multiple blood transfu-
sions in the period before blood screening was routinely performed by
blood donation centers (in general, before 1985). For this reason hemo-
philia, a condition that may require frequent transfusions, is also con-
sidered a risk factor for AIDS.

HIV is not a robust virus, it does not live long in the open air, it is easily
killed with common household cleansing agents, and it is not transmitted
by casual contact with an AIDS carrier. AIDS is not communicated by
shaking hands, hugging, crying, sneezing, coughing, eating food pre-
pared by an AIDS victim, or insect bites. Typical workplace interaction
bears no risk of HIV transmission. Even in hoine environments, there
have been no occurrences of HIv transmission despite daily close contact
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between AIDS patients and their families. With regard to transmission in
hospitals and health care facilities, incidence has been extremely low.
The few cases reported of HIV transmission in these settings have appar-
ently resulted from accidental needlestick injury, or from large-scale
skin or mucous membrane exposure to infected blood. Most of these
cases might have been prevented had the precautions issued by the Cen-
ters for Disease Control (ChC) to prevent HIV transmission been followed.
(See appendix [V )

The two most important steps for an individual to take in stopping the
spread of AIDS are learning the facts about the disease and avoiding
those behaviors through which it is transmitted. Users of intravenous
drugs—whether licit or illicit—can negate the danger by using only
sterile needles. Sexual partners of possible AIDS carriers can be com-
pletely safe from contracting the disease only through abstinence. Con-
doms, when used properly, have been demonstrated to decrease the risk
of HIV transmission, and their use has been strongly recommended by
the Surgeon General. The critical point here is that through an educated
understanding of risk and an appropriate approach to self-protection,
AIDS can, in fact, be prevented.

Blood tests used to identify individuals who have been infected with HIvV
do not detect the virus itself but antibodies produced by the body’s
immune system. A confirmed positive test does not imply that an indi-
vidual has AIDS or ARC; instead it indicates only that the immune system
has produced antibodies to fight the Alps virus. The test results have
been used to confirm a diagnosis of AIDS or ARC; to avoid the inclusion of
Hiv-infected blood in blood banks; and to screen applicants for certain
categories of employment, such as the military and the foreign service.
Bleod tests have also been proposed for other groups, such as immi-
grants, persons seeking marriage licenses, and hospital patients.

There are two common blood tests for Hiv antibodies: the ELISA (enzyme-
linked immunosorbent assay) and the Western Blot. Since the ELISA test
is less expensive and easier to perform, it is usually used as a first
screen for H1v. If the ELISA identifies an individual as “‘seropositive”
(that is, the blood tests HIv antibody positive), a second ELISA is usually
performed. If the second test is also positive, a Western Blot test is usu-
ally performed to confirm the results. However, antibodies may not
develop for several months or longer after an individual has been
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infected. Therefore, a negative result may not indicate freedom from the
AIDS virus and, of course, says nothing about future infection.

High false positive rates (i.e., the percent of persons who test positive
but who are not infected) have produced controversy concerning the
advisability of screening low-risk segments of the population for HIv
infection. It has been pointed out that a single ELISA test performed on
the general, low-risk population would result in excessive false positive
rates, that is, a single ELISA test could yield many more false positives
than true positives. On the other hand, use of a second ELISA test and a
confirmatory Western Blot test appears to yield more reliable results.
(See appendix L)

Estimates of AIDS prevalence are far from precise, in part because of sus-
pected underreporting due to the stigma associated with AIDs. As of
August 31, 1987, more than 41,000 cases had been identified in the
United States alone, and nearly 24,000 people had died of AIDS. To get
some sense of the spread of the disease, these numbers should be com-
pared with the 1,500 cases reported in the entire world in June 1983.
Common estimates of the number of Hiv-infected Americans currently
range from 1 million to 2 million.

Reported AIDS cases in the United States are concentrated most heavily
among a few high-risk groups and in a small number of urban areas.
Ninety percent of cases involve homosexual or bisexual males and/or
intravencus drug abusers. Only 4 percent have thus far involved hetero-
sexual transmission. At the time of this writing, 70 percent of all AIDS
cases have been reported from only five states: New York, California,
Florida, Texas, and New Jersey. The metropolitan areas of New York
City, San Francisco, Los Angeles, Houston, and Washington, D.C., which
account for slightly more than 10 percent of the country’s population,
contain more than half of the reported AIDS cases in the United States.
(See fig. 1.1.)

The form and magnitude which the AIDS epidemic will assume over the
next several years are difficult to predict precisely. Last year, the Public
Health Service projected that by the end of 1991, the total number of
AIDS cases in the United States would exceed 270,000, with more than
179,000 deaths. (See fig. 1.2.) WHO anticipates that 50 million to 100 mil-
lion people worldwide will be infected with HIv by 1991.
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Figure 1.1: AIDS: The National Picture
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These predictions may be optimistic. The wHO projection could prove to
be a serious underestimate if HIV spreads rapidly in South America and
Asia. Further, any forecast for the United States is clearly based on the
assumptions made about the size of the population affected and the rate
of spread. While there is little evidence so far that the virus has spread
much beyond those persons with primary risk factors, namely homosex-
ual and bisexual males and intravenous drug abusers, concern exists
about the possible spread of AIDS among the hetergsexual population. In
Haiti and in Africa, the disease appears to be predominantly a heter-
osexually transmitted disease.

On the other hand, the predictions might be pessimistic, at least for the

United States, given the three crucial uncertainties that currently cloud
AIDS forecasting: (1) it is not empirically known how many people are
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Figure 1.2: Cumulative Number of AIDS
Cases in the United States
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now infected with the virus, (2) it is not known how many of those
infected will become ill and die or when that will happen in the course
of the disease, and (3) it is not known at what rate AIDS will spread into
the American heterosexual population. So long as scientific information
in these three areas remains limited, questions regarding the future
extent of the AIDS epidemic and the segments of the population that will
be most seriously affected cannot be answered definitively.

Society is fortunate that the AIDS virus is relatively fragile, unlike the
hepatitis virus, for example. HIV does not stay alive long outside a propi-
tious environment, and it is highly vulnerable to ordinary household
cleansing agents, such as bleach. In addition, the AIDS virus is transmit-
ted in ways that are within the control of an individual to avoid. This
was not the case for bubonic plague (which was spread through insect
bites), influenza (spread through coughs and sneezes), smallpox (spread
through casual skin contact) or typhus (spread through contaminated
water). AIDS can be prevented, and it is not transmissible through casual
contact in the ordinary office workplace.
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Also, the risk of getting AIDs is hardly comparable to that of getting
heart disease or cancer. Although nearly 24,000 persons have died of
AIDS, this figure is a cumulative total covering the 1981-87 period. By
contrast, there are about 1 million deaths every year from heart disease,
stroke, and related disorders, while cancer claims nearly 500,000. So the
risk is not as yet very great for the general population, even though the
rate of growth in the number of AIDS cases has been high.

In addition, there have been signs this past year that the spread of infec-
tion by the AIDs virus in the United States may be leveling off. In San
Francisco, the increase in new infections from the virus among homo-
sexuals, which had been 12 to 14 percent annually, has declined to
about 1 percent. Also, the rate of AIDS infection among U.S. military
recruits has not increased but, on the basis of 15 months’ data, seems to
have stabilized around the rate of 1.5 per 1,000. Still further, the rate of
heterosexual incidence of the disease remains at 4 percent.

Finally, AIDS is getting the undivided attention of a very large interna-
tional group of renowned researchers. The speed with which progress
has already been made is quite remarkable. AIDS was recognized in 1981,
the retrovirus which causes it was identified in 1984, and the ELISA test
to identify the presence of HIV antibodies was ready in 1985. Now the
virus’ genetic code has been read, and a drug that slows the progress of
AIDS is available.

It seems reasonable to hope that the disease’s rate of growth will con-
tinue to slow as more people learn how AIDS is transmitted and how it
can be avoided. But at the same time, the number of cases will continue
to expand because of the people now carrying the virus who were
infected in prior years and who will develop ARC or AIDS. Because of the
long incubation period, control or containment of the epidemic may be
many years away. The next year or so should bring important new
information about changes in the rates of growth for the disease, espe-
cially about its heterosexual spread.

At present, for planning purposes, it can be assumed that the nation’s
workplaces will generally reflect the number of cases of HIV infection
that exist in populations from which the workforce is drawn and that
these cases will demonstrate a similar rate of progression to AIDS or ARC.
Therefore, as more of the Hiv-infected employees develop AIDS symptoms
over the next 5 to 10 years, employees everywhere, including employees
at Gao and other federal organizations and agencies, are likely to become
aware, directly or indirectly, of fellow employees suffering from AIDS.
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The Task Force’s specific mandate was to consider the problems AIDS
poses in the workplace, to examine GAO’s capabilities for dealing with
them, to find out what other organizations are doing to resolve them,
and to develop a plan for addressing any needs the Task Force might

identify.

In planning how best to accomplish its mandate, the Task Force recog-
nized that it first needed to define objectives for evaluating any strategy
it considered. Four criteria were established, emphasizing GAO’s need to
do the following:

Maintain a safe and healthful work environment. All employees should
feel confident that Gao will not endanger their health and will provide
whatever services they require to cope with the reality of AIps in the
workplace.

Treat an employee with AIDS humanely. It is important that an organiza-
tion be supportive to an employee who is suddenly faced with the pros-
pect of steadily and irreversibly declining health. The AIDS patient
typically confronts this major physical and emotional crisis at an age
that is normally considered the prime of life.

Avoid disruptions to GAO productivity. Gao must do what it can to deter
both the spread of the disease and the rise of unnecessary fears about
AIDS in the workplace. Management procedures should be in place which
will allow G0 to fulfill its responsibilities to the Congress despite the
advent of a certain number of AIDS cases.

Help managers deal efficiently and sensitively with AIDS problems in the
warkplace. Over the next several years an increasing number of GAO
managers will find themselves confronted with a staff member who has
AIDS. The manager needs to be thoroughly familiar with GA0’s policy on
AIDS in the workplace, and to have guidance readily available to him/her
on ways to translate this policy effectively in response to the concerns
of both the employee with AIbs and his/her coworkers.

The Task Force determined that to develop useful recommendations, it
must do five things: (1) obtain the best available current information on
AIDS in the workplace; (2) examine GAO’s experience with AIDS cases; (3)
review GAO’s benefit structure for applicability to the needs of employ-
ees with AlDs; (4) understand the likely implications for the workplace
(in terms of health, civil rights, laws, costs, insurance, morale, etc.) of
any policy under consideration; and (5) apply the experience of other
organizations in dealing with AIDS.
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To these ends, the Task Force collected and reviewed a broad spectrum
of aps-related documents culled from both popular and professional
literature and conducted a specific search for research on the problems
encountered in the workplace by persons with AIDS. (See appendix 1V.)
Confidentizal studies of past AIDS cases at Gao were performed by Task
Force members to identify how previous organizational responses could
be improved. (See appendix 1I1.) Benefit packages available to GAO
employees were carefully reviewed regarding AIDS patients’ needs. (See
appendix V.} Individual papers on health, legal, and cost issues (see
appendixes [, I, and VII) along with seminars from consultants on insur-
ance concerns, the problems of testing for AIDS, and the civil rights of
persons with aIDs, helped the Task Force develop an understanding of
workplace implications. Finally, a survey was undertaken to learn about
the experiences of other organizations having policies or guidelines on
AIDS in the workplace and to obtain the advice and expertise of AIDS
advocacy groups. (See appendix VIIL)

Because albs will affect different segments of the Gao population differ-
ently, a GAO program for dealing with AIDS in the workplace must
respond to the concerns of different employee groups. Managers who
will be called upon to supervise employees with AIDS must be fully aware
of their responsibilities and rights and be given assistance necessary to
enable them to supervise employees with A1 both effectively and
humanely. Fellow workers must understand their rights and obligations
and how to find answers and assistance. The needs of the employee with
AIDS must be anticipated and addressed. For this reason, the Task Force
actively encouraged, solicited, and obtained input from all segments of
the Gao population. This was done through comprehensive interviews
with management, meetings with various employee organizations, and
requests—via the “Management News’—for employee guidance.
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The Task Force drew upon the knowledge of its own members and their
staffs, the counsel of outside experts, the extant literature, and a survey
of experienced organizations to assemble the information necessary to
make recommendations concerning how Gao should address AIDS in the
workplace. Reports on particular aspects of AIDS at GAO were prepared
by individual Task Force members and their staffs. These are presented
in the appendixes and summarized in this chapter.

Public Health
Considerations About
AIDS in the Workplace

Regarding the first objective, maintaining a safe and healthful work
environment, the Task Force requested a review of public health rules
that must be considered in developing workplace guidelines on AIDS. (See
appendix 1.} This effort revealed that the presence of AIDS in the typical
workplace is not considered a public health hazard. The Public Health
Service states that “there is no known risk of AIDS virus transmission’
for “‘persons in settings such as offices, schools, factories and construc-
tion sites.”! Even in the case of food service workers, CDC sees no public
health reason why workers infected with aIDs should be restricted from
preparing or serving food and observes that following recommended
standards of good personal hygiene and food sanitation suffices in this
area. In contrast, cpC has issued detailed guidelines for health-care
woarkers who are likely to come into contact with Abs-infected blood.
These workers are urged to avoid risks of accidental needlestick injury
or mucous membrane exposure to contact with infected blood.

Although AIDS itself is not communicable in an office environment, AIDS
patients may suffer from opportunistic infections, some of which may
be communicable. In such cases, the employee with AIDS would be under
the same workplace restrictions as any other person with that condition.
The Task Force concluded therefore that extra health measures specific
to AIDS were not required in the Gao workplace.

“Summary: Recommendations for Preventing Transmission of Infection with Human T-Lympho-
tropic Virus Type 1II/Lymphadenopathy-Associated Virus in the Workplace,” Morbidity and Mortal-
ity Weekly Report, (Atlanta, Ga.: 11.S. Dept. of Health and Human Services, Public Health Service,
Centers for Disease Control, Vol. 34, No. 45 Nov. 15, 1985), pp. 681-95.
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As part of the Task Force’s effort to obtain input to its deliberations
from all segments of the Ga0 population and especially in support of the
first objective, a survey was conducted of GAO managers and meetings
were held with various employee councils and groups.®

Managers generally supported issuing guidelines on AIDS and suggested
that the Task Force consider such issues as education for managers and
staff, privacy and confidentiality, screening or testing, the right of
coworKers to know about an AIDS case, health care benefits, safety of the
workplace, sick leave, and disability. An overriding concern of the man-
agers was that the existence of guidelines should not be seen as a substi-
tute for careful consideration of each case’s circumstances. Another
concern was the need for continued monitoring. Given the continued
uncertainties about AIDS, the Task Force should consider the need for
ongoing educational updates to employees, ongoing monitoring of GAO
benefit packages and their utility, and ongoing review of the develop-
ment of testing and treatment for AIDS.

Task FForce representatives met with many GAO groups to explain the
mission and methodology of the Task Force, to identify employee con-
cerns about AIDS in the workplace, and to obtain suggestions about how
hest to respond to them. Three issues were raised by several groups:
coworker refusal to work with an employee with AIDS, the availability of
confidential and professional counseling for both the employee with AIDS
and coworkers, and an explicit definition of supervisor and supervisee
rights and responsibilities when confronted with Aps in their work
environment,

When the results of the Task Force's legal review of legislation and reg-
ulations were presented, some concern was expressed that management
refrain from dealing too hastily or severely with an employee refusing
to work with a coworker who has AIDS. The prevailing view was that
management should, on a case-by-case basis, seek reasonable accommo-
dations which do not interfere with office productivity or with the
rights of the employee with Albs.

Counseling both for the worker who has AIDS and his/her coworkers was
frequently discussed at employee council meetings. The issue most often

“Advisory Council on Civil Rights, Career Level Council, GS8-13/14 Management and Policy Advisory
Council, Women’s Advisory Council, human resource managers, GAQ administrative officers, and
Deputy Directors for Operations.
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raised was the critical need to guarantee confidentiality. Various sugges-
tions were also made on ways to modify or expand available services.
These included after-hours or off-site counseling and expansion of the
contracted counseling services available in some regions. Some employee
representatives also recommended against duplicating services available
elsewhere in a community and suggested referrals to outside agencies.
Employee groups generally favored a program that strengthened the
counseling services within Gao and publicized other community
resources.

At several meetings, employee representatives stressed the need for a
clear and succinct statement of GAO AIDS policy. They pointed out that
uncertainty about how management would react to an employee who
feared working alongside an employee with AIDS or who disclosed that
he/she had AIDS or had tested HIV antibody positive added unnecessarily
to all employees’ emotional stress and strain.

The groups’ concerns about counseling and confidentiality spurred the
Task Force to develop, with the aid of the Counseling and Career Devel-
opment Branch (ccp) of the Office of Organization and Human Develop-
ment (OOHD), a resource guide listing places, inside and outside GAO,
where employees with questions or concerns about AIDS can receive
information, counseling, referrals, and other services. A set of guides for
GAO headquarters and for each of the regional offices has now been
published.

The Task Force investigated the appropriateness of testing the blood of
Ga0 employees or of applicants for employment for the presence of the
HIvV antibody. This was suggested because of various proposals for man-
datory screening for certain populations, because of interest among
GAO’s employee groups, and because of the mandatory testing for certain
groups currently practiced by the Departments of Defense and State and
the Job Corps.

The Task Force has concluded that AIDS testing, whether voluntary or
mandatory, is not now advisable at Gao for four reasons: (1) AIDS is not
considered a health hazard in the ordinary workplace, (2) current tests
do not screen for AIDS itself but rather for antibodies to Hiv, (3) a posi-
tive (or negative) test result could not provide a proper basis for person-
nel action, and (4) testing employees or applicants for employment could
be viewed as discriminatory under current law. Therefore, the Task
Force decided not to pursue the idea of testing for AIDS in GAO at present.
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As part of the effort to meet both the first and second objectives (those
involving the rights of both employees with AIDS and their coworkers),
the Task Force undertook a comprehensive review of the legal issues
related to AIDS in the GAO workplace. (See appendix II.)

The Task Force concludes, on the basis of this review, that AIDS appears
to be a handicapping condition protected from discrimination under the
Rehabilitation Act of 1973. This means that no person with AIDS can be
refused employment or can be terminated from employment because of
AIDS, so long as he/she can do the work and presents no reasonable
probability of harm te others in the workplace. It further concludes that
it would be prudent to treat persons who test positive for the giv
antibody as entitled to the same protection, pending further clarification
of the law on that issue. The act and the merit principles that apply to
GAO appear also to preclude general mandatory testing for the presence
of the HIV antibody, since its mere presence would not prevent success-
ful job performance nor would it pose a substantial risk to others.
Because AIDS is not communicable in the ordinary office environment,
staff will be expected to continue working relationships with any fellow
employee recognized as having AIDS. Administrative penalties would
apply to a supervisor or a coworker who disclosed the condition of an
employee with AIDS without official reason to do so. Regarding all these
legal issues, the principles that apply to how employers, supervisors,
and coworkers deal with an employee with AIDS are still evolving.

In keeping with its second objective to provide a humane work environ-
ment for employees with AIDS, the Task Force reviewed the experience
of four AIDS cases at Ga0. (See appendix I11.) In planning this review, the
Task Force realized that while some information might prove extremely
heipful to GAO management in designing a policy sensitive to the needs
of the person with AIDS, requesting information about an AIDS case could
well intrude too heavily on the privacy of the employee or his/her sur-
viving family and friends. In addition, the Task Force was concerned
that it not limit its consideration of the problems that might confront the
employee with AIDS at GAO solely to information gleaned from a small
number of quite different cases. For these reasons, the Task Force sup-
plemented its case study approach with a literature review to obtain
empirical information concerning the problems encountered in the work-
place by persons with AIDs. (See below.)

Some valuable lessons were learned from the case studies. None of the
four employees who suffered from AIDs while working at Gao
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approached management with that information, although one did volun-
teer that he had tested HIv antibody positive. In two other cases, a
supervisor elicited the information from the employee. It is not believed
that any of the employees experienced financial hardship due to health
care expenses. On the other hand, one employee encountered a delay in
the processing of his disability retirement paperwork by the Office of
Personnel Management (0pM). Managers accommodated employee needs
when requested, using special arrangements that included flexible work
schedules and temporary reassignment. For the most part, coworkers
were unaware of the existence or the nature of the disease, although
speculation about AIDS tended to spread after the employee had left the
workplace. In one case, fellow workers demonstrated extraordinary sup-
port and concern for a retired employee with AIDS, traveling long dis-
tances to visit him and staying in touch in other ways.

The Task Force concluded that these cases were generally well handled
by management and by the employees’ coworkers. However, the man-
agement of future cases would likely be improved if focal points were
clearly identified where an employee with AIDS or his/her supervisor
could seek counseling and assistance with workplace difficulties without
fear of disclosure. Another lesson from the case studies was that an edu-
cation program on AIDS in the workplace, for all Gao employees, could
strengthen the likelihood that an employee with Aibs would receive emo-
tional and physical support from colleagues. Finally, expediting the dis-
ability retirement process for all employees who are seriously ill—not
just AIDS sufferers—seemed a necessity.

The literature review results were disappointing in that the empirical
data sought could not be found. Although much popular literature is
available, no relevant survey data, published or unpublished, appear to
exist. It was decided, therefore, to supplement the review with inter-
views to gather the best possible information from sources having
extensive experience with persons with AIDs and their problems in the
workplace. Appendix IV contains the report of this effort, describes the
procedures employed, and lists the interview respondents.

Through the literature review and interviews, the Task Force identified
five major problems that may confront employees with AIDS:
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Job discrimination: Persons with AIDS can face discrimination either in
getting hired or, if already employed, at work. This discrimination usu-
ally takes the form of pressure—frequently quite subtle—to resign or to
accept reassignment.

Loss of confidentiality: Employees often think they have a right to know
about any real or suspected AIDS case in the workplace; they believe that
the ordinary rules of privacy do not apply in this situation.
Stigmatization: Coworkers may refuse to work with an employee who
has AIDS. Their response may be more indirect, but equally demoralizing
to the employee and damaging to workplace productivity. They may
simply avoid all contact with the employee and encourage others to do
the same.

Designation of nontraditional agent: The employee with AIbS may prefer
that someone who is not a relative deal with the employer on his/her
behalf. Employers may be unable or unwilling to cooperate in such an
arrangement with a nonrelated *significant other.”

Lack of awareness regarding behavioral manifestations: As the number
of persons with AIDS increases and as treatment extends their lives, it is
likely that more and more of those AIDS patients who are still working
will manifest psychological symptoms—adepression, confusion, and hos-
tility. Many misunderstandings can result when supervisors and
coworkers do not recognize these symptoms for what they are.

The Task Force conchided that Gao could best address each of these
potential problems through education and managerial guidelines. Assur-
ances will need to be provided to employees with AIDS that their rights
will be protected. Their supervisors will need precise knowledge of their
rights and responsibilities and must learn what to expect of manage-
ment, of the employee, and of the employee’s coworkers. They must also
be given the resources and support needed to implement GAO’s AIDS pol-
icy. Coworkers need to understand the nature of AIDS, especially how it

is transmitted, and must know what personnel practices Gao will follow
in AIDS cases.

Again with regard to the second objective of treating employees with
AIDS fairly and humanely, the Task Force reviewed the adequacy of
employee health benefits, including sick leave, disability retirement, and
health insurance policies (see appendixes V and VI), to determine if
some changes were needed to help employees with AIDS cope with the
financial ramifications of their condition. At present, AIDS is an invaria-
bly fatal disease involving progressive deterioration and extended
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health care. The average annual cost of health care for AIDS (see appen-
dix VII) has been estimated at $60,000 to $140,000. On average, life
expectancy for an AIDS patient is about 11 months after diagnosis. This
term may be extended with new experimental medication that is
expected to prolong the patient’s life but not cure the disease. Such
expenses can be catastrophic and cannot typically be met without
health insurance.

Health Insurance

It is impossible to describe briefly the range of coverage for health care
costs that is afforded the employee with AIDS by the various health
insurance policies available under the Federal Employees Health Bene-
fits Program (FEHBP). Under most plans, coverage of in-hospital
expenses is good. The employee with AIDS may expect 70 to 80 percent
of such costs to be covered under the typical FEHBP policy. Coverage for
outpatient, hospice, custodial, or home care can be significantly less gen-
erous and varies considerably from one plan to another. Health benefits
continue during all leave periods, including leave without pay (LWOP).?

Disability Benefits

An employee with AIDS may, if eligible, elect to apply for disability
retirement under the Civil Service Retirement System (CSRS) or under the
Federal Employees Retirement System (FERS) when he/she can no longer
work. Under either plan, the amount of the annuity payable is calcu-
lated with a complex formula and requires the filing and processing of
materials (e.g., physicians’ statements), which can take several months.

Reasonable
Accommodation

The Rehabilitation Act of 1973 requires federal agencies to provide
“reasonable accommodation” for disabled persons in the work environ-
ment. Such accommodation can include excused leave, flexible work
schedules, liberal leave approval, advance leave, and light duty. Each
case of AIps would warrant individual review and management by the
focal person in the home unit in conjunction with established policies.

(See p. 38)

In summary, the Task Force has found that benefits available to the
employee with AIDs are substantial. While medical costs are not com-
pletely covered under FEHBP, the potentially disastrous financial implica-
tions of an AIDS diagnosis can be greatly mitigated by taking full

FBenetits continue for 365 days in a nonpay status. The employee must pay his/her share of the
premium.
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advantage of benefits. However, the employee, like any other employee
seeking health insurance, will need to examine carefully the details of

available plans and choose one suited to his/her likely health care needs.

Since the plans are quite complex, the employee is unlikely to be able to
develop the optimal package of benefits without help. Thus it is crucial
that he/she seek assistance as early as possible in the course of the dis-
ease. The Task Force concluded that it would be important to identify in
writing the major health care concerns of the typical employee with AIDS
and to make this information available with the plan comparison book-
let distributed annually during open season. Also, employees with AIDS
who are considering disability retirement need to seek counseling well in
advance in order to choose appropriately and avoid unnecessary delays
in receiving benefits, especially in light of the experience derived from
the case studies.

To meet the third and fourth objectives of avoiding disruptions in GAD
productivity and helping managers deal with cases of AIDS, the Task
Force decided to try to find out what the experience of other public and
private organizations had been with AIDS and what advice they had on
the appropriateness of AlDs-specific personnel policies. Interviews were
conducted with three categories of organizations: ones having explicit
personnel policies to deal with AIDS, organizations that had elected not to
establish such policies, and AIDS support groups. (Appendix VII con-
tains a detailed summary of findings.) The purpose of the interviews
was to determine how others had coped with AIDs in the workplace.

Those government agencies and private organizations with established
policies have as their objectives to decrease the fear of AIDS in the work-
place, to protect the rights of employees with AIDS, and to apply person-
nel rules consistently. They rely primarily on education to do these
things. Testing was thought to be “a bad idea’” except by the respon-
dents from the three government agencies included in the interview
sample. Officials from these agencies stated that they needed testing to
deal with unique situations they faced. However, there was no evidence
of blanket testing for all employees.

Most of the organizations have established education programs, individ-
ual counseling, and referral to community agencies.

No problems were reported in implementing AIDs policies except by the

State Department, which is undergoing a lawsuit challenging its testing
policy.
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Organizations that have chosen not to establish formal AIDS policies have
done so because they consider AIDS another instance of a major life-
threatening illness that is already covered under their general personnel
policies. They prefer to address each such case individually. While the
organizations which have established policies also feel AIDS should be
dealt with like any other life-threatening disease, they are more con-
cerned, it appears, with the consistency corporationwide of their per-
sonnel practices as they apply to this disease.

Support groups recommended that (1) AIDS be dealt with as would any
other major medical problem, (2) an education program using available
materials be established as soon as possible, (3) no testing or screening
of employees be done, (4) confidentiality of information concerning
employees with AIDS be strictly maintained, and (5) potential discrimina-
tion be addressed through education.

The Task Force did not find the striking examples of innovative pro-
grams it had hoped for from the survey. On the other hand, general con-
sensus emerged about the importance of having an education program
and of maintaining confidentiality. However, while confidentiality was
considered essential, it was clear from the survey that most organiza-
tions with policies have not specifically covered employees’ rights to
confidentiality.
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On the basis of the findings detailed in the previous chapter, the Task
Force offers two overall recommendations: first, that Gao guidelines con-
cerning the rights and responsibilities of managers, of employees with
AIDs and of their coworkers be promulgated, and second, that an action
plan be implemented to inform GAO staff and ensure that these guide-
lines are followed consistently throughout the Office. This chapter pro-
vides specific details of these general recommendations.

GAO Guidelines
Concerning Employees
With AIDS and Their
Coworkers

The Task Force recommends that the following policy be adopted at Gao
and that a copy of it be distributed to every employee:

On the basis of available medical and scientific information, the U.S.
General Accounting Office recognizes that acquired immune deficiency
syndrome (AIDS) is a life-threatening illness that is not transmissible
under ordinary GAo work conditions. Therefore, GA0 has determined that
the following four principles will guide its personnel procedures:

GAO infends to maintain a safe and healthful work environment for all
GAO staff. Because all medical evidence indicates that AIDS is not trans-
mitted in a typical office environment, staff will be expected to continue
working relationships with any fellow employee who is recognized as
having AIDs. To help allay any coworkers’ fears of catching the disease,
and to prepare them to cope with its effects in the workplace, Gao will
offer education and counseling to any coworkers concerned about the
possibility of AlDS infection or other deleterious consequences in this
situation.

Freedom from AIDS is not a condition for hiring or continued employ-
ment. Neither a clinical diagnosis of AIDS nor the presence of the HIvV
antibody in the bloodstream constitutes sufficient reason to deny
employment to an otherwise qualified applicant or to dismiss an
employee so long as the employee can meet performance standards and
medical evidence indicates that his/her condition is not a threat to
others.

An employee’s health condition is private and confidential. An employee
with AIDS is under no obligation to disclose his/her condition to a super-
visor or to any other GAo staff. However, the employee is strongly
encouraged to make the condition known as soon as possible to the
proper management level in order to receive informed advice on tailor-
ing the use of appropriate employee benefits to his/her situation. Any
disclosure by an employee who has Alps will be maintained in strict con-
fidence in accordance with the specific guidelines for managerial focal
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Action Plan

points (see below); the manager must take all reasonable precautions to
protect this information from unauthorized disclosure.

GAO will make every effort to offer reasonable accommodation for the
employee with AIDS. These efforts will be consistent with accommoda-
tions offered to employees suffering from other serious illnesses. This
accommodation may include, but will not be limited to, flexible or part-
time work schedutles, advance sick leave, light duty assignments, work-
ing at home, and voluntary reassignment (see appendix IX).

The Task Force recommends that to facilitate the consistent implemen-
tation of these guidelines, an education and counseling program be initi-
ated and that GAO's progress toward providing both humane treatment
for the employee with AIDS and a safe, healthful, and productive work
environment be continually monitored,

Education Program

The Task Force believes its report can itself be one means of educating
employees. Continuing educational efforts following issuance of the
report should work toward three basic objectives:

1. People suffering from AIns should understand what GAO’s policy is
toward them and should know how to get the support available to them.,

2. Managers and staff should also understand what Gao’s policy is and
how to protect all employees’ rights, reassure employees who are not ill,
and assist employees needing help.

3. All Gao employees should have the opportunity to be well-informed
about AIDS.

On the basis of inquiries to other organizations and a review of existing
educational programs, the Task Force believes that Gac should have an
educational approach consisting of a 1- to 2-hour session, moderated by
a GAO manager at the deputy director or assistant regional manager
level. During the session, a commercially produced videotape on AIDS in
the workplace would be viewed and GA0’s AIDS guidelines discussed. The
discussion should include, but not be limited to, the following
considerations:

Managers are responsible for familiarity with current Gao policy and

with the resources available within Gao for clarifying and interpreting
it.
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Managers are obliged to protect the confidentiality of GAao staff’s per-
sonal health information.

Managers should provide reasonable accommodations for persons suf-
fering from AIDS or other life-threatening ilinesses.

Managers should be familiar with information and counseling resources
available within and outside Gao for employees with AIDS and concerned
coworkers,

All staff should recognize that AIDS presents no threat of infection in the
ordinary workplace and that an employee with AIDS has a right to expect
humane treatment from supervisors and coworkers.

The detailed curriculum and resource material for the program would be
developed, and managers would be trained, under the direction of 0OHD
using its own staff, Task Force representatives, and consultants, as
appropriate. 00HD would be responsible for scheduling and other
arrangerents for the program. After the initial employee education pro-
gram has been completed, the trained managers would continue to serve
as focal points (see below). They would also be the conduits for dissemi-
nating any new information provided by the continuing AIDS group. (See
p. 39.)

Counseling

The Task Force has already taken steps to publish current lists of com-
munity resources for persons with AIDS and others concerned about AIDS.
Resource lists have been developed by the Task Force working together
with the 0oHD’s Counseling and Career Development Branch for the
Washington metropolitan area, and lists have been completed as well for
the metropolitan areas corresponding to each regional and subregional
office. These lists should be periodically updated by ccp.

The Task Force recognizes the extreme importance of confidentiality in
counseling and recommends that ¢ccD do whatever is necessary to pro-
tect the privacy of employees with AIDS. In the regions, it may be neces-
sary to consider independent local counseling services. The New York
Regional Office has contracted for counseling services on a fixed-fee
basis and has been satisfied with the quality, the reasonable cost, and
the confidentiality of these services. Denver staff report satisfaction
with a similar arrangement.

The Task Force further recommends that cCD review its own capabilities
to deal with the difficult psychological problems of AIDS and other life-
threatening illnesses and submit to the Comptroller General proposals to
respond to any needs it identifies in this area.
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Managerial Guidelines

The Task Force noted the suggestion derived from the case study analy-
sis that information available to a manager confronted by an AIDS case
needed to be coordinated and organized. To deal with that issue, the
Task Force developed special written guidelines for the individual man-
ager (see appendix [X) and recommends a single focal point in each unit
for AIDS cases.

The Task Force’s guidelines for managers address four considerations
important for any manager supervising an employee with Aips: (1) the
confidential nature of employee health information, (2) reasonable
accommodation for the employee, (3) the implications for the employee’s
coworkers, and (4) the employee benefits available to an employee with
AIDS. In addition, a question-and-answer format is used to help the man-
ager handle successfully some different workplace scenarios that could
oceur.

Employee Benefits

The Task Force recommends that the Office of Personnel continue to
provide special consideration to requests for disability retirement by
employees suffering from terminal illnesses, including AIDS, by dealing
directly and expeditiously with opM and monitoring its processing of the
request until final approval.

The Task Force further recommends that Personnel review available
health insurance plans for their applicability to the health care needs of
AIDS patients (in particular, the plans’ coverage of cut-of-hospital
expenses) and make this information available to managers and con-
cerned employees during the annual open season.

Managerial Focal Points

The Task Force recommends that each unit head (i.e., assistant comp-
troller general, division director, regional manager, or office director)
designate one staff member—at the deputy director or assistant
regional manager level—to serve as a focal point for personnel issues
related to AIDS. This individual would become knowledgeable about
employee rights, benefit packages, and other personnel issues likely to
be of concern to employees with aIDs, their supervisors, and coworkers.
In addition to assuring education on AIDS for everyone in his/her unit,
this person would also arrange for other meetings as needed, in which
staff could raise questions about AIDS and hear the views of GAO mana-
gers, Task Force members, and/or outside experts. With the employee’s
consent, this individual would also serve as the intermediary between
him/her and GA0 management to obtain any needed policy clarifications
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and to expedite special personnel arrangements, if necessary. The desig-
nee would maintain all personal health information in strict confidence.
The designee would be permitted to discuss this information only with
staff in a direct supervisory chain above the AIDS patient and only as
needed to maintain office productivity or to help the employee obtain
necessary modifications to his/her working conditions. Within these lim-
itations, every effort will be made to prevent unauthorized disclosure of
the employee’s health condition.

Periodic Policy Review

The Task Force recognizes that new developments in understanding AIDS
occur almost daily. The Task Force recommendations are based on the
best currerntly available medical, scientific, and legal expertise. How-
ever, the law could change, there could be important new knowledge
about AIDS, and the accelerating search for a cure for and a vaccine
against this disease could well prove successful sooner than expected.,
Any one or a combination of these changes could in a short time produce
results with profound implications for public health and workplace pol-
icy. The Task Force also recognizes that the United States can expect to
know within the next few years whether the spread of AIDS in this coun-
try will be self-limiting or whether an explosion of the disease into the
general population should be anticipated. This knowledge will help to
determine the nature of the public policy response to the problem.

For these reasons, the Task Force recommends that scientific and legal
developments related to AIDS continue to be monitored by Gao. In addi-
tion, the Task Force recommends that the implementation of the gao
guidelines on AIDS be periodically reviewed in the light of its stated
objectives to provide a safe, healthful, and productive office environ-
ment for all staff, and humane treatment to the employee with AIDs. In
particular, the continuing adequacy of heaith and other benefits needs
to be watched carefully as new treatments for AIDS emerge. These tasks
should be monitored by a group of three members of the present Task
Force (the Director of Personnel, the Chief Medical Advisor, and the
General Counsel). The Task Force would reconvene annually to receive a
report on these reviews and consider modifications to its policy recom-
mendations; it would also meet if significant developments in the AIDs
situation warranted policy consideration. Employees are encouraged to
communicate any problems they encounter in the implementation of
GAO’s policy on AIDS in the workplace to this standing group or to any
Task Force member,
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The Task Force believes that any personnel practices established by GAO
in dealing either with an employee with AIDS or with his/her coworkers
need to be applied consistently and evenhandedly throughout A0 and
should be perceived as being so applied. A Gao approach to dealing with
AIDS will be most effective if it is implemented from the beginning as an
institutionwide effort.

In general, the Task Force’s recommendations flow from the view that
the major source of AIDS problems in the workplace will not be the dis-
ease itself, but fear and ignorance about it. The hope is that the program
recommended here will allow GAO to continue both to fulfill its obliga-
tions to its employees—all of them—and to maintain its commitment of

service to the Congress.
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What public health issunes exist regarding AIDS in the GAO
workplace?

Public health regulations are established at the state and local levels.
Thus, to fully answer this question would require a detailed review of
the health laws in each place where a GAC employee works. Within fed-
eral buildings, however, the Centers for Disease Control may make rec-
ommendations concerning disease prevention. Such recommendations
have been made with regard to aibs in the workplace. These are incorpo-
rated in the periodical published by cpc entitled Morbidity and Mortality

Weekly Report (Nov. 15, 1985). (See fig. 1. 1.) The specific precautions
outlined suggest the avoidance of needlestick injury and the use of
gloves and disinfectant (hypochlorite solution) in cleaning up a blood
spill. Additional information about disease prevention has been pub-
lished in the August 21, 1987, issue of the cDC report. (See fig. 1. 2.)

What are the medical conditions which would allow an employee to
properly refuse to work with an employee with AIDS?

Epidemiological studies indicate that AIDS is not transmitted casually
from person to person by inhalation, direct personal contact (other than
sexually or through contaminated needles), or by means of vectors
(organisms that carry the virus). Thus, there appear to be no circum-
stances, from a public health viewpoint, under which an employee
should refuse to work with an employee who has AIDS.
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Figure 1.1: Summary:
Recommendations for
Preventing Transmission
of Infection With Human
T-Lymphotropic Virus
Type lilf
Lymphadenopathy-
Associated Virus in the
Workplace

Recommendations for Preventing Transmission of Infection
with Human T-Lymphotropic Virus Type I/
Lymphadenopathy-Associated Virus in the Workplace

Summary:

The information and recommendations contained in this document have been developed
with particular amphasis on health-care workers and others n related occupations in which
exposure might occur to blood from persons infected with HTLV-I. LAV, the “"AIDS wirus™
Because of public concern about the purported risk of transmission of HTLV-IlI LAY Dy pet-
sons providing personal services and those preparing and serving food and beverages, this
document also addresses personal-service and food-service workers Finally. it addresses
“other workers” —persons in settings. such as offices. schools. tactories, and construction
sites, where there s no known nsk af AlDS virus transmussion

Bacause AIDS s a bloodborne, sexually transmitied disease that is not spread by casual
contact, this document does not recommend routine HTLV-IIt LAV antipody screening for the
groups addressed. Because AIDS is not transmitted through preparation or serving of food
and bevearages, these recommendations state that food-service workers known to be infected
with AIDS should not be restricted from work unless they have another infection or illness for
which such restriction would be warranted

This document contains detailed recemmendations for precautions appropriate to prevent
transmission of all bloodborne infectious diseases to psople exposed — in the course of their
duties — to biood from persons who may be infected with HTLV-Il LAV They emphasize that
health-care workers should take all possibie precaulions to prevent needlestick injury. The
recommendations are based on the well-documented modes of HTLV-IIl LAY transmission
and incorporate a 'worst case” scenario, the hepatitis B model of transmission. Because the
hepatitis B virus s also bloodborne and is both hardier and more infectious than HTLV-IIl LAV,
recommaeandations that would prevent transmission of hepatitis B will also prevent transmis-
sion of AIDS

Formulation of specitic recommendations for health-care workers wha perform invasive
procedures is in progress

Persons at increased risk of acquinng infectron with human T-lymphotropic virus type
Il lymphadenopathy-associated virus (HTLV-IIl'LAVI, the virus that causes acquired immuno-
deficency syndrome (AIDS). include homosexual and bisexual men, intravenous IV} drug
abusers, persons transfused with contaminated blood or bleod products. heterosexual con-
tacts of persons with HTLV-I LAV infection, and children born to nfected mothers HTLV-I
LAV is transrmutted through sexual contact, parenteral exposure to infected blood or blood
components, and perinatal transmission from mother to neonate HTLV-IIE LAV has been
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Figure I.1: Continued

solated from blood, semen, sahva, tears. breast milk. and urine and is likely 10 be isolated
from some other body fluds. secretions, and excretions, but epidemiologic evidence has im-
plicated anly blood and semen in transrussion Studies of nonsexual household contacts of
AIDS patients indicate thal casual contact with saliva and tears does not result in transmission
of infection Spread of infection 10 household contacts of infected persons has not been
detected when the household contacts have not been sex partners or have not bean infants
of nfected mothers The kind of nonsexual person-to-person contact that generally occurs
among workers and clienis or consumers in the workplace does not pose a risk for transmis-
sion of HTLV-IIl LAV

As in the development of any such recommendations, the paramount consideration is the
protection of the pubhc's heaith The following recommendations have been developed tor all
workers. particularly workers in occupations in which exposure might occur 1o blood from indi-
viduals infected with HTLV-ill LAV These recommendations reinforce and supplemant the
specific recommendations that were published earber for climical and laboratory staffs (7) and
for dental-care personnel and persons performing necropsies and morticians’ services {2)
Because of public concern about the purported rigk of transmission of HTLV-1Ii:LAV by persons
providing personal services and by food and beverages, these recommendations contain intor-
mation and recommendations for personal-service and food-service workers Finally, these
recommendations address workplaces in general where there 1s no known risk of transmission
of HTLV-IIl LAV {e.g., offices. schools, factories, construction sites) Formulation of specitic
recommendations for health-care workers [HCWs) who perform invasive procedures la.g., sur-
geons. dentists) 1510 progress Separate recommendations are also being developed to prevent
HTLV-Il LAV transmission in pnsons, other correctional facilities, and institutions housing indi-
viduals who may exhibit uncontrollable behavior le.g . custodial institutions) and in the perinatal
settng In addition, separate recommendations have aiready been develaped for children in
schools and day-care centers {31

HTLV-Ill LAV -infected individuals include those with AIDS (4); those diagnosed by their
physician(s} as having other ilinesses due ta infection with HTLV-HI'LAV; and those who have
virologic or serologic evidence of infection with HTLV -lil LAV but who are notill

These recommendations are based on the well-documented modes of HTLV-I:LAV trans-
mussion identified in eprdermiologic studies and on comparison with the hepatitis B experisnce
Other recommendations are based on the hepatitis B model ot transmission
COMPARISON WITH THE HEPATITIS B VIRUS EXPERIENCE

The epidemiology of HTLV-I LAY infection is simdar to that of hepatitis 8 virus (HBV) infec-
tton, and much that has been learned over the last 15 years related to the risk of acquiring
hepatis B in the workplace can be applied to understanding the risk of HTLV-IH/LAV transmis-
sion n the health-care and other occupational settings Both viruses are transmitted through
sexual contact, parenteral exposure to contaminated blood or blood products, and perinatsl
transrmmssion trom infected mothers 1o their offspring Thus. some of the same major groups at
tugh risk for HBY infection fe g . homosexual men, IV Grug abusers. persons with hemaophilis, in-
fants born 10 nfected mothers) are also the groups at highest risk for HTLV-NII‘LAV infection.
Neither HBY nor HTLV-fil LAV has been shown to be transmitted by casual cantact in the work-
place. contaminated food or water, or arborne or fecal-oral routes (5)

HEBV infection 15 an occupahonal nsk for HCWs. but this risk is related 1o degree of contact
with blood or contaminated needles HCWs who do not have contact with blood or needies
contaminated with blood are not at nsk tor acquiring HBV infection in the workplace {6-8).

In the health-care setting. HBV transmission has not been documented between hospital-
ized patients, except in hemodialysis umits, where blood contarmnation of the anvironment has
been extensive or where HBV-positive blood from one patient has been transferred to another
patient through contamination of mstruments Evidence of HBV transmission from HCWs to
patients has been rare and limited to situations in which the HCWs exhibited high concentra-
tions of virus in therr blood lat least 100,000,000 infectious virus particles psr ml of serum),
and the HCWs sustained a puncture wound while performing traumatic procedures on patients
of had exudative or weeping 'es.ons that allowed virus to contaminate instruments or open
wounds of patients (2-7 1

Current evidence indicates that. despite epidemiciogic similarities of HBY and HTLV-W/
LAV infection. the nsk for HBV transmission in health-care settings far exceeds that for
HTLV-Hl LAV transmussion The nisk of acquinng HBV infection following a neediestick from
an HBV carrier ranges from 6 to 30 {72 73), tar in excess of the risk of HTLV-II'LAY infec-
uon following a needlestick involving a source patent infected with HTLV-H LAV, which is
less than 1 in addition. all HCWs who have been shown to transmit HBY infection in hesith-
care settings have belonged 1o the subset of chronic HBV carners who, when tested, have ex-
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hibited evidence of exceptionally high concentrations of virus (at least 100.000.000 infec-
tipus virus particies per mi) in therr blood Chromic carrniers who have substantially lower con-
centrations of virus in ther blood have not been imphcated in transmission in the health-care
satiing (9-71,14). The HBV madel thus represents a “worst case” candition n regard to
transmission in health-care and other related seitings. Therefore, recommendations for the
control of HBY infection should, it tollowed, also effectvely prevent spread of HTLV-IIl LAV
Whaether additional measures are mcicated for those HCWs who perform invasive procedures
will be addressed in the recommendations currently being developed

Routine screening of all patients or HCWs for evidence of HBV wnfection has never been
recommended. Contrgl of HBV transmission in the health-care setting has emphasized the
implemantation of recommendatians for the appropriate handling of bleod. other bady fiwds
and items soiled with blood or other body fluids
TRANSMISSION FROM PATIENTS TO HEALTH-CARE WORKERS

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

Recommendations for HCWs emphasize precautions appropriate for preventing transmis-
sion of bloodborne infechious diseases, nciuding HTLV-I1 LAV and HBY intectons. Thus.
these precautions should be enforced routinely. as should other standard infection-controt
precautions, regardiess of whether HCWs or patients are known to be intected with HTLV-H
LAV or HBV. In addition to being mnformed of these precautions, all HCWSs, including students
and housastaff, should be educated regarding the epidemiology, modes of transmission, and
pravention of HTLV-ill LAV infection

Risk of HCWs acquiring HTLV-IlI/LAV in the workplace. Using the HBV model. the high-
est risk for transmission of HTLV-IH LAV in the workplace would involve parenteral exposure
to a neadle or other sharp instrument contaminated with blood of an infected patient The nisk
to HCWs of acquiring HTLV-lIl LAV infection in the workplace has been evaluated in several
studies. In five separate studies. a total of 1,498 HCWs have been tested for antibody to
HTLV-Il LAV. in these studies, 666 (44.5 | of the HCWs had direct parenterat (needlestick or
cut) or Mucous membrane exposure 10 patients with AIDS or HTLV-1Il LAV infection. Most of
these exposures were to blood rather than to other body fluids None of the HCWs whose ini-
nal serologic tests were negative developed subsequent evidence of HTLV-Ili LAY infection
following their exposures. Twenty-six HCWs in these tive studes were seropositive when
first tested; all but three ot these persons pelonged to groups recognized to be at increased
risk for AIDS (15). Since one was tested anonymously. epidemiologic information was availa-
bie an onty two of these three seropositive HCWs Although these two HCWs were reported
as probable occupationally related HTLV-H LAY infection {15, 16), nesther had 3 preexposure
nor an early postexposure serum sample available to help determine the onset of infection
One case reported from England describes a nurse who seroconverted following an accidental
parenteral exposure 1o a needle contaminated with blood from an AIDS patient (7 7)

In spite of the extremely low nsk of transmission of HTLV-Ill LAV infection, even when
needlestick injuries occur, more emphasis must be given to precautions targeted to prevent
naedlestick injurias in HCWs caring for any patient, since such injuries continue 10 occur even
during the care of patients who are known to be infected with HTLV It LAV

Pracautions to prevent acquisition of HTLV-III/LAV infection by HCWs in the work-
place. These precautions represent prudent practices that apply to preventing transmissian
of HTLV-IIl LAY and other bloodborne infections and should be used routinely (18)

1 Sharp items (needles, scalpel blades, and other sharp instruments) should be consid-
ered as potentially infective and be handied with extraordinary care to prevent acciden-
tal injunes

2 Disposable synnges and needles, scalpei blades. and other sharp items should be
placed into puncture-resistant containers located as close as practical 1o the area n
which they were used To prevent needlestick injunes, needles should nat be recapped.
purposefully bem. broken. removed from disposable synnges, or otherwise mampulated
by hand.

3 When the possibibly of exposure to blood or other body fluids exists. routinely recom-
mended precautions shauld be followed The anticipated exposure may require gloves
alone, as in handling 1tems soiled with blood or equipment contaminated with blood or
other body flwds, or may also require gowns, masks. and eye-coverings when perform-
ing procedures mvolving more extensive contact with blood or poientially infective
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hody fluds, as n some dental or endoscopic procedures ¢r postmortem examinations

Hangds should be wdashed tharoughly and immediately f they accidentally become con-

taminated with blood
4 To muumize the need tor emergency mouth-to-mouth resuscitation. mouth preces.
resuscitation bags. or other ventiabon devices should be strategically located and
availlable for use N areas where the need for resuscitation s predictable
Pregnant HCWs ace not known to be at greater nisk of contracting HTLV. 1l LAV intec-
tons than HCWs who are not pregnant, however if a HCW develops HTLV -l LAV n-
tection dunng pregnancy the infant 1s at increased nsk of nfection resulting from
perinatal transmission Because of this nsk, pregnant HCW's should be especiaily famil-
yar with precautions for the preventing HTLV-IIl LAV transrmission (121

Precautions for HCWSs during home care of persons infected with HTLV-HI/LAV Per-
sons Infected with HTLY-IIl LAY can be safely cared for in home environments Studwes of
tamily members of patients infected with HTLV-Ill LAV have found no evidence of HTLV-III
LAV transrission to adults who were 10t sexual contacts ot the infected patients or to children
who were not at nsk for perinatal transmission {31 HCWSs providing home care face the same
nisk of transmission ot intection as HCWs in haspitals and other health-care sethings. especially
f there are needlest«:ks or other parenteral or mucous membrane exposures to bioed or other
body tluids

wWhen prowiding health-care service in the home to persons infected with HTLV-II LAV,
measures similar to those used in hospitals are appropriate As in the haspital. needles should
not be recapped. purposefully bent broken, removed from disposable synnges. or otherwise
manipulated by hand Needies and other sharp items should be placed into puncture-resistant
contaners and disposed of in accordance with local regulatiens for solid waste. Blood and
other body fluids can be flushed down the tailet Other items for disposal that are contaminated
with blood or other body fuids that cannat be tlushed down the toillet should be wrapped
securely wn a plastic bag that 1s impervious and sturdy {not gasily penetrated) It should be
placed in a second bag before being discarded in a manner consistent with local regulations for
sohd waste disposal Spills ot blood or other body Huds should be cleaned with spap and
water or a household detérgem As in the hospital, individuals cleaning up such spills should
wear disposable gloves A disinfectant solution or a freshiy prepared salution of sodium hy-
pochlorite thousehold bleach. see below) should be used to wipe the area after cleaning

Precautions for providers of prehospital emergency health care. Providers of prehospr-
tal emergency health care mclude the following paramedics, emergency medical lechnicians,
law enforcement personnel. firefighters. lifeguards, and others whose job might require them
to provide first-response medical care The risk of transmission of mtection, including HTLV-
I LAY intection, from mfected persons to providers of prehospital emergency health care
should be no higher than that for HCW3s providing emergency care in the hospital if appropri-
ate precautions are taken to prevent exposure 10 bloogd or other body fluds

Providers of prehospital emergency health care should follow the precautions cutlined
above for other HCWs No transmission of HBV infechon during mouth-to-mouth resuscita-
ton has been documentes However because of the theoretical nsk of salivary transmission
of HTLV-IIl LAV dunng mouth 10-mouth resuscitation, special attention should be given to
the use of drsposable anway eguipment or resuscilation bags and the wearing of gloves when

o

N contact with blooa or other body fluids Resuscitation eguipment and devices known or sus-
pected to be contaminated with biood or other body Huids should be used once and disposed
of or be thoroughly cleaned and disinfecied after each use

Management of parenteral and mucous membrane exposures of HCWs If 4 HCW has
a parenteral ie g meediestick or cutl or mucous membrane {e g . splash to the eye or mouth!
exposure to blood or other hody hHuids, the source patient should be assessed climcally and
epidemiologically 1o deterrmme the hikelbood of HTLV-IL LAY infection I the assessment
suggests that infection may exst the patient should be infarmed of 1he incident and request-
ed to consent 10 serologic testing for evidence of HTLV-I LAV infection 3 the source patient
has AIDS or other evidence of HTLY-IIl LAV infection, declines testing. or has a positive test,
the HCW shouwld be evaluated chmically and serologically for evidence of HTLV Il LAV infec-
hon as 500N as possible atter the exposure, ang. 1If seronegative, retested after 6 weeks and
on a penodic basis thereatter leg 3. 6. and 12 months foliowing exposurel to determine if
transmssion has occurred During this follow-up perod. especially the first 6-12 weeks,
when mast infected persons are expected to seroconvert, exposed HCWs should recewve
counseling about the nsk of infection and follow U S Public Health Service (PHS) recommen-
datans for preventing transmission of AIDS (20,21 If the source patient 1s seronegative and
has no other evidence of HTLV - LAY infectian, no further follow-up of the HCW 15 neces-
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sary It the source patient cannot be identified decisions regarding appropndte follow-up
should be wndividualized based on the type of exposure and the ikelihpod that the source pa-
tient was infected

Serologic testing of patients Routine serologic lesting of all patients for antibody fo
HTLV-Ill LAY s not recommended 1o prevent transmession of HTLV It LAY intection i the
workplace Results of such testing are unlkely to further reduce the nsk of transmission
which. even with documented needlesticks s already extrémely low Furthermore, the risk of
needlestick and other parenteral exposures could be reduced by emphasizing and more can
sistently implementing routinely recommended infectien-control precautions le y  not recap
png needles) Moreover. results of routine seralogic testing would not be avalable for
emergency cases and patients with short lengths of stay. and agditional tests to determine
whether a positive 1est was a true or false positive would be required in papulations with a
low prevalence of infecthon However this recommendation 1s based only on consideratians
of occupational nsks and should nof be construed as a recommendation agamst other uses of
the serologic fest. such as far diagnos:s or to facinate medical management of patents
Since the expenence with infected patients vanes substanhally amang hospitals 175 of alt
AIDS cases have been repotted by only 280 of the more than 6 000 acute-care hospitals in
the United States) some hospitals n certan geographc areas may deem 1t appropriate to
inihate serologic testing ol patients
TRANSMISSION FROM HEALTH-CARE WORKERS TO PATIENTS

Risk of transmission of HTLV-III/LAY infection fram HCWs to patients Although there
18 no evidence that HCWs infected with HTLV-Ill LAV have transmitted infecton 10 patients, a
nsk of transmission of HTLY -1t LAY intection from HCWs 10 patients would exst 1n situabions.
where there s both 11} a high degree of trauma to the patient that would provide a portal of
entry for the vwus fe g. during invasive procedures) and (21 access of blood or serous flud
trom the infected HCW to the open tissue of a patent, as could occur it the HCW sustans a
needlestick or scalpel injury during an invasive procedure HCWs known to be infected with
HTLV-Il LAY who do nof perform invasive procedures need not be restncted from work
uniless they have evidence of other infection or iHness for which any HCW shouid be restnct-
ed Whether addihional restrictions are indicated for HCW's who perform invasive procedures
15 currently being cansidered

Precautions 1o prevent transmission of HTLV-HYLAY infection from HCWSs to pa-
tients These precautions apply to all HCWs. regardless of whether they perform mvasive
procedures (11 All HCWSs should wear gloves tor direct contact with mucous membranes or
nomntact skin of all patents and (21 HCWs wha have exudative [510n5 or weeping dermatitis
should refram from alt direct patient care and from handlng patient-care equipment until the
condition resclves

Management of parentsral and mucous membrane exposures of patients If 3 patient
has a parenteral or mucous membrane exposure to blood or other body fluds of 3 HOW the
patient should be informed of the incident and the same procedure outhined above tar expo-
sures of HCWs to pabents should be followed ftor both the source HCW and the potentially ex-
posed patient Managemeni of this type of exposure will be addressed v more detad in the
recommendations for HCWs who perform invasive pracedures

Serologic testing of HCWs. Routire serolagic testing of HCWs who do not perform inva-
sive procedures lincluding providers of home and prehospitat emergency carel 1s not recom
mended to pravent transmission of HTLV-IH LAY wnfechon The nsk of transmission is ex-
tremely low and can be further mimmized when routinely recommended infection. control pre-
cautions are followed However, serolagi lesting should be available to HCWs who may wish
16 know thes HTLV- Il LAV infecton status Whether indications exist for serologic testing of
HCWs wha performanvasive procedures s currently being considerad

Risk of occcupational acquisition of other infectious diseases by HCWSs infected with
HTLV-II/LAY HCWs who are known to be mfected with HTLV-Il LAV and who have defec
tive Immune systlems are at increased nisk of acquinng or expenencing senous camplications
of ather infectious diseases Of particular concern s the nsk of severe nfechon foliowing
expasure 1o patients with infectiqus diseases that are easily transmitted it appropriale precau
tions are not taken le g . tuberculoss! HCWs infected with HTLV -1l LAY should be counseled
about the potential risk assocsated with taking care of patients with transmissshle infections
and should continue te tallow existing recommendations tor intection contepl 10 Mwmze
their sk of exposure to other intectious agents (18 19} The HCWs persanal physicianish m
conunchon with therr insttutions’ personnel health services or medical drectors. should
determine on an individual bass whether the nfected HCWs can adequately and sately per
form patient-care duties and suggest changes in work assignments f mdcated In making
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ttus deterrmination, recammendations of the Immunization Practices Advisory Commuittee and
nsttutional policies concerning requirements for vaccinating HCWs with hive.virus vaccines
should also be considered
STERILIZATION, DISINFECTION. HOUSEKEEPING., AND WASTE DISPQSAL TO PRE-
VENT TRANSMISSION QF HTLV /LAY

Stenhization and disinfection procedures currently recommended for use 122,231 in health-
care and dental facilihies are adequate to stenhze or disinfect instruments, devices, or other
tems contaminated with the blood or other body fluids from individuals infected with HTLV -l
LAV Instrurments ar other nondisposable items that enter normally sterile tissue or the vascular
system ar through which blood flows should be stenhized before reuse Surgical instruments
used on all patients should be decontaminated after use rather than just nnsed with water
Decontamination can he accomphshed by machine or by hand cleamng by traned personnel
wearing appropriate protectve atire | 241 and using appropnate chemcal germicides Instru-
ments or othet nandisposahle items that touch intact mucous membranes should receive high-
leveldisinfectian

Several iguid chemical germicrdes commonly used in labaratories and health-care facilities
have been shown to kil HFLY Nl LAY at concentrations much lower than are © ed i practice
1251 When decontaminsting nstruments or medical devices, chemical germicides that are
registered with and approved by the US Environmental Protection Agency (EPA] as “steri-
lants” can be used either for stenlization or for high-level disimfection deper fing on contact
tme. germicides that are approved for use as “hospital disinfectants” and are mycobacters-
cidal when used at approprniate didubions can also be used for high-level disinfection of
tdewices and instruments Germicides that are mycobactencidal are preterred because myco-
bactena represent one of the moest resistant groups of microorganmisms_ therefore. germicides
that are effective agamst mycobactena are also effective agamst other Hactenal and wiral
pathogens When chemical germicides are used. mstruments or devices to be sterilized or ths-
infected should be thoroughly cleaned before exposure to the yermicides. and the manufactur-
er's instructans for use of the germicide should be followed

Laundry and dishwashing ~ycles commanly used in haspitals are adequate to decontam-
nate hnens. dishes glassware and utensils VWhen cleaning environmental surfaces, house-
keeping praocedures commonly used in hospitals are adequate. surfaces exposed to blood
and body fluids should be cleaned with 3 detergent fallowed by decontamnation using an
EPA-approved hospital disinfectant that s mycobactencodal Indwiduals cleaning up such
spills shauld wear disposable gloves tnformation on specific label claims of commercial ger-
micides can be obtained by writing to the Disinfectants Branch, Office of Pesticides. Environ-
mental Protection Agency, 401 M Street, SW  Washington, D C |, 20460

In addiion to hospital disimtectants. a freshly prepared solution of sodwm hypochlorite
thousehold bleach! 1s an mexpensive and very effective germicide 1251 Concentrations rang-
ing from 5000 ppm ia ¥ 10 dilution of household bleach) 1o 500 ppm la 1 100 dilution)
sodwm hypochlorite are effective, depending on the 3mount ot organic matenial (e g . blood,
Mucus etc ) present oo the surtace to be ¢leanad and disinlected

Sharp items should be considered as potentially infertive and should be handled and dis-
posed of with extraordinary care to prevent accidental injunes Other potentially infective
waste should be contained and transported in clearly identfied impervious plastic bags H the
wutside of the bag s contammnated with bizod or other body fluids 2 second outer bag should
be used Recommended practices for disposal of infective waste (23) are adequate for dis-
posal of waste contaminated by HTLV-IIl LAY Blood and other body fluids may be carefully
poured down 3 drain connected to a sanitary sewaer
CONSIDERATIONS RELEVANT TO OTHER WORKERS

Personal-service workers [PSWs) PSWs are defined as mndwiduals whose occupations
wvolve close parsonal contact with clients (e g hardressers. barbers. estheticians, cosme-
talagists manicur sts pedicurists massage theramsts) PSWs whose services (tattooing, ear
prercng  dacupuncture et crquire needles or other instruments that penetrate the skin
should follow precaotnns v ated tor HOWs Although there s no evidence of transmission
of HTLV Il LAV fram - lenty 1o PSWe from PSWs 10 clients. or between clients of PSWs. a
ask of fransmuiseirie we il @ st from PSWs to clients and vice versa in situations where there
1% bath 1T traguema v agee af the nchividuale that would provide a portal of entry for the virus
and (2] access nf bioog o sernus Huid from ane intectad person to the open tissue of the
other as could occur e thecsustaned a cut A nsk of transmission fram client to chent exists
when mstuments contarmmaled with blaod are not sterhzed or disinfecled between clients.
However HBV transmismion hay, heen documented only rarely in acupuncture. ear piercing,
and tatton establishments and never m other personal service settings. indicating that any
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rsk for HTLV-I LAV transmission in personal-service settings must be extremely low

All PSWs should he educated about transmission of bloodbotne infections including
HTLV-IlI LAY and HBY Such education should emphasize pnnciples of good hygiere anhsep
sis, and disinfection This education can be accomplished by national or state pratessional o
gamzations, with assistance from state and Iocal health departments. using lectures at meet-
ngs or self-mstructional materals Licensure requirements should include ewvidence of suck
education Instruments that are intended tc penetrate the skin le g . tattoong and scupuncture
needles, ear percing devices) should be used once and disposed of or be thoroughly cleaned
and steniized after each use using procedures recommended for use in health care institu
tons. Instruments not intended to penetrate the skin but which may becoime contaminared
with blood [e g . razors). should be used for enly one chent and be dispased of or thoroughly
cleaned and disinfected after use using procedures recommended for use in health-care insti-
tutions Any PSW with exudative lesions or weeping dermatitis. regardless of HTLV-IIl LAV in-
tection status, should retran from direct contact with chents until the condition resalves
PSWs known to be infected with HTLV -l LAV need not be restricted trom waork uniess they
have evidence of gther infectians or illnesses for which any PSW should alse be resincted

Aoutine serologic testing of PSWs for antbody to HTLV-III LAV 1s not recommended 1o
prevent transmission from PSWs to clients

Food-service workers [FSWs) FSWs are defined as mchividuals whose occupations in-
volve the preparation or serving of food or beverages le g . cooks. caterers servers, waiters
bartenders, arhne attendantsi Al epidemiologic and laboratory evidence indicates that blood
borne and sexually transmitted infections are not transmitted during the preparation or serving
of tood or beverages, and no instances of HBY ar HTLV-IIl LAV transmission have been docu
mented in this setting

All FSWs should follow recommended standards and practces of good personal hygene
and food sanitatian (28] Al FSWs should exercise care to svoird injury 1o hands when prepar-
g food Should such an injury occur, bath aesthetc and sanitary considerations would dictate
thal tood contarmnated with blood be discarded FSWs known to be infected with HTLV -
LAV need not be restnicted from wark untess they have evidence of otherinfection oriliness for
which any FSW should also be resiricied

Routine serologic testing of FSWs for antibody to HTLV-II LAV s not recommended to
prevent disease transmission from FSWs to consumers

Dther workers sharing the same work environment No known nsk of ransmission to
co-workers, chents, or consumers exists fram HTLV -l LAV-infected workers in other settings
(e g. offices. schools, factories, construction sites) This mtection is spread by sexual contact
with infected persons. injection of contaminated blood cr blood products, and by pennatal
transmission Warkers known to be infected with HTLY-IIl LAV should not be restrnicted from
wark solely based on this finding Moreover, they should not be restricted from using tele-
phones, office equipment, toilets, showers. eating faclities. and water fountans Faupment
contaminated with blood or other body Huids of any worker, regardless of HTLV-IIl LAV mfec-
tion status, should be cleaned with soap and water or a detergent A disinfectant solution or a
tresh solution of sodium hypochlonte thausehold bleach. see abovel should be used to wipe
the area after cleaning
OTHER ISSUES IN THE WORKPLACE

The information and recommendations contained n this document do not address all the
potential 'ssues that may have to be considered when making specific employment decisions
tor persans with HTLV- i LAV nfection The diagnosis of HTLV-IIl LAV infection may evoke
unwarranted fear and suspicion in some co-workers Other issues that may be considered in-
clude the need for confidentiahty. applicable tederal state. or local laws governing cccupa-
tional safety and beatth, civil nghts of employees. workers' compensation iBws. provisions of
collective bargaimng agreements, confidentiality of medical records informed consent, em-
ployee and pabent privacy rights. and employee right-to-know statutes
DEVELOPMENT OF THESE RECOMMENDATIONS

The ntormation and recommendations contained n these recommendations were devel-
oped and compiled by CDC and other PHS sgencies i consultation with individuals represent-
ng vanous orgamizations The following organizatons were represented Association of State
and Tertitonal Health Officials. Conference ot State and Terntonal Epidemiologists Assotia-
tion ot State and Terntonal Public Health Laboratory Dwectors. Natonal Association of
County Health Otficials. Ametcan Hospital Assocration. Umited States Conterence ot Local
Health Officers. Association tor Prachitioners in Intection Control Society of Hospital Edem-
ologists of Amenca, American Dental Association. Amencan Medhcal Associaton, Amerncan
Nurses’ Associatan, American Association of Medical Colleges. Amerncan Assotignon of
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Den

tal Schools, National institutes of Health, Food and Orug Administration, Food Research

Institute, National Restaurant Association, National Hairdressers and Cosmetologists Associa-

flon
can

. National Gay Task Force National Funeral Directors and Morticians Association, Ameri-
Association of Physicans for Human Rights. and National Assaciation of Emergency

Medical Techmicians The consultants also included a labor union representative. an attorney.
a corporate medical director. and a pathologist However. these recommendations may not re-

flec

t the views of ndividual consultants or the organizations they represented
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Introduction

Human immunodeficiency virus (HIVL the virus that causes acguired «mmuno.
deficiency syndromae (AIDS), 18 transmitted through saxual contact and exposure to
infacted blood or bDiood components and perinatally from mother to neconate. HIV has
bsen isolated from bipod., semen. vaginal secretons. saliva, tears, breast miik,
cerebraspinal fluid, ammiotic fluid. and uring and is likely to he solated from other
bady flyids. sacretions, and excretions. Mowevar, epidemologic evidance has impij .-
cated only blood, seman, vaginal secrations. and possibly breast miik in transmiss:gn.

The increasing pravalence of WIV increases the risk that Nealth-care workers will be
exposed to blood from patients infected with HIV, especiaily whaen biood and body-
fluid precautions are not followed for ail patients. Thus, this document emphasizes
tha need for heaith-cars warkers 10 consider 8il patients as potentiatly infacted with
HIV and/or other blood-borne pathogens and 10 adhere rigordusly to infection-control
precautions for minimizing the risk of exposure (0 biood and body fluids of all
patients.

The recommandations contained in this document consolidate and update CDC
recommendations published earlier for preventing HIV transmission in hesithcare
settinga: precautions for clinical and laboratory staffs (1) and precautions for
neaith-care warkers and allied professionals (2} recommendations for preventing
HIV transmission in the workplace (3} and during invasive procedures (4); recom-
maendations for praventing possible transmission of HIV from tears (5); and recom-
mendatians for providing dialysis treatmant foc HiV-infected patients (§). Thess
recommaendations aiso update portions of the "Guideling for Isolation Precautions in
Hospitals” |7} and resmphasize soms of the recommaendations contained in “Infection
Control Practices for Dentistry” (8). The recommendations contsined in this docu-
mant have been deveioped for use in health-care sattings and emphasize the reed to
treat bicod and other body fluids from all patients as potentially infective. Thase same
prudent precautions also should be taken in other sattings 1n which persons may be
sxpased to bload or other body fuids.

Definition of Health-Care Workers

Hegthcares workers are defined as persons, including students and trainees,
whose activities involve contact with patients or with blood or other body flyds from
patients in a health-care satting.
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ith-Care Workers with AIDS
H.A's :f July 10, 1987, a totai of 1,875 15.8%) of 32.395 aduits with AIDS. who had been

reported to the COC national survesllance system and for whom occupanonal
nformation was available, reporied being employed in a heaith-care of clinical
Japoratory setting. In comparnson, 6§ 8 milion parsons —representing 5 6% ofthe US.
1aD0F force —wars smployed in haaith services. Of the neaitn-care workers with AlDS.
95% have been reported to exhibit high-risk Denavior; for the remaining 5%, the
means of HIV acquisition was undetermined. Health-care workers with AIDS waere
significantly more likely than other workers to have an undeterminad risk (5% versus
3%. respectively). For both heaith-care workers and non-health-cars workers with
AIDS. the proportion with an undeterrmined nsk has not increased since 1982,

AIDS patients initially reported as not belonging 10 recognized risk Qroups are
investigated by state and local health dapartmaents to determine whether possible risk
tactors sxist. Of ali health-care workers with AIDS reportad to CDC who were initially
characterized as not having an identified risk and for whom follow-up information
was available, 66% have Deen raciassified because risk factors were identified or
because the patiant was found not to mest the surveiliance case definition for AIDS.
Of the 87 heaith-cars workers currently categorized ss having no identifiabie risk,
infarmation 1s incompiete on 16 (18%) bacause of death or refusal 1o by interviewed:
38 (44%) ars still being investigated. The remaining 33 (38%) hasith-care workers
ware interviewad or had other follow-up informeation available. The occupations of
these 32 were as follows: five physicians (15%], three of whom were surgeons; one
dentist (3%); three nursaes (3%); nine nursing sssistants (27%); seven housekeeping
or mantenance workers (21%); three clinical laberatory technicians {9%); one
therapist (3%): and four others who did not have contact with patients [12%).
Although 15 of thess 33 health-care workers reported parenteral and/or other
non-needlestick exposure to blood or body fluids from patients in the
10 years preceding their diagnosis of AIDS, none of these sxposures invoived 2
patient with AiDS or known HIV infection.

Risk to Health-Care Workers of Acquiring HIV in Health-Care
Settings

Health-care workers with documented perculaneous or Mucous-membrane expa-
sures to blood or body fluids of HiV-infected patients have bDeen prospectively
avaluated 10 determine the nsk of infection after such exposures. As of June 30, 1987.
883 nhesith-care workers have been tested for antibody to HIV in an ongoing
surveillance project conducted by CDC (9). Of these. 708 (80%) had percutansous
exposures to DIcod, and 175 (20%) had a mucous Membrane or an ocpen wound
contaminated By blood or body fluid. Of 396 heaith-care workers, each of whom nad
only a convalescent-phase serum sample cbtaned and tesied =230 days post-
exposure. one—tor whom neterosexual transmission could not be ruled out —was
seropositive far HIV antibody. For 425 additional health-care workers, both acute- and
convaiescent-phase serum samples ware gbtained and tested. none of 74 heaitn-care
wOrkers with nonpercutanegus exposures seroconverted. and tnree (0 9% of 351
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with parcutaneous axposures seroconverted None of these thrae neaith-care workers
had other dacumaentsd risk factors for infection.

Two other prospective studies to 33sess the risk of nosocamial acquisition of My
infaction for heaith-care workers are angoing n the Unitad States. As of Apnil 30
1987, 332 health-care workers with a total of 453 needlastick or Mucous-MemDbrane
sxposures 10 tha Riood or other body fluds of HiV-infected patients were tasted for
HIV antibody at the National Institutes of Heaith (10). These exposed workars
inctuded 103 with neeadlestick injuries and 229 with Myucous-Membrane exposures.
nane had seroconvertad. A similar study at the Univarsity of Califarmia of 129
heaith-care workers with docurmented needlestick injurias ar mucous-membrang
exposures to blood or other body fluids from patients with HIV infection has not
igentified any seroconversions (17). Results of a prospective study in the United
Kingdom idantified ng #vidence of transmission among 150 heaith-care workers with
parenterai or Mucous-Mambrane #xposures to blood or othar bady fluids, secretions,
or excretions fram patients with MV infection (12 ).

tn addition to heaith-cate worksrs enrolled in prospective studies, eight persons
who provided care to infected patients and denied other rigk factors have besn
reported 10 have acquired HIV infection. Three of these health-care workers had
neediestick exposures 10 bloed fram infectad patients (1375). Two wers persons
who provided nursing care to infected persons; although neither sustained a
needlestick, both had extensive contact with biood or other body fluids, and naither
cbserved recommanded barrier precautions (16,17). The other three were haalth-
care workers with non-needlestick exposures to blood from infected patients (18}
Although the exact routs of transmission for thess !ast three nfections is not known,
ali three persons had direct contact of their skin with blood from infected patients, all
had skin iesions that May have Deen contaminated by biood, and one aiso had 3
mMucous-Membrane exposure.

A total of 1,231 dentists and hygisnists, many of whom practiced in areas with
many AIDS cases, participated in a study to determing the prevalence of antibady to
HIV; one dentist (0.1%) had HIV antibody. Although no exposure 10 a known
HiV.infected person could be documented, spidemiologic (nvestigation did not
identify any other risk factor for infection. The infected dentist, who aiso had a history
of sustaining neediestick injuries and trauma to tis hands. did not routinely waar
gloves when providing dental care {79).

Precautions To Prevent Transmission of HIV

Universal Precautions

Since medical history and examination cannot reliably identify ail patients :nfected
with MIV or other blood-Darne pathcgens. Hiood and dody-fluid precautions should
be consistently used for ali patients. This approach. previousiy recommandad by CDC
3.4}, and referred to as “universal biood and body-fiuic precautions or umversal
precautions, ' should De used n the care of all patients, especiaily including those n
amergency-care settings in which the risk of blood exposure s \ncreased and the
infection status of the gatient 3 usually unknown (20 ).
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1 All neaith-care workess should rOLTINely uSe 3pDroDNate DArTIer Qrecautions to
prevent skin and mucous-MeMbrane exposura when contact with ploocd or
otner body fluids of any patient 18 anticipated Gloves should be worn for
touching biood and body flurds. MuUCOUS Mambranes, of NON-INtact skin of ail
patents, for nandhing \tams or surfaces soiled with olood or body fluids. and for
pertarming venipuncture and other vascular access procedures. Gloves should
be changed after contact with each patient. Masks ana protective evewear or
face shigids should be worn during procadures that are Likely to generate
droplets of blood or other body fluids to pravent axpasure of Mucous mem.
pranes of the mouth, nose, and eyes. Gowns or aprans should be worn duning
proceduras that ars Likaly 1o gensrata splashes of blood or other body fluids

2. Mands and other skin surfaces should b washea immediately and thorgughly
if contarminated with Dlood or other body fluids. Hands shouid be washed
immediately aftar gioves are removad

3. All health-care workars snauld take precautions 10 prevant injuries caused by
nesadles, scaipeis, and other sharp instruments or devices during procedures;
when cleaning used instrumants. durnng disposat of used needies: and when
nandling sharp instrumaents after procadures. To prevent neediestick injurias,
nesdies shouid not be recapped. purposaly bent or broken by hand, removed
from disposable syringes, or atharwise manipulated by hand. After they are
usad, disposable syringes and neadles. scalpel biades. and other sharp itams
should be piaced 'n puncturs-resistant containers for disposal; the puncture-
resistant containers should be located as clase as practical 10 the use ares.
Large-bore rausable nesdles should be Diaced in a puncture-rasistant container
for transport to the reprocessing area.

4. Although saliva has not peen mplicated in MIV transmission, to Minimize the
need for emergency Mouth-10-Mouth resuscitation, mouthpiscas, resuscitation
bags, or other ventilation devices should be available far use (0 areas in which
the need for resuscitation s pregictable.

5. Heaith-care workars who have exudative (esions or weeping darmatitis should
rafrain from all direct patient cara and from handling patient-care equipment
until the condition resoives.

§. Pragnant health-care workers asa not known to be at greater risk of contracting
HIV infection than health-care workers who ars nat pregnant; howsver, «f a
nealth-care warker develops HIVY infection dunng pregnancy. the infant is at risk
of infection resulting from perinatal transmission. Bacause of this risk, pregnant
heaith-care workers shquid De especiaily farmiliar with and strictly adhere to
pracautions to minimize the risk of HIV transmission

Implementation of universal blocd and body-fluid precautions for il patents

eliminatey the need for use of the isolanon catagory of Blood and Body Fluid
Precautions” previously recommaended by CODC (7 for patients known or suspectad to
be infectad with blood-borne pathcgens. Isclation precautions (e.g.. entenc,
"AFB"” [7]) should be used as necessary it assoc:ated conditions, such as nfactious
disrrned or tuberculosis, are diagnosed or suspectad.

Precautions for Invasive Procedures
In this document, an invasive procedure is dafined as surgical entry 1n1o Lissues.
cavities, or organs or repair of major traumatc injuries 1) .0 an operating or dalivary
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room. emergency department. of outpatient setting, ncluding both physicians and
dentists offices. 2) cardiac cathetarization and angiograpnic procegures: J) a vagnai
or cesarean delivery or athar invasive cbstetric procedure during whicn bieeding may
occur. or 4) the manpuiation. cuthng. of removal of any orai or penoral tssues,
including tooth structure, dunng which bleeding occurs of the potential for btesding
exists. The universal biood and dody-fluid pracautions listed above, cambined with
the precautions listed dDelow, Should be the miamum precautions for all such
InyasIve procedures.

1 All hesith-care workers who participate (n nvasive procedures must routinely
use appropriate barrier precautions to prevent skin and mucous-membrang
contact with blood and ather body fluds of ail patients. Glaves and surgical
masks must be worn for ali invasive procedures. Protective syewear or face
sheids should be worn for procedures that commanly rasult i1n the generation
of aroplets, splashing of blood or other body fluids, or the generatian of bona
chips. Gowns or aprons made of materials that provide an effective Darrier
shoutd be worn duning invasive proceduras that are likely to result in the
splashing of blood or other body fluids. Al health-care workers who perform or
ageist in vaginal or cesarean deliverigs should wear gloves and gowns when
handling the placenta or the infant untl blood and amniotic fluig have been
removed from the infant's skin and should wear gloves during post-delivary
care of the umbilical cord.

2 If a glave is torn or a needlestick or other .njury occurs. the giove should be
removed and 3 new glove used as promptly as patent safety permits; the
nesdle or instrument .nvolved in the incident shouid also be rermmoved from the
storile fieoig,

Precautions for Dentistry*

Blood. saliva, and gingival fluid from ail dental patients should be considered
infective. Special emphasis should be placed on ths following precautions for
preventing transmission of blood-borne pathogens in dental practica in both institu-
tonal ang non-institutional settings.

1 |n addition to wearing gloves for contact with oral mucous membranes of ail
patiants, all dental workers should wear surgical masks and protective eyewear
or chin-length plastic face shields during dental procedures in which splashing
or spattering of bload, salive. or gingival fluids g likely. Rubber dams. high-
speed evacuation, #nd proper patient positioning, whan apprapriate, shouid be
utilized to minimize generation of droplets and spater

2. Handpisces shouid be sterilized after uss with sach patient. since blood. saliva,
or gingival fluid of patients may be aspirated into the handpiecs or waterline.
Hendpisces that cannat be sterilized should at least be flushed. the ocutside
surface clesned and wipad wrth 8 suitable chemical germicide. and then ringed.
Handpreces should be flushed at the beginning of the day and aher use with
each patient. Manufacturers’ recommaendations should be followed for use and
maintenance of wateriines and check valves and for flushing of handpieces. The
same pracautions should be used for ultrasonic scalers and airwater syrnnges.

*Genersl infection-control precautions are more specifically addressed 10 DraviCus recommen-
dations for infectian-control practices for gentustry (81}
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3. Blood and saiiva snould be thorgughly and carefully claaned from materiai that
has been used in the Mmouth 'e g. MPression mMaterals Dite ragistratont,
especially betore ponsming and grninding intra-oral devices. Cantarminated
materiais, Mpreéssions. and n(ra-oral devices should aiso De cleaned and
disinfactec before being handied n the dental laboratory and before they are
placed n the patisnt's moutn Becauss of the ncreasing varety of dental
materials usad intra-oraliy, dental workers should consuit with manufacturers
as 10 the stability of specific matariais when using disinfaction procedures.

4. Dental squipment and surfaces that ars difficult to disinfect 1e.g., light handles
or X-ray-unit heads) and that mav becomae contaminated should be wrapped
with impervious-backed paper. aluminum foil, or clear plasuc wrap. The
coverings should be removed and discarded, and clean coverings should bae put
n place after use with sach patient.

Precautions for Autopsies or Morticians’ Services
In addition to the universal biood and body-fluid pracautions listed above, the
following precautions should be used by persons performing postmartem
procedures:
1 All persons performing or assisting in postmortam procedures should wear
gloves, masks, protective eyewaear, gowns, and waterproof aprons.
2. Instruments and surfaces contaminated during postmortsm procedures should
be decontaminated with an appropriate chemical germicide.

Precautions for Dialysis

Patients with end-stage renal disease who are undergoing maintanance dialyss
and who nave HIV infaction can be dialyz2ed in hospital-based or free-standing dialysis
units using conventional infection-contro! pracautions (27). Universal blood and
vody-tuid precautions should be used when dialyzing all patients.

Strategies for disinfecting the dialysis fluid pathways of the hemodialysis machine
are targeted to control bacteral contamination and genarally consist of using 500-750
parts per rmillion (ppm) of sodiurn hypochiorite (hausehald bieach) far 30-40 minutes
or 15%-2.0% formaldehyds overnight. (n addition, several chemical germcides
formulated to disinfect dialysis machines are commaercially available. None of these
protocols or procedures need 10 de changed for diatyzing patients infactad with MIV

Patients infected with HIV can be dialyzed Sy either hemodialysis or peritonesal
dialyes:s and do not need to be isolated from other patients. The type of dialysis
trastment (i.e.. hemodialysis or peritaneal dialysis) should be based on the nasds of
the patient. The dialyzer may e discarded after each use Aiternatively, csnters that
reuse dislyzers—i.e., a specific singls-use dialyzer is 1ssued o a specific patient,
removed, cleaned, disinfectad, and reused several timaes on the same patient only —
may include HIV-infected patients in the dislyzer-reuss program. An individusl
dialyzer must never be used on more than one patient.

Precautions for Laboratories’

Blood and ather body Huids from all patients should be considered infective. Ta
suppiement the yniversal biood and body-fluid precautions listad above, the follow:
'NQ precautions are recommended for neaith-care workers in clinical laboratories.

TAQONIONS) Drecautions tor research and nQustrial 1aDOraIones are addressad sisewhers
122,23}
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1 All specimens of blood and body Huids should be put 1in 3 wall-constructad
cantainer with a secure lid to prevent leaking during transpcrt. Care should be
taken when collecting each SCACIMen 10 avord contaminating the outside of the
container and of the laboratory farm accompanying the specimen

2. All persons procassing 9l00d and body-fluid specimens (e.g., removing toos

from vacuum tubes) should wesr gloves. Masks and protective eyewesr shou!d

be worn f mucous-membrane contact with bioed or body fluids 1s anticipated.

Gloves should be changed and hands washed after completion of specimen

processing.

For routine pracedures. such as histologic and pathologic studies oF microbig-

logic culturing, a Biclogicsl safety cabinet s Not Necesaary. However, iologicai

safety cabinets (Class | or il) should be used whenever procedures are caon-
ducted that hava a high potential for generating droplets. These include
activities such as blending, somcating, and vigorous mixing.

4. Mechanical pipetting devices should be used for manipulating all liquids in the

laboratory. Mouth pipetting must not be donse.

S. Use of neadies and syringes should be limitad 10 situations in which there is no
altarnative, and the recommendations for preventing injuries with needles
outlined under universal precautions should be foliowed.

8. Laboratory work surfaces should be decomaminated with an appropriate
chemical germicide sfter a spill of blood or other body fluids and whan work
activities are completed.

7. Contaminated materials used in laborstory tests should be decontaminated
befare reprocessing of be piaced in bags and disposed of in accordance with
institutional policies for disposal of infective waste {24 ).

8. Scisntific squipmant that has been contaminated with biood or cther body
fluids should be decontarminated and cleaned before being repaired in the
|laboratory or transported to the manufacturer.

3. All persons should wash their nands atter completing laboratory activities and
should remove protective clothing before teaving the laboratory.

Impilsmentation of universal bicod and body-fluid precautions for all patients

eliminates the need for warning labeis on specimens since dicod and other body

fluids from all patients should be considerad infective.

w

Environmaental Considerations for HIV Transmission

No snvironmaentaily mediated mode of HIV transmission nas peen documentadg.
Nevertheless, the precautions described beiow shouid De taken routingiy in tha care
of all patients.

Sterilization and Disintection

Standard sterilization and disinfection procedures for patient-care equipment
currantly recommended for use (25,26 ) in a vanaty of heaith-care ssttings - including
hospitals. medicat and dental clinics and affices. hemodialysa centers, emergency-
care facilities, and long-term nursing-care facilities —are adequate to sterilize or
disinfect instrumants, devices, or otheér :tams contaminated with biood or other body
fluigs fram persans infected with biocad-borne pathogens including HIV (21,27
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Imstruments or devices that enter starile tssus or the vascuiar sysiem of any
patient ar through which blood Hows should be starilized pefore rause Devices or
(t@rms that comtact (nlact mucous Membranes should be staniized or raceve h.gn.
levat disinfection. a procedurs tnat killg vegetative o/ganisms and viruses but not
necessarily large numbers of bacteral spores. Chemical germicides that are regis-
terag with the U.S. Environmental Protection Agency IEPA) as steniants’ mav ze
used aither for sterization or far nigh-(evel disinfection depending on contact time

Contact lenses used n trial fittings should be disinfected after sach fiting by using
a hydrogen peroxide contact isns disinfecting system or, f compatible. with neat
(78 C-80 C {172.4 F-176.0 F)) for 10 minutes.

Madical devicas or instrumants that require starilization ar disinfaction should be
thoroughly cleaned befars baing exposed to the gesrmicide. and the manufacturer's
instructions for the use of the germicide should te followed. Further, t 13 iMportant
that the manufaciurer's specifications for companbility of the madical device with
chemical germicides be closely followed. Informatian on specific label claims of
commercial germicides can e obtained by writing to the Disinfectants Branch, Otfice
of Pesticides. Envitonmental Prgtaction Agency, 401 M Strest, SW, Washington. 0.C.
20460,

Studies have shown that HIV is inactivated rapidly afier being exposed (o
commonly used chemical garmicides at concantrations that are much lowsr than
used in practice (27-30) Empalming fluids are similar to the types of chemical
germicides that have been tasted and found to completaly inactivate HIV. In addition
1o commercially available cheamical germicides. a solution of sadium hypochlorite
ihousahold bleach) prepared daily is an inexpensive and effective germicide Can-
centrations ranging from approximately 500 ppm (1100 diution of household
bissch) sodium hypochionte to §.000 ppm (1:10 dilution of housenaid bDleach! are
effective depending on the amount of organic materiai (e.g., blood, mucus) present
on the surface 10 be cleaned and disinfected. Commercially avalable chemicai
germicides may be more compatible with centain medical devices that might be
corroded Dy repeated exposurs 10 sodium hypochiorite, especially to the 1:10
ditytion.

Surviva! of HIV in the Environment

The most axtensive study on the survivel of HIV after drying involved greatly
conceantrated HIV samples, s, 10 million tissus-cuiture infectious coses per
rmullilitae 1371 This concentration s at least 100,000 tmes greater than that tvpicaily

found in the biood ar serum of patisnts with HBIV infection. HIV was datactable by.

tissue-cuiture techniques 1-3 days after drying, but the rate of inactivation was rap:d
Studies performaed at COC have also shown that drying MiV causes a ragid {within
seversl houry) 1-2 log (90%-99%) reduction in MIV concentration. In Lissue-culture
thuid. cil-free HIV could be detected up to 15 days at room temperature, up to 11 days
3t 37 C (38.8 F), and up to 1 day /f the MIV was cell-associated.

When considered n the context of environmentai conditions n haaith-care
facilities, thesa results da not raguice any changes in currently recommanded
sterilizaton, disinfection, or housekeeping strategies. When maedical davices are
contaminated with bicad or ather body fluids, existing recommendations include the
clesrung of these instruments, followed by disinfection or sterlizatan, depending on
the typs of medicai device. These protocois assume ‘worsi-case’ conaitions of
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extreme virologic and micropiologic CONAMINALON. and whether viruses nave Daen
inactivated aftar drving plays no rola 'n formuiating these strategies Consaguentty.
no cranges «n pubhished procsduras far cleaning, disinfecting, or steriizing need (o
be made.

Housskseping

Environmental surfaces such as walls. Hi0ors. and othar surfaces are not assoc ated
with transmission of infections to patients or heaith-care workers, Therefore, extra-
ordinary attampts to disinfect or staniize these environmaental surfaces are not
necessary. However. clearmng and remaval of soii should be done rounnely

Clesn:ng schedules and methods vary according 10 the area of the hospital or
institytion, type of surface to be cleaned. and the amount and type of soil present.
Horzontal surfaces le.g.. Dedside tables and hard-surfaced flooring) in patient-care
areas are usuldlly cisaned on a reguiar basis. when solding or spills oceur. and whan
a patient i3 discharged. Cleaning of wally, blinds, and curtaing is recommended only
i they are visibly soded. Disinfectant fogging is an unsatisfactory method of
decontaminatng & and surfaces and is nat recemmandad.

Disinfectant-detergent formulations registered by EPA can be used for clearing
environmantal surfaces. but the actual physical removal of micraorganisms by
scrubbing is probably at least as important as any antimicrobial eMect of the cleaning
agent used. Therafore, cost, safety. and acceptadility by housekespers can be the
man critena for seiecting any such registarad agent. The manufacturers’ instructions
for appropriate use should be followad.

Cleaning and Decontaminating Spills of Blood or Qther Body Fluids
Chemical germicicies that are spproved for use as "hospital diwnfectants” and are
tuberculocidal when usad at recommended dilutions can be usad to decontarminate
spills of blood and other body fluids. Strategies for decontaminating spills of blood
and other body fluids in a patisnt-care satting are differant than for spills of cultures
or other materials in clinical, public health, or research jaboratories. In patiant-care
areas, visible material shoutd first be removed and (hen ths arsa should be
decontaminated. With large spills of cultured or concentrated rnfectious agents in the
laboratory. the contaminated area should be flooded with a fiquid germicide befors
cleaning, then decontaminated with fresh germicidal chemical. In both sattings,
gloves should bs worn during the cieaning and decontaminaung procedures.

Laundry

Although soiled linen has been idenufied as a source of larges numbers of certain
pathaogenic microcrganisms, the rnisk of actuat disease transmission s negiigible.
Rather than rigid procedures and specifications, hygianic and common-sanse storage
and processing of ciean and soied linen are recommended 126 ) Sored inen should
be handled as litie as possibie and with mimimum agitation 10 prevent gross
microbral contamination of the air and of persons handling the linen All soiled hinen
shouid be bagged at the iocation whnare .t was used: it should not ba sorted or rinsed
in patent-Care areas. Linen sciied with blood or body fluids should be placed and
transported in Dags that prevant isakage |f ROt water 1s used, {inan snould De washed
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with datargent in water at least 71 C {160 F) for 25 minutes. it low-temoerature(<70 C
[188 F]) iaundry cycles are used, chamicals suitabie for iow-temparature washing i

proper uss concentraticn shcuid be used.

Infective Waste
There '3 nO espidermoiogic svidence to sugg@est that most hospital waste 18 any

more nfective than residentiai wasta. Moreover, there is no epidemiQiogic svidence
that hospital waste has caused disease (n the community as a resuit of improper
dispossi. Therefors. idsnufying wastes tor which special precautions are indicated is
largely 8 matter of judgmaent about the relative risk of disaase transmission. The most
practical approach to the managemaent of infactive waste is 10 dentify those wastes
with the potential for causing infection during handling and disposal and for which
somae special precautions appear prudent. Hospital wastes for which special precau-
tions appesr prudent include microbiology latoratory wasts, pathoiogy waste, and
plood specimaens or blood products. While any item that has had contact with blood,
axudates, or secretions may De potanually infective, it is not ususlly considersd
practical or necessary to traat all such waste as infective (23.28). infective waste, in
general, should either be incinersted or should be autoclaved before disposal in &
sanitary landfill. Bulk blood, suctioned fluids, sxcretions, and secretions may be
carefully poured down a grain connected to 4 sanitary sewer. Sanitary sewers may
also be used 10 dispose of other infectious wastes capable of being ground and
fiushed into the sewer,

Implementation of Recommended Precautions

Emplayers of hesith-care workers shouid ensure that policies exist for:

1. Initigl arientation and continuing education and training of all heaith-care
workers - including students and trainess —on the apidemialogy, modes of
transmisgion, and prevention of HIV and cother bload-barne infections and the
need for routine use of universal blood and body-fluid precautions for all
patients.

2. Provision of squipment and supplies necessary to minimize the nsk of infection
with HIV and other bicod-borne pathogens.

3. Monitoring adherencs to recommended protective measures. When monitoring
reveals 3 failure to follow recommaended precautions. counseing, aducanon,
and/or re-tréining shouid be pravided. and. f necessary. appropriate discipii-
nary action should be considered.

Professionsl associstions and Jabor organizations, through continuing educaton

sttorts, should emphasize the need for hesith-care workers to follow recommaended
precautions.
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Serologic Testing for HIV Infection

Background

A person i1s identified as infected with HIV when 2 sequence of tests. starting with
repaated enzyme immynaassays (E1A] and including 3 Western blot or similar, more
specific assay. are repestedly reactive Persons infected with HIV usuaily deveiop
antibody against the virus within 6-12 weeks after nfection

The sensitivity of the currantly licensed €A tests is at least 99% when they are
performed under optimai laboratory conditions on serum specimens from persans
infected for >12 weeaks. Optimal laboratory conditions include the use of reliable
reagents, provision of continuing education of personnel. quality control of proce-
dures, and participation in performance-gvaiuation programs. Giver this parform-
ance. the probability of a false-negative test is remote except during the first several
weeks after infection. before detectable antibody is pressnt. The propertion of
infected persons with » faise-negative test attributed to absance of antibody in the
sarly stages of infection is dependent on both the incidence and prevalence of HIV
infection in 2 population {Tabie 1).

The specificity of the currently licensed E'A tests is approximataly 99% when
repeatedly reactive tests are considered. Repest testing of initiatly resctive specimans
by ElA is required to reduce the likelihood of laboratory error. To increase further the
specificity of serologic tests, laboratories must use & supplemaental test, most often
the Wastern blot. 10 validate repeatedly reactive EIA resuits. Under optimai laboaratory
conditions, the sensitivity of the Western biot test is comparabis to or grester than
that of a repeatedly reactive EiA, and the Waestern biot is highly specific whan strict
criteria are used 10 interpret the tes results. The testing sequence of a repeatedly
reactive EiA and a positive Western biot test is highly predictive of HIV infection, even
in 3 population with a low prevaience of infaction (Table 2). If the Wastern Dlot test
result is indeterminant, the testing sequence is considered aquivocat for HIV infection.

TABLE 1. Estimated annusl number of patients infected with HIV not detscted by
HIV-sntibody testing in a hypothetical hospital with 10,000 admissions/yser®

Approximate
Approximats number of
Beginning Annuasl number of HiV-infected
prevaience of insidence of HiV-infectad patients

WiV infection WiV infection petients not detected
5.0% 1.0% 550 1718
5.0% 0.5% 52% 112
1.0% 0.2% A1) 3-4
1.0% 0.1% 108 23
0.1% 0.02% " a1
Q0.1% 0.01% ial 01

*The estimates ars Dised on the foilowing assumprions. 1) the sensitivity of the screening test
18 99% (1.0, 38% of KIV-infected persons with antibody wiil be detected); 2) persons nlected with
HIV will nat develop detectable antibody (seroconvert until 6 weeks (1.5 months) aher infection:
3) naw (nfections occur at an equal rate throughout the year: 4) caiculations of the numper of
HiV-infectad persans in the patient populstion are based on the md-year prevaience, which 13
tha beginning prevaience pius haif the annual incidencs of infections.
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When this cccurs the Western biot tast should be repeated on the same serum
sample, and, f st indeterminant, the testing sequance should be repeated Cn a
sample coilected 3-6 months later. Use of other suppiemental tssts may aid in
interpreting of rasuits on samples that are parsistently indeterminant by Western blot

Testing of Patients
Previous CDC recommaendaticns nave emphasized the value of HIV seroiogic

testing of panents for: 1) managemant of parenteral or Mucous-MeMUorane exposures
of heaith-care workers. 2) patient diagnosis and managerment. and 3) counseling and
serologic testing to prevent and contrgl HIV transmission 0 the community. in
addition, More recent recomMmendatons nNave stated that hospitals, .n conpunction
with state and local heaith departmaents, should periodically determineg the prevalence
of HIV infection among patents from age groups at highest risk of infection (32).
Adherence 1o universal blood and body-fluid precautions recommaended for the
care of all patients wil! minimize the rigk of rransmission of HIV and other blood-barne
pathagens from patients to heaith-care workers. The utility of routing HIV serologic
testing of patients as an adjunct 10 univarsal precautions 1 unknown. Results of such
testing may not be avaiiable in emergency or outpatient sattings. In addition, some
recently infected patients will not have detectable antibody to HIV (Table 1).

Parscnnal in some hospitals have advocated seroiogic testing of patients in
settings in which exposurs of health-care workers to large amounts of patients” blood
may be anticipated. Specific patients for whom seroiogic testing has been advocated
inciude those undergoing major operative procedures and thase undergoing trest-
ment in critical-care units, sspecially if they have conditions involving uncontrolled
bieeding. Decisions regarding the need to establish testing programs for patients
should be made by physicians or ingdividual institutions. 'n addition, when deemed
appropriate, westing of individual patients may be performed on agresmaent batween
the patient and the physician providing care.

In addition to the universai precautions recommended for all patients, certain
additional precautions for the care of HIV-infected patients undergoing major surgical
operations nave heen proposed Dy personnel in some hospitals. Far example,
surgical procedures on an HIV.infected patient might be altarec so that rand-to-hand
passing of sharp instrumaents would be eliminated. stapling instruments rather than

TABLE 2. Predictive value of positive HIV-antibody tests in hypothetical populations
with differant prevalences of infection

Prevalence Predictive value

of intection of positive test’
Repeatedly rsactive Q2% 2B A1
snzyme immunoassay (EIA) } 2.0% 80 16%
200% 38.02%
Aspsatedty reactive EIA ' 0.2% 99.75%
followed by positive . .0% 99 97%
Wastern blot (W8)' \ 20.0% 93 99%

.’Prooomnn of persans with positive test 8suits who are actually nfected with HIV
Assumes EIA sensitivity of 99 0% and speciticity of 99 5%
TAgsumes WB senaitvity of 99 0% ang specificity of 99 9%
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hand-suturing squipmeant might be used 10 perform tissue Jporoximation: eiectio-
cautsry devicas rathar than scaipeis might be used as cutung insirumaents; and. sven
though uncomfortable, gowns that totally prevent seepage of biood onto the skin of
mambers of the aperative tearm might be warn. Whilg such moadifications mght
further munimize the risk of HIV infection for members of the cperative team. somae of
these techriques could result in pralongation of operative timae and ¢could potentiaily
have an adverss sffect on the patient,

Testing programs. f developed, shouid includa the follawing grinciples:

e Obtaining consent for testing.

& informing patients of test results. and providing counseling for saropositive
patients by properly trained persans.

¢ Assuring that contidentiality safeguards are in place 10 limit knowiedge of test
resuits 10 those directly invoived in the care ot infectad patients or as requireg
by law.

& Assuring that identification of infected patients wiil not result in denial of
needed care ar provision of suboptimal care.

o Evaiuating prospectively 1) the efficacy of the program in reducing the inci-
dence of parenteral, mucous-mamuorane, or significant cutaneous exposures of
heaith-care workers to the bload or other bady fluids of HiV.infected patients
and 2) the sHect of modified procedures on patients.

Testing of Heaith-Care Workers

Although transmission of HIV from infected hasith-care workars to patients has not
been reported, transmission during invasiva praceduras remains a2 possibility. Trans-
mission of hepatitis B virus (HBV) - a blood-borne agent with & considerably greater
potential for nasocomial spread—from hsalth-care workers to patients has been
documaented. Such transmigsion has cccurred in situations (a.¢., oral and gynecologic
surgery) in which health-care workers, when tested, had very high concentrations of
HBY in their blood (at least 100 mitlien infectious virus particles per milliliter, a
concentration much higher than occurs with HIV infection), and the heaith-care
workers sustained a puncture wound while performing invasive srocedures or had
exudative or weeping Jetions or microlacerations that atiowed virus to contaminats
instruments or open wounds of patients (33.34 ).

The hapatitis B experience indicates that only those haaith-care workers who
perferm certain types of invasive procedures have transmitted HBV to patients.
Adherance to recommendations in this document will minimize the risk of trangms-
sion of HIV and other blood-borne pathogens from hesith-care workars to patients
during invasive procedures. Since transmissian of MV from nfectsd heaith-care
workers performing invasive procedures to thair patisnts has not been reported and
would be expected 10 occur only vary rarely, if at all. the utility of routine testing of
such heaith-care workers 1o prevent transmission of HIV cannot be assessed. if
consideration is given 10 developing a seralogic testing pragram for health-care
workers who perform invasive pracedures. the frequency of testing, as well as the
issues of consent, confidentiality, and consaquences of test resuits — a3 previously
outlingd for testing programs for patients — must be addressec.
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Management of Infected Health-Care Workers

Heaith-care workars with impaired 'MMuN@ Sy$tems resuiting from MV infection
or othar causes are at \ncreased risk of acquinng Q7 axperiencing 3erous complica-
tions of infectious disease. Of parucuiar concern 1§ the risk of severs ntection
fotlowing exgosure 1o paleNnts with \nfectious diseases that are sasily transmurcted f
J0Dropriate precautions are not taken le g. measies, varicella) Any nealth-care
worker with an smpaired mmune systern shouid be counsaeled about the potential r1sk
associated with taking care of patiants with any transmissible nfection and shouid
continue 10 follow existing recommendations for infaction control to minimize risk of
axposure to othar infectious agents (7 35) Recommendations of the immumnization
Practices Advisory Commuttea (ACIP) and institutional policies concarning require-
mants for vaccinating health-care workars with lwve-virys vaccines {e.g., maasies,
rubeltal shou!d also be considered.

The question of whether warkars infected with HIV —especially those who perform
invasive procedures —can adequataly and safely be allowed to perform patient-care
duties ar whether their work agsignments shouid be changed must be detarmined on
an individual basis. These decisions should de made by the health-care worker's
personal physician(s) in conjunction with the medical directors and personnel haalth
sarvice staff of the employing institution or hospital.

Management of Exposures

if a nealth-care workar has a parenteral {e.g.. nesdlestick or cut) or Mucous-
membrane (e.g.. $plash 1o the eye or mouth) exposure 10 blood or cthar body fluids
or has a cutaneous exposure invoiving [arge amounts of blood or preionged contact
with blood ~ especially whan the sxposed skin 1s chapped, abraded. or afflicted with
dermatitis —the source patient should be informed of the incidant and tested for
serologic evidence of HIV infaction after consent is obtained. Poiicies should be
developed for testing source patients in smituations n which consent cannot be
obtained (e.g., an unconscious patisnt).

if the source patient has AIDS, is positive for HIV anubody, or refuses the test. the
heaith-care worker should be counseled regarding the nisk of (nfectian and evaiuated
chrically and serologicaily for avidence of HIV infacticn as soon as possibie after the
exposure. The health-care worker shouid be advised (o report and seex medical
svaiuation for any acute febrile illness that cccurs within 12 weaks aftar the exposure
Such an iliness — particularly one characterized by faver, rash, or lymphaaenopathy —
may be indicative of recant HIV infection. Sercnegative heaith-care workers shouid be
retested § wesks pOst-exposure and on 8 periodic basis thereatter ia g . 12 weeks and
6 months aler axposure) 10 determine whether transmission has accusred. During
this foliow-up penod ~especiaily the first 6-12 weexs after axposure. when most
infected persons are expected 10 seroconvert —exposed heaith-care workers should
follow U.S. Public Heaith Servica (PHS) recommandations for preventing transmis-
sion of HIV (36.37).

No further follow-up of a heaaith-care worker exposed 1o nfection as described
above is necessary if the source patient s seronegative uniess the source patient 1§ at
nigh risk of HiV infection. In the latter case. 3 subsequent specimen (e g . 12 weeks
‘oliowing exposure) may be obtained from the heaith-care worxer for artinody
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testing. If the sourca patient cannot be dentified. decisions regarding approoriate

follow-up shouid De individualled. Serol0gic tasting should be avadable to ail

neaith-care workers who are concarned that they may have been infscted with My

if 3 patient has a parenteral or MUCOUS-MEMLrans axposure to bloogd or ather body
fluid of a heaith-cars worker. tha panent should De informed of the ncident. and the
same procedure outlined abave for management of expasures should e followed for

DOth the s0urce Nealth-care worker and the exposed patient.
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What constraints apply under handicap discrimination laws with
regard to an AIDS policy?

For reasons that are discussed in detail below, it appears prudent for
GAO to treat AIDS, ARC and testing positive for HIv antibodies as handicap-
ping conditions protected by the Rehabilitation Act of 1973.

AIDS and the
Rehabilitation Act

The GAO Personnel Act at 31 U.S.C. § 732(f)(2) preserves for GAO
employees and applicants for employment the rights and remedies avail-
able under laws prohibiting discrimination based on handicapping condi-
tions, GA0 is thus bound by 29 U.S.C. § 794, which prohibits
discrimination against an otherwise qualified handicapped individual
under ‘“‘any program or activity conducted by an Executive agency.”
GAO's regulations on employing the handicapped are included in GAO
Order 2306.1, “Selective Placement Programs.”

For purposes of the antidiscrimination provisions of the Rehabilitation
Act, a “handicapped individual” is defined at 29 U.S.C.A. § 706(8)(B)
(West Supp. 1987) as:

... any person who (i) has a physical or mental impairment which substantially
limits one or more of such person’s major life activities, (ii) has a record of such

The terms used in this definition are amplified at 29 C.F.R. § 1613.702,
as follows:

“(a) ‘Handicapped person’ is defined for this subpart as one who: (1) Has a physical
or mental impairment which substantially limits one or more of such person’s major
life activities, (2) has a record of such an impairment, or (3) is regarded as having
such an impairment.

“(b) ‘Physical or mental impairment’ means (1) any physiological disorder or condi-
tion, cosmetic disfigurement, or anatomical loss affecting one or more of the follow-
ing body systems: Neurological; musculoskeletal; special sense organs;

cardiovascular; reproductive; digestive; genito-urinary; hemic and lymphatic; skin;

!'Also, the GAQ persormel system is required by 31 US.C. § 732(bX 1) to include provisions akin to

5 115.C. §§ 2301(b) and is required by 31 1.8.C. § 732(bX2) to prohibit practices prohibited by 5
11.8.C. § 2302(b). The merit systems principles at subsection 2301(bX 2) provide that “all applicants
for employment should receive fair and equitable treatment in all aspects of personnel management
without regard to handicapping conditions.” Subsection 2302{b) 1XD) lists as a prohibited personnel
practice “discriminating for or against any employee or applicant for employment . . . on the basis of
handicapping conditions, as prohibited under section 501 of the Rehabilitation Act of 1973.
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and endocrine; or (2) any mental or psychological disorder, such as mental retarda-
tion, organic brain syndrome, emotional or mental iliness, and specific learning
disabilities.

“(¢) ‘Major life activities’ means functions, such as caring for one’s self, performing
manual tasks, walking, seeing, hearing, speaking, breathing, learning, and working.

‘“(d) ‘Has a record of such impairment’ means has a history of, or has been classified
(or misclassified) as having a mental or physical impairment that substantially lim-
its one or more major life activities.

“(e) 'Is regarded as having an impairment’ means (1) has a physical or mental
impairment that does not substantially limit major life activities but is treated by an
employer as constituting such a limitation; (2) has a physical or mental impairment
that substantially limits major life activities only as a result of the attitude of an
employer toward such impairment; (3) or has none of the impairments defined in (b)
of this section but is treated by an employer as having such an impairment.”

In School Board of Nassau County v. Arline, 107 S. Ct. 1123 (1987), the
Supreme Court held that tuberculosis (a ‘“physiological disorder or con-
dition . . . affecting [Ms. Arline’s]. . . respiratory [system]’) is a handicap
within the meaning of section 706 of the Rehabilitation: Act. In so hold-
ing, the Court specifically rejected the argument that the Act did not
protect Ms. Arline against dismissal from her teaching position where
that dismissal was based not on any physical incapacity but on the
employer’s fear that the disease would be transmitted to others. Under
the Arline decision, the issue of contagion comes into play in making the
two-part determination of whether the handicapped individual is
“otherwise qualified”” to perform the job in question. That determination
is to be made first on the basis of a factual finding concerning the nature
of the risk, the severity of the risk, and the probability that the disease
will be transmitted. In light of these medical findings, a determination
then must be made as to whether reasonable accommodation by the
employer is possible.

The Arline case appears to establish ARC and clinically defined AIDS as
handicaps covered by the Rehabilitation Act.2 The Court left open, how-
ever, the question of the Act’s coverage of a person who suffers no
physical impairment but who is simply a carrier of a contagious disease.
The Court stated:

2This is consistent with the holding in Thomas v. Atascadero Unified School District, 662 F, Supp. 376
(C.D. Cal. 1987) in which the court held that a child with AIDS is a handicapped person within the
meaning of § 504 of the Rehabilitation Act.
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“The United States argues that it is possible for 2 person to be simply a carrier of a
disease, that is, to be capable of spreading a disease without having a ‘physical
impairment’ or suffering from any other symptoms associated with the disease. The
United States contends that this is true in the case of some carriers of the Acquired
Immune Deficiency Syndrome (AIDS) virus. From this premise the United States
concludes that discrimination solely on the basis of contagiousness is never discrimi-
nation on the basis of a handicap. The argument is misplaced in this case, because
the handicap here, tuberculosis, gave rise both to a physical impairment and to con-
tagiousness. This case does not present, and we therefore do not reach, the ques-
tions whether a carrier of a contagious disease such as AIDS could be considered to
have a physical impairment, or whether such a person could be considered, solely on
the basis of contagiousness, a handicapped person as defined by the Act.” 107 S. Ct.
at 1128, note 7.

Notwithstanding that the Supreme Court sidestepped that particular
issue, legal commentators generally believe that the Rehabilitation Act
will be held to cover employees who merely test positive for exposure to
AIDS and, thus, are regarded as AIDS virus carriers. They cite the statu-
tory definition of a “handicapped person” as covering one who is merely
regarded as having a physical impairment and the following language
contained in the Supreme Court’s Arline decision:

“Allowing discrimination based on the contagious effects of a physical impairment.
would be inconsistent with the basic purpose of § 504, which is to ensure that handi-
capped individuals are not denied jobs or other benefits because of the prejudiced
attitudes or the ignorance of others. By amending the definition of ‘handicapped
individual’ to include not only those who are actually physically impaired, but also
those who are regarded as impaired and who, as a result, are substantially limited in
a major life activity, Congress acknowledged that society’s accumulated myths and
fears about disability and disease are as handicapping as are the physical lirita-
tions that flow from actual impairment. Few aspects of a handicap give rise to the
same level of public fear and misapprehension as contagiousness. Even those who
suffer or have recovered from such noninfectious diseases as epilepsy or cancer
have faced discrimination based on the irrational fear that they might be conta-
gious. The Act is carefully structured to replace such reflexive reactions to actual or
perceived handicaps with actions based on reasoned and medically sound judgments
... Id. at 1129,

While the Arline case does not deal directly with AIDS and specifically
leaves the status of individuals who test positive somewhat in doubt,
prudence would suggest that GA0 should treat clinically defined AIDS,
ARC, and exposure to the AIDS virus as protected handicaps. This means
GAO should not conduct tests for presence of the AIDS antibody. GAO
should not terminate an employee or refuse to hire an applicant who
tests positive or who exhibits symptoms of AIDS, and GAO should make
reasonable accommodations on the job to employees with clinically
defined ADS and ARC. These three obligations are discussed below.
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Testing

The Rehabilitation Act places a major constraint on the use of AIDS-
screening tests, even when the screening occurs as part of a medical
examination given to all employees or applicants. The regulations imple-
menting the act provide that an agency may not use any employment
test or other selection criterion that screens out or tends to screen out
qualified handicapped persons unless the test score is shown to be job
related and there is no less discriminatory test or criterion. (29 C.F.R.

§ 1613.7056(a)) As a practical matter, the regulations prohibit the use of
preemployment medical examinations aimed at discovering an appli-
cant’s handicapping condition. An employer “may not conduct a preem-
ployment medical examination and may not make preemployment
inquiry of the applicant as to whether the applicant is a handicapped
person or as to the nature or severity of a handicap.” (29 C.F.R.

§ 1613.706(a)) An agency that screens current employees or applicants
for AIDS runs a serious risk of violating the Rehabilitation Act. Given the
lack of medical evidence that AIDS is communicable in the office environ-
ment, for an agency to demonstrate that a test for exposure to the AIbs
virus is job related would be difficult.

The fact that the military and the Department of State are currently
testing for AIDS warrants some comment. The Department of Defense
(DOD) has readiness requirements that may well support its test program
as applied to military officers and enlisted personnel. In cases involving
the military’s aips policy, plaintiffs have not even questioned the mili-
tary’s refusal to accept recruits who test positive.’

The career foreign service also presents a special case. On January 5,
1987, the Department of State began to test all foreign service officers
and applicants for exposure to AIDS. This program has been challenged
in the U.S. District Court by the AFGE Local 1812 on the basis that it
violates the Rehabilitation Act and the Fourth Amendment. The Depart-
ment’s rationale for its AIDS-screening program is based, in part, on the
fact that readiness for assignment overseas is a condition of foreign ser-
vice employment. More pragmatically, it is based on the fact that certain
foreign countries where there is a significant U.S. military or diplomatic
presence have expressed a hesitance to grant visas in the absence of
some assurance that the applicant has not been exposed to the AIDS
virus. In April, a 1.S. District Court denied the union’s request for a
preliminary injunction to bar the testing of State Department employees

SBatten v. Leham, No. 85-4108 Civ. (D.D.C. Jan. 18, 1986) (order denying preliminary injunction)
involved 11 new recruits who were segregated and then dismissed when found to test positive. The
1.8, District Court denied an injunction against the Navy, in part, on the basis that the plaintifts were
not likely to prevail on the merits.
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Hiring and Firing

for the AIDS virus. In so doing, the Court stated that AIDS testing appears
rational and closely related to fitness for duty. (Local 1812, Am. Fed. of
Gov. Emp. v. Department of State, 662 F. Supp. 50 (D.D.C. 1987).

As a matter of particular significance to GAo, it should be recognized
that the Department of State conducts medical examinations for Gao
employees and for employees of 36 other agencies who are selected to be
stationed abroad. Department officials have advised that they will be
testing for AIDS in these examinations and will recommend that an indi-
vidual who tests positive not be assigned abroad.

The Rehabilitation Act prohibits discrimination solely by reason of
handicap under any program or activity conducted by an executive
agency. (29 U.S.C. § 794) Under this provision, an agency may not dis-
criminate against a qualified physically or mentally handicapped person
(29 C.F.R. § 1613.703) In general, an employer’s only defense to a handi-
cap discrimination complaint is that the handicapped person is not qual-
ified, i.e., either (1) the individual cannot or can no longer do the job or
(2) hiring or continuing to employ the individual presents a “reasonable
probability of substantial harm to others in the workplace.”

Ability to perform. The Supreme Court has held that an “otherwise
qualified person is one who is able to meet all of a program’s require-
ments in spite of his handicap.” (Southeastern Community College v.
Davis, 442 U.S. 397, 406 (1979)) Lower federal courts have held that a
determination that a handicapped individual is not qualified must be
based on a showing that his/her present job performance is affected.
(E.E. Black, Ltd. v. Marshall, 497 F. Supp. 1088 (D. HI. 1980)) An indi-
vidual who merely tests positive will, in all likelihood, be able to per-
form his/her duties; an individual with clinically defined AIDS or ARC
may be able to perform his/her duties. Thus, there appears to be no
basis under the Rehabilitation Act to terminate or to refuse to hire an
individual who tests positive or even one who evidences symptoms of
clinically defined AIDS or ARC that have not substantially affected his/
her performance.

Risk of harm to others. Given reassurances from the medical community
that AIDS is not communicable in a work environment such as that pre-
sented at Gao, to demonstrate that an individual with AIDS who can per-
form his/her duties is not a “qualified” handicapped person would be
difficult. In general, an agency’s reliance on risk of contagion as a justifi-
cation for denying federal employment will fail unless the employer can
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demonstrate a ‘“‘reasonable probability” that the employee would pose a
danger to himself or others. (Mantolete v. Bolger, 767 F.2d 1416 (9th
Cir. 1985)) In the Arline case, discussed above, the Supreme Court called
for findings of fact based on reasonable medical judgments given the
state of medical knowledge about the nature and severity of risk of a
disease and the probability that it would be transmitted. This case is
evidence that the courts will look not only to the fact that a disease is
communicable but to how the disease is spread to determine whether it
presents a reasonable probability of danger to others in the particular
work environment.*

Several arguments have been advanced by employers for not hiring or
for terminating individuals who test positive. In general, legal commen-
tators believe these arguments will fail as defenses to Rehabilitation Act
claims of discrimination. The Supreme Court’s decision in the Arline
case establishes that mere “fear of AIDS” is not a defense to a handicap
complaint. This holding seems to apply to adverse coworker and cus-
tomer reactions to members of a protected class that have been rejected
as a basis for sustaining employer actions in race and sex discrimination
cases. By the same token, a defense based on the likelihood that a handi-
capped individual will in the future have a high rate of absenteeism or
will subject the employer to high insurance costs probably is not viable.
A Wisconsin court has, for example, rejected that rationale for refusing
to hire an individual with leukemia, holding it immaterial that the indi-
vidual may at some future date be unable to perform the duties of his
position. (Chrysler Qutboard Corp. v. Wisconsin Dept. of Industry,
Labor and Human Relations, 14 FEP 344 (Wis. Cir. Ct. 1976)) The
“altruistic” defense—that the job in question will further endanger the
AIDS victim—is doomed by medical evidence that the AIDS victim will be
as likely to contract opportunistic diseases at home as in the office
environment.

Risk of harm to others may be a basis for appropriate action concerning
an individual whose AIDS condition is accompanied by a particular
opportunistic or secondary disease that itself presents a reasonable
probability of danger to others. However, the two most common oppor-
tunistic diseases, Kaposi’s sarcoma and pneumocystis carinii pneumonia,
do not appear to involve a risk of harm to others.

4See New York State Association for Retarded Children v. Carey, 612 F.2d 644 (2d Cir. 1979), holding
that the segregation of retarded children with hepatitis B virus was improper where the risk of trans-
mission in their classreom setting was but a remote possibility. The court noted that there had never
been proof that the disease could be communicated by nonparenteral routes, such as saliva.
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The Rehabilitation Act obliges the employer to make ‘‘reasonable accom-
modation.” Specifically, 29 C.F.R. § 1613.704 requires an agency to:

**. .. make reasonable accommodation to the known physical or mental limitations of
a qualified handicapped applicant or employee unless the agency can demonstrate
that the accommodation would impose an undue hardship on the operation of its
program.

*(b) Reasonable accommeodation may include, but shall not be limited to: (1) Making
facilities readily accessible to and usable by handicapped persons, and (2) job
restructuring, part-time or modified work schedules, acquisition or modification of
equipment or devices, appropriate adjustment or modification of examinations, the
provision of readers and interpreters, and other similar actions.

“(c) In determining pursuant to paragraph (a) of this section whether an accommo-
dation would impose an undue hardship on the operation of the agency in question,
factors to be considered include: (1) The overall size of the agency’s program with
respect to the number of employees, number and type of facilities and size of
budget; (2) the type of agency operation, including the composition and structure of
the agency’s work force; and (3) the nature and the cost of the accommodation.”

As a practical matter, an individual who merely tests positive will
require little or no accommodation. An individual with ARC and clinically
defined AIDS may require no greater accommodation than government
agencies make as a matter of course to many seriously ill employees. In
general, an employer need not make a highly costly accommodation to a
handicapped person. In the case of an employee with clinically defined
AIDS or ARC, appropriate accommodation appears to include such things
as: part-time work schedules; liberal use of annual and sick leave;
advance leave, if appropriate; counseling; administrative leave for coun-
seling; assignments that are not physically taxing; and permitting the
employee to work at home.

Most of these types of accommodation would not appear to be any more
costly or to involve any more disruption to the work environment than
accommodations that have been made for other employees who are ill.

The Arline case suggests that GA0 may be required to look to the partic-
ular opportunistic or secondary diseases that affect employees with AIDS
to determine if any other accommodation is appropriate.

Are there statutes that make the testing for AIDs of applicants illegal
when combined with a general medical examination?
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The Rehabilitation Act

Merit Principles

Both the Rehabilitation Act of 1973 and the merit principles of GAO’s
Personnel Act bear on this issue. There are also constitutional considera-
tions that must be taken into account.

As discussed above in response to the first question, to conduct a preem-
ployment medical examination to test for a handicap is a violation of the
Rehabilitation Act. It would even be improper to test for a handicap as
part of a general medical examination required of all applicants if the
results were used to discriminate against handicapped persons. Thus, on
the assumption that all three forms of AIDS (i.e., AIDS, ARC, and testing
positive for HIV antibodies) are handicapping conditions, the Rehabilita-
tion Act makes it illegal to test for aIDS, even as part of a general medical
examination if that test were used to discriminate against those who
tested positive in the absence of medical evidence that AIDS posed a
health hazard to others in the ordinary office environment.

The Ga0 Personnel Act, 31 U.S.C. § 732, requires GAO to ensure that
officers and employees are appointed, promoted and assigned only on
the basis of merit and fitness and requires GAO to include in its personnel
system at least those merit principles and prohibited personnel practices
set forth in 5 U.S.C. §§ 2301 (b) and 2302 (b). In general, these require
selection, advancement, and retention decisions to be made on the basis
of merit and without regard to handicapping conditions. The merit prin-
ciples alone may preclude testing without regard to whether any partic-
ular form of AIDS, such as testing positive, is a handicapping condition.

For the purpose of describing the personnel practices that are prohibited
by 5 U.S.C. § 2302 (b), orM defines “employment practice” to inciude the
“use of examinations, qualification standards, tests and other measure-
ment instruments.” (5 C.F.R. § 300.101) To ensure that employment
determinations are made on the basis of merit, 0PM requires that any
employment practice be based on a job analysis to identify the require-
ments, skills, and other factors important in evaluating candidates.

5 C.F.R. § 300.103 (a)) In addition, 0PM imposes a requirement of *‘rele-
vance”: There must be a rational relationship between performance in
the position to be filled and the test or employment practice to be used.
(b C.F.R. § 300.103 (b)) These requirements are implicit in the language
of Gao Order 2330.1, chapter 6, paragraph 4, which states that Gao
selecting officials will not solicit or consider any information not bearing
on the merit and fitness of candidates.
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The Fourth
Amendment

On the subject of medical determinations related to employability, OPM
defines the conditions under which medical examinations may be con-
ducted as follows:

“(a) An agency may require an individual who has applied for or occupies a position
which has physical/medical standards for selection or retention, or which is part of
an established program of medical surveillance related to occupational or environ-
mental exposure or demands, to report for a medical evaluation:

“{1) Prior to appointment or selection (including reemployment on the basis of full
or partial recovery from a medical condition);

“(2) On a regularly recurring, periodic basis; and

*“(3) Whenever there is a direct question about an employee’s continued capacity to
meet the physical or medical requirements of the position.” 5 C.F.R. § 339.301(a)

Because a “medical standard for selection or retention’” would appear to
be a “qualification standard” within oPM’s definition of the term
“employment practice,”” the use of a medical standard that is not job
related appears to constitute a prohibited personnel practice.

The merit principles require that an agency test only for a factor that is
shown to be directly related to the position in question. The government
in general, and GA0 in particular, has not required medical examinations
for regular office positions, in part because physical or medical stan-
dards for selection would be difficult to justify. To begin to require
physical examination for all applicants might violate the merit princi-
ples, even without AIDS testing. Since there is no definitive evidence that
past exposure to the AIDS virus affects current employability in most
office positions, an agency that conducts preemployment AIDS screening
for ordinary office positions would run the risk of committing a prohib-
ited personnel practice.

Although it is a constitutional rather than a statutory authority, the
Fourth Amendment raises a question concerning the legality of testing
for AIDS as part of a general medical examination administered to all
applicants. The Department of State’s AlDs-testing policy is being chal-

lenged on Fourth Amendment grounds, as well as under the Rehabilita-
tion Act.
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The Fourth Amendment guarantees the right of the people to be secure
in their persons against unreasonable searches and seizures. The
Supreme Court has recognized that taking of blood from the body to
determine the presence of alcohol is a search and seizure within the
meaning of the Fourth Amendment. (Schmerber v. California, 384 U.S.
757, 767 (1966)) In the last few years, the Fourth Amendment has been
argued with mixed results in a number of cases seeking to enjoin urinal-
ysis drug testing. A program to test all applicants for exposure to the
AlIDS virus would surely raise questions under the Fourth Amendment.
As long as the medical community supports the position that Aips is not
communicable in the ordinary office environment, an employer will be
hard-pressed to advance the public safety arguments that have served
to validate certain of the drug testing programs addressed by the courts.

Would refusal to hire an applicant because of failure to pass a med-
ical examination be challenged?

Yes. Refusal to hire an applicant who tested positive in a preemploy-
ment medical examination would be subject to challenge on the same
statutory bases that the test itself would be susceptible to challenge.
Specifically, the Rehabilitation Act, 29 U.S.C. § 794, prohibits discrimi-
nation solely by reason of handicap. Viewing each of the three states of
AIDS as a covered handicapping condition, the Rehabilitation Act would
prohibit an agency from rejecting an applicant for no reason other than
that he/she tested positive. This is discussed more fully in response to
the first question. As discussed in response to the second question, the
merit principles require an agency to make selection decisions on the
basis of merit and prohibit the use of qualification standards that are
not related to performance in the position to be filled. Rejection of an
applicant simply because he/she tests HIV antibody positive could be
found to violate the merit principles.

If employees became so afraid of AIDS that they refused to do their
jobs, what options would be legally available to ga0?

Without medical evidence that AIDS is communicable in the ordinary
office environment, a coworker who refused to work with or in proxim-
ity to an employee with AIDS, ARC, or one who tested positive would be
subject to disciplinary action. Legal commentators generally agree that
defenses traditionally available under labor and health and safety laws
for declining to work in the face of dangerous conditions would be
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unsuccessful. In general, the coworker would be hard-pressed to present
objective evidence that proximity to an employee with AIDS endangered
his/her health or safety, unless the person with AIDS had an opportunis-
tic or a secondary disease that itself was communicable in the
workplace.

There are cases suggesting that assignment of the fearful coworker to

counseling in the form of an AIDS education program may be an appro-

priate response to an initial refusal to work with an employee who has
AIDS,

Privacy
Considerations

What other legal issues should concern GAo?

Two issues are worthy of note in this context: privacy considerations
and unwarranted disclosure.

One major legal issue posed by AIDS in the workplace relates to the vie-
tim’s right to privacy in employer-maintained information about his/her
health. One widely reported case, Cronan v. New England Telephone
and Telegraph Co., No. 80332 (Suffolk County Supreme Court, Aug.15,
1986), involved an action brought by an employee with AIDS partly on
the basis of his supervisor’s breach of a promise to keep his Albs-related
condition confidential. The case was settled out of court in favor of the
employee.

Within the federal government, the confidentiality of information such
as individual medical histories contained in systems of records is gener-
ally protected by the Privacy Act. (5 U.S.C. § 552a) To the extent an
executive branch agency maintains information such as AIDS test results
in a system of records, that information would not be subject to disclo-
sure except for certain specified purposes. The act provides for disclo-
sure within the agency maintaining the record only to those who have a
“need for the record in the performance of their duties.” There is a seri-
ous question as to whether a supervisor or any other agency official
needs the information that an individual tests positive without medical
evidence that AIDS is communicable in the ordinary office environment,
Without some particular work-related reason for the disclosure, revela-
tion of such information could subject individual government officials to
criminal penalties and the agency to civil damages.
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Unwarranted
Disclosure

GAO is not subject to the Privacy Act as such. As a matter of policy, GAO
has, however, issued privacy regulations. (50 Fed. Reg. 13161, Apr. 3,
1985) These regulations cover essentially the same types of records as
are covered by the Privacy Act, and they permit disclosure within GAo
to those employees who have an official need for the information in the
record and for routine uses. Under GAO’s regulations, an employee who
improperly discloses protected information is subject to disciplinary
action.

The Supreme Court has indicated that the government’s right to collect
data normally is limited by a duty that “arguably has its roots in the
Constitution” to avoid unwarranted disclosure of the information col-
lected. (Whalen v. Roe, 429 U.S. 589 (1977)) There is at least one case
indicating that the courts will be vigilant in finding a monetary remedy
for an individual who has suffered an unwarranted disclosure of per-
sonal information. (Doe v. U.S. Civil Service Commission, 483 F. Supp.
539, 567 (S.D.N.Y. 1980)).
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How Managers
Learned of the AIDS
Cases

Medical Information

Disease Progression

This appendix looks at the results of four confidential case studies con-
ducted by Task Force members to help gain an understanding of what
happens when an employee gets AIDS. All the subjects are men. All were
between 29 and 38 years old when management became aware of their

situation.

None of the employees volunteered that they had AIDs. In one case, the
employee told the unit manager he had tested positive for the HIV virus;
a friend later told the manager that the employee actually had AIps. In
two cases, the supervisor prompted the employee’s disclosure by shar-
ing with him his own conjecture that the employee might be suffering
from AIDS. In the fourth case, management was made aware directly only
by seeing the death certificate (in order to reconcile the staffer’s pay
account). Unit managers were unaware of employees’ hospitalization in
three cases.

The following infections and ailments were involved in these four cases:
lung disease (nonspecific), brain lymphoma, severe pneumonia (in two
cases), stomach cancer, hepatitis, and Kaposi’s sarcoma. In addition,
managers noted fatigue, weight loss, mental and physical deterioration,
and “‘interpersonal problems.” Although managers were not aware of
the AIDS diagnosis early in these cases, they did have knowledge of obvi-
ously serious illness.

In two cases, the employees died 1 to 2 months after entering the hospi-
tal. In another case, after 2 months’ hospitalization, the employee
returned toc work with limited capacities. After a little over a year, he
recovered strength and capability and has been fully performing since.
In the fourth case, the employee died almost 2 years after managers had
become aware of his disease,

Most of the men were involved at some point in experimental drug and/
or treatment programs.

Two cases progressed quickly from the time of hospitalization until
death. In one case, although the employee had been “a relatively heavy
user of leave” in the preceding months, he was fully performing his
duties up to the time he entered the hospital. In the other case, the
employee notified managers that he had tested positive for the HIV virus
and was hospitalized 5 months later. Both individuals died about 2
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months after entering the hospital. In a third case, the person took disa-
bility retirement about 2 months after notifying managers of a *‘terminal
illness”; he survived about 20 months in retirement. The fourth case
study shows 2 man who is on the job and fully performing after notify-
ing management he was terminally ill.

Job Performance

There seems to be great variation in the extent to which employees with
AIDS show degraded performance more than a month or two before
showing signs of serious illness. In half of the cases, the subjects were
performing well when they notified managers of serious illness; in one
case, the employee consistently made the Best Qualified List and the
unit head felt that he would have been promoted in the year that he
grew gravely ill.

Deterioration was visible earlier in the other two cases. Managers in one
case noticed ‘“physical and mental deterioration” for several months
before the employees notified them of a problem. In the other case, an
extended hospitalization and many months of problematic performance
preceded notification by the employee that a grave illness was involved.

Staff Awareness and
Reactions

Except for one case in which no direct discussions appear to have taken
place with the employee, the case study subjects asked for and received
assurances of confidentiality. It was clearly important to them but diffi-
cult to maintain. In one case, staff realized AIps was involved when,
upon his departure, the employee asked that his desk and office belong-
ings be cleaned. In another case, there was early speculation among
coworkers of the employee’s condition. In a third case, rumors began to
circulate that the employee was suffering from AIDS when he failed to
respond to hospital treatment.

In no case, however, was either panic or disturbance of major proportion
evident. Only a few reactions from surrounding staff were considered
significant enough to mention. In general, people asked aloud if, or spec-
ulated aloud that, AIDS was the ailment. They resorted to talking among
themselves when no direct information was forthcoming from
management.

Not all reactions were self-protective. In one case, staff sent the retired
AIDS patient copies of the Management News, local newsletters, reports
of interest, etc. Staff traveled a long distance to visit him at home and,
ultimately, to attend his funeral.
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No extraordinary management actions were called for in any of the
cases. In several situations, assistance that would be considered stand-
ard for serious illness was provided. In one case, the individual received
chemotherapy treatments for cancer for about 18 months before the sit-
uation became an *‘AIDS case.” Unit management approved a flexible
work schedule for those treatments. In another case, the employee’s
request for a temporary assignment of a less demanding nature was
honored.

Important actions were also taken by supervisors and Gao staff offices
to help employees with AIDS handle various bureaucratic procedures and
requirements: Personnel provided disability retirement and other bene-
fit information to the subject employees and managers and to numerous
third parties acting for them, These included family, friends, and hospi-
tal social workers. A GAO management official spoke with one patient’s
physician—with the patient’s consent—obtaining the disease’s identity
orally, so GAO could make a required determination about workplace
safety without forcing the staff member to provide a written statement
that he had Aps. In other cases, the Assistant Comptroller General for
Operations was apparently notified and/or involved and other senior
managers were sometimes involved informally.

As is made clear in appendix V, benefits available to federal employees
with AIDS are those available under an employee's typical health insur-
ance, life insurance, and disability entitlements. In three of the cases
involving deceased employees with AIDS, two had Federal Employee
Group Life Insurance (FEGLI) coverage and the other had declined it.
Three subjects’ health plans were identified: American Federation of
Government Employees (AFGE) (301); Mutual of Omaha, Alliance (high
option); and George Washington University (high option).

Disability retirement was not a major issue in three of the four cases
studied. Two employees declined and died too quickly for disability cov-
erage to become relevant. In a third case, the individual never applied
for disability benefits. The employee seemed uninterested in abandoning
the workplace, with its professional relationships and social support
systems.

The case that resulted in a disability retirement provides some insights
into necessary management vigilance and actions. opm’s approval of the
disability request took about 3 months, which was longer than GA0 man-
agers expected. Further, opM did not notify the employee of the effective
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date. His first two checks were late, and unit management had to contact
OPM to straighten out the situation.

It is not believed that the employees with AIDS had financial difficulties
as a result of any health coverage or retirement pay inadequacies.

Suggestions

AIDS education. Information available to the manager of an employee
with AIDS (or a staff inquiry regarding one) should be coordinated or
organized. GAO needs a *‘focal point” for such help—for the manager, for
the AIDS patient, and for other concerned and/or affected staff.

Persons with AIDS often do not volunteer the nature of their ailment; yet,
identifying it confidentially can be helpful. GAO needs to educate its staff
and to have a few trained specialists to assist in such situations. Trust
and compassion are essential in such a role. Specialists could help
employees and managers identify their rights, responsibilities, and
options.

The case studies illustrate the critical role that work relationships can
play to help the terminally ill at their time of great need. GAC's policy
and educational program could identify and support ways in which pro-
fessional colleagues can safely provide important emotional and physi-
cal support to AInS-stricken employees.

Confidentiality. There is a potential conflict between AIDS employees’
desire for confidentiality and Gao’s need for assurance that an undis-
closed, serious illness poses no imminent workplace threat. In one case,
the employee declined to provide a doctor’s note identifying the disease
(and stating that it was not communicable), expressing fear regarding
GAO's reactions. This problem was solved by having the employee’s phy-
sician identify the ailment (with the employee’s consent) to a Gao physi-
cian. The latter then assured division management that he knew the
identity of the ailment and could provide assurance that it was not a
threat to workplace safety. This was acceptable to the employee—it was
based upon his acceptance of physician confidentiality—and met GAO’s
need. It is a model GAO may wish to consider for general use.

Paperwork. The disability retirement process for employees with AIDS
should be shortened and made to run more smoothly.
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Overview

Procedure

Employees who continue to work after developing AIDS have, in many
cases, encountered problems affecting their performance and interaction
with colleagues. The most visible evidence regarding such problems is
anecdotal, primarily journalistic accounts of individual cases. For this
reason, the evidence may not represent the full range of problems that
people have experienced and it cannot tell us how frequently each prob-
lem has occurred. The purpose of this review was to identify other
sources of evidence (for example, representative surveys of AIDS victims
or health-care providers) concerning the nature and extent of AIDS-
related problems in the workplace.

The Task Force found no relevant survey data, published or unpub-
lished. Working from alternative sources, the Task Force identified five
major problems: job discrimination, loss of confidentiality, stigmatiza-
tion, nonrecognition of significant others, and a lack of awareness
regarding behavioral manifestations of the disease.

In addition, these problems extend well beyond people with AIDS, reach-
ing others who are antibody positive, have been diagnosed with ARc, are
in high-risk groups, are related to people with AIDS, live in the same
household with an AIDS victim, have had casual contact with an AIDS vic-
tim, or are rumored to fit any of these descriptions.

The review began with an automated search of the literature in public
opinion, public health, social services, and other fields. It also examined
recent issues of several publications and the bibliographies appended to
articles on related subjects. These efforts produced no representative
survey data on the nature or extent of Ams-related problems at work.

Next, academicians in sociology, public health, and psychiatry, as well
as representatives of advocacy groups, social service agencies, and clin-
ics, were contacted. None was aware of any published source for the
data sought. Some are now conducting surveys of AIDS patients, but their
questions do not cover the nature and extent of workplace problems.

Consequently, findings were drawn from two sources. The first is a pub-
lished report! on AlDs-related issues now being litigated—issues arising
in the workplace and several other domains (such as housing, schools,
and domestic relations). Stein identified these issues through a literature

'Robert E. Stein, The Settlement of AIDS Disputes {Washington, D.C.: Environmental Mediation Inter-
national, Jan. 1987}
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Workplace Problems

search and interviews with advocates, lawyers, and others. The sample
of respondents was not drawn systematically, and in focusing on legal
disputes, the report may have missed problems that are unsuited for

litigation.

The second source is a set of interviews conducted from January to
April 1987. Academicians, advocates, and service providers in Washing-
ton, D.C., and several other cities were contacted.

In short, no source could furnish a comprehensive and precise account
of Alps-related problems in the workplace. The review provides instead a
distillation of the anecdotal evidence, as interpreted by people with
much firsthand experience in the AIDS crisis.

As already noted, some workplace problems can have ramifications for
employees who are not suffering from AIDS, including people who are HIv
antibody positive, are in high-risk groups, are relatives or housemates of
people with AIDS, have ARC, have had casual contact with an AIDS victim,
or are rumored to fit any of these descriptions. Thus, in the following
discussion of problems, the word “employees” includes those who do not
have AIDS, as well as those who do.

Job discrimination. As is widely known, employees can face discrimina-
tion at work, often in the form of pressure to resign or to accept reas-
signment. Employees also face difficulties in getting hired. At Project
Hope’s conference on AIDS (Mar, 1987), Saul Milles of General Electric
cited this problem but said that there was no way to document the
extent of it. Stein (1987) implied that the problem was in fact
widespread.

To handle Alps-related discrimination effectively, workplace policy
needs to be proactive. First, the pressure to resign or accept reassign-
ment can be quite subtle. Second, if their self-esteem or energy level is
not high, employees (here, mainly those who do have AIDS) may accept
discrimination without complaint. Thus, even if supervisors deal quickly
and firmly with any case brought to their attention, they may miss
many other cases.

Loss of confidentiality. Word gets out in any number of ways, many of
them beyond the control of supervisors. One complication is that
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coworkers often believe they have a right to know about any real or sus-
pected AIDS case nearby; they believe that the ordinary rules of privacy
just do not apply here,

Stigmatization. Often the impetus for job discrimination, this problem
reportedly is hard to pinpoint. People may not directly refuse to work
with another employee and may not say anything derogatory. They may
merely keep a polite distance, with or without encouraging others to do
so. In any event, productivity may decline and the work environment
may get unpleasant, not just for the stigmatized employee but for others
nearby. Notably, the problem can reach beyond the immediate work sta-
tion, as when the employee uses the building cafeteria or health clinic.

The Task Force’s sources noted that AIDS may reverse the linkage gener-
ally expected between knowledge and fear. People assume that provid-
ing information will reduce fear and thereby reduce stigmatization. But
in this case, unusually high levels of fear and ill-will may preclude the
reassuring effects of information.

Nonrecognition of significant others. This problem pertains to employ-
ees who have AIDS in its advanced stages. An employee may wish for
someone who is not a relative to step in when it is time to handle person-
nel matters, clean out desks, designate beneficiaries, and so on. But
employers may be unable or unwilling to cooperate with this kind of
significant other. Moreover, fearing discrimination, nonrelatives may
not make themselves known. Relatives may preempt the employee’s
wishes, Task Force sources acknowledged the legal complications but
said that an employer must find ways to accommodate. Perhaps the first
step, they said, is to train supervisors to recognize and handle this very
sensitive matter well before the employee leaves work or becomes too
weak to manage his/her own affairs.

Lack of awareness regarding behavioral manifestations. This last prob-
lem is not yet widespread, but sources fear that it will become so. As the
number of AIDS cases goes up and as treatment extends their lives, there
will probably be more and more AIDS patients, still working, who mani-
fest psychological or neurological symptoms—depression, confusion,
and hostility. Sources stressed that supervisors must be able to recog-
nize these symptoms for what they are. The appropriate responses may
include a more liberal application of leave policy or work load reduc-
tions. More generally, workplace education efforts should cover this
matter, so that coworkers will understand the reason for behavioral
problems.
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Interview Respondents

Mitch Bart, San Francisco AIpS Foundation

Jay Coburn, National AIDS Network

Janice Dudley, Los Angeles Men’s Study

Fawzy 1. Fawzy, University of California at Los Angeles, Neuropsychia-
tric Institute

Gilberto Gerald, National Aips Network

Miguel Gomez, AIDS Action Council

Jim Graharm, Whitman-Walker Clinic

Harold Jaffe, Centers for Disease Control

Jeff Levi, National Gay and Lesbian Task Force

John Martin, Epidemiology Department, Columbia University

Mauro Montoya, Whitman-Walker Clinic

Peter Nardi, Sociology Department, Pitzer College

Stewart Nichols, AIDS Task Force for the American Psychiatric Associa-
tion

Gary Noble, Alps Coordinator, U.S. Public Health Service

Paul O’Malley, San Francisco City Clinic

Karen Pataky, Library of Congress

Jim Ringer, Whitman-Walker Clinic

Caitlin Ryan, Public Health Consultant

Phil Sheley, AIDS Project Los Angeles

Robert Stein, Environmental Mediation International

George Swales, Whitman-Walker Clinic

Lydia Temashok, Psychiatry Department, University of California, San
Francisco

Susan Tross, Sloan-Kettering Cancer Center

Robert Whirry, AIDS Project Los Angeles
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What benefits is an employee with AIDs eligible to receive?

As a federal employee, an AIDS patient is eligible for Federal Employee
Group Life Insurance benefits, may be eligible for disability retirement
benefits, and is eligible for medical benefits if enrolled in a federal
health program. The employee may also be eligible for benefits from the
social security income disability program and from Medicaid.

How do the various plans under the Federal Employees Health Ben-
efits Program handle AIDS?

Fee-for-service plans, as summarized in figure V.1, generally provide

medical-surgical care,

inpatient/outpatient care,

mental health services,

physician and other health care professional services,
hospice care,! and

catastrophic coverage.

As for comprehensive medical plans/health maintenance organizations
under FEHBP, they usually have similar provisions, but the number of
such plans precludes a brief summary.

AIDS is not singled out and treated differently from any other disease
included in FEHBP. OPM currently does not plan to write an AiDs-specific
policy.

FEHBP does not relate to any particular illness. It helps to protect eligible
employees and their families against the cost of illness, and this guaran-
teed protection cannot be canceled by FEHBP, which provides coverage
without medical examination or restrictions due to such factors as age
or physical condition.

What other resources can be used to help the AIDS patient during
treatment?

This issue can be explored with the GA0’s Counseling and Career Devel-
opment Branch. Also, some assistance may be offered by the Public
Health Service facility in the headquarters building. Beyond this, the
patient should refer to the resource list issued by the Task Force.

'The availability and coverage of hospice care varies by plan.
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What disability retirement benefits are available to federal
employees?

Disability retirement is a benefit provided to protect the employee who
is no longer employable at his/her current grade or pay level because of
a medical condition.

Under the Civil Service Retirement System, the employee is guaranteed
an annuity equal to 40 percent of the employee’s average pay over the 3

highest salary years.

Under the Federal Employees Retirement System, there is no single
formula. In the first year, the disability annuity will equal 60 percent of
the high-3 average pay minus 100 percent of any social security benefit
to which the employee is entitled. After the first year and until age 62,
the annuity equals 40 percent of the high-3 average pay minus 60 per-
cent of the initial social security benefit to which the employee is enti-
tled. At age 62, the disability annuity is recomputed and equals the
lesser of the following: (1) 40 percent of the high-3 salary minus 60 per-
cent of an assumed social security disability benefit (regardless of
whether the benefit is actually received) or (2) the amount payable for a

nondisability annuity.
Who is eligible for disability retirement?

To be eligible for disability retirement under CSRS, an employee must
have at least 5 years’ creditable service. To be eligible under FERS, an
employee must have at least 18 months of creditable service. There is no
age requirement under either system.

Disability retirement may be based on the progression of a disease that
causes continued employment to be incompatible with the employee’s
medical condition. Diagnosis of a progressive potentially incapacitating
or perhaps fatal disease is, by itself, insufficient to qualify an employee
for disability retirement. A retiree is not precluded from engaging in
other employment to supplement the disability benefits.

How does the disability retirement process work?
GAO’s Office of Personnel counsels the employee on the retirement deci-
sion and provides appropriate information upon which to base it. The

average employee avoids applying for disability retirement until no
other choice is possible, usually because the guaranteed minimum of 40
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percent of the employee’s high-3 average pay is not adequate for the
cost of living.?

Once a decision is made to apply for retirement, the employee submits
an application for disability retirement to the Office of Personnel Man-
agement through GA0. GAO must document the effect the disability has
on Gao and efforts to accommodate the employee’s medical condition.
opM will allow the claim if, on the basis of documentary evidence, it con-
firms that an employee cannot render useful and efficient service
because of disease or injury.

What are the trade-offs for an AIDS patient to consider in deciding
on sick leave versus disability? Are disability payments adequate in
an AIDS situation?

The most obvious trade-off is that the amount of sick leave or advance
sick leave available is limited. Specifically, the amount of advance sick
leave legally allowable is limited to 240 hours of leave on the books at
any time. Therefore, this would quickly dissipate and the employee
would have no other income.

Of course, if the employee has a considerable amount of sick leave, it is
advantageous to use sick leave first. The employee earns sick leave and
annual leave while using sick leave. If an employee with AIDS applied for
disability retirement and had a large sick leave balance remaining, upon
approval of disability retirement, he/she may continue to use sick leave
until exhausted and then retire. Typically, however, disability appli-
cants usually have exhausted most of their sick leave by the time they
realize that they must consider disability retirement.

The disability retirement would provide income, although it is not full
salary. An employee applying for disability retirement may use advance
sick leave and request to have the repayment of the leave waived upon
approval of the disability retirement. The disability retirement provides
continuous, unbroken compensation of some kind even in the case of
leave without pay being used since upon approval of a disability retire-
ment, the employee is compensated retroactive to the first day of contin-
UouS LWOP.

2 An applicant for disability retirement is typically a person with few years of federal service. As a
federal employee grows older and attains creditable service, the advantages of disability retirement
decrease because other, preferred types of retirement are available. Applicants for disability retire-
ment usually have no other retirement choices.

Page 89 GAQ/ AIDS Task Force Report



Appendix V
Summary of Benefits Available to
GAO Employees

What are the life insurance benefits?

Federal Employee Group Life Insurance benefits are payable in the
event of death of an eligible employee or a family member if death
occurs while insured, no matter how caused. Basic coverage for federal
employees is equal to the greater of (1) the annual basic pay (rounded to
the next $1,000) plus $2,000, or (2) $10,000. Also, life insurance contin-
ues without cost to the employee while in a nonpay status for up to 12
months, at which time the insurance is terminated. The 12-month non-
pay status may be continuous or may be broken by periods of less than
4 consecutive months in a pay status.
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Figure V.1: FEHB Plan Comparison Chart

FEHB Plan Comparison Chart — For Benefits Beginning in January 1987
» The calendar year deductible shown is the per person amount. + The other cost-sharing amounts you pay for primary care are
Under a Self and Family enraliment, generally no more than two identitied by type—coinsurance, inpatient deductibie andior in-
or three family membars, depending on the plan, must meet this patient copayment. Inpatient deductible may be a charge per ad-
deductible. For a few plans, which have established a family mission or a charge per year.
deductible, the per person amount shown applies fo just one per- « There is no dollar or day limit on the primary inpatient care
son: the difference between it and the family deductible can be charges that Plans pay unless otherwise noted.
met by any or all of those covered.
Fee-for-Service Plans
T Megical—Surgical Primary Care
Enroliment 1887 1987 O
‘ Code Monthly Biweekiy You Pay
Plan Name [ Premium Pramium —— —
Your Share Your Share Catastrophic Limit
and Dption T T oY {max. covered Other
i DED out of pocket)
Seit Famity | sat Family Salt Famlly - parsonhtamily
Aera High 201 | 202 | 38078 |$130.26 | $37.28 | $60.12 $200 $1.500/53,000 CI/iP DED
{indemnnity Bensfit) Stng 204 205 18.63 39.99 863 18.48 $250 $1,500/3,000 C\/IP DED
AFGE | High 301 302 4041 83.46 18.65 38.52 $200 $1,500/$1,500 CUIP DED
Stnd 304 305 127 2450 520 1.3 NA $2.5004 Cl/IP DED
Atance [ High | 461 62 3983 | 13151 | 1838 | 60.70 | %200 ~$1,000/52.000 P DED |
SML 464 485 10.34 27.85 477 12.85 $300 $2,000:%2,000 CI/IP DED
APWLU a1 | an2 26.52 50.83 12.24 23.46 $178 §1,500/$1.500 Gl
B CrossBue Seid | High | 101 | 102 | 7365 | 1598Y | 3398 | 7376 8200 §1.50081,500 CIAP DED
{Service Benefil) | Stnd 4 | 105 1849 | 414 653 | 18 $250 52,500/$2,500 C\IP DED
GEHA 31 312 26.31 49.20 12.14 227 $200 $2.000:$2,.000 Cl
Mail Handlers High 451 452 15,16 39.15 7.00 18.07 NA $2.500:5,000 IP DED
“ Stnd 454 455 127 0.22 5.90 13.95 NA §2.500/$5 000 1P DED
NAGE High ¥J1 7VJ2 4290 [ 10762 19.80 49 67 $200 $1,000/52.000 CI/IP DED
Stnd ¥J4 YJ5 14 87 3546 6.86 16.37 $250 $2,000/83,000 Gl
NALC R 322 44 58 76.66 2056 | 35.38 $150 $1,000/81,000 Clie cP
NFFE High | YRl ¥YRZ 41.06 98.58 18.95 45.50 1200 $2,000/$2.000 G\/IP DED
Stnd YA4 YRS 17.56 4129 81N 19.05 $250 $1,000$2,000 Clnp pED
NTEY High ¥T1 ¥T2 60.24 | 14367 27.80 86.31 $200 $1,500/$2,000 CiP DED
[ Sind | vTa V15 1265 | 2857 584 [ 1399 250 $2,000/52,000 [¥]
Postal Supervisors YV1 Yve 27.30 74.18 12.60 3424 $200 $1,000/51.000 CIf\p DED
P rs 1 Hgh | 381 362 5982 {12599 [ 2781 | 5815 3200 $2,000/52.500 CUWPDED |
[Sind |~ 364 365 1543 | 3761 702 | 1736 $250 $2.500/52.500 CliiP DED
ACT® Y31 Y32 17 46 50.94 8.06 235 $200 | $1,500/$3,000 Cl/IP DED
BACE" Y21 ¥22 19.24 52 43 8.28 24.20 $200 $1,500/$1,500 4]
Federal Managers Assoc.” Y81 ¥82 | 37 64 95 07 17y 43.88 $200 $1,000/51,000 CI/IP DED
Foreign Service” 401 402 TSG,92 102.74 17.04 4742 $125 See Brochure Cl
Foreign Service Overseas” ¥4 Y42 | 1033 31.43 477 14.50 $125 Ses Brochure Cl
GEBA* [ Wgn | ait 412 | 6929 | 18554 | 3198 | 8582 $200 $T.00641000 | G
ﬁmd 414 415 15.88 38.37 733 17 $250 $2,000/$2,000 CP/IP DED
NAPLS® ) - YP1 | YP2 28.49 54.23 13.15 25.03 5200 $500/%1,000 Gl |
NATA* Y51 VSL 16.60 42.1% 7.66 19.44 $200 $1,500/81,500 CiftP DED 1
Panama Canal Area* 431 432 | 4377 | 9249 | 2020 | 4269 NA $1.0000¢ CPAPDED |
Rural Carriers” %*73@*}_ 382 61.06 ] 97 87 28.18 4517 3200 51.000131.000“1 ClWIP DED !
SAMBA” 441 447 1938 | 6810 895 | 3143 3206 $700751,400 CPDEC |
Secret Service” 1 v7e | 1851 | 5583 | B854 [ 577 | $200 $1.000/52.000 CVPDED ]
“Plans are open ONLY to ABBREVIATIONS: C! —Coinsurance ECF —Extended Care Facility
specific groups CP  —Copayment HHC —Home Health Care
C & R—Customary & Reasonable 1P —Inpatient
CY  —Calendar Year NA  —Not Applicable
DED —Deductible SA  —Scheduled Allowance
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Do Not Rely on This Chart Alone — See Plan Brochures for Details

The mental health inpatient catastrophic limit is the maximum
amount of covered out-of-pocket expenses you pay up to the
lifetime maximum per person, The lifetime maximum is the
amount up to which plans pay per person for covered mental
health inpatient services.

« While not shown on the Chart, virtually all of the fee-for-service

plans provide:

— Menta! health outpatient care benefits, which usually have
doftar and/or visit limits, and you share costs to these limits.

— Inpatient and outpatient hospice care benefits, which have
a dollar maximum that varies by plan.

See plan brochures for details.

- T T Medical—Surgicat Primary Care B Mental Health '
T T T Plan Pays Semices Other Benefil Fastures
r T lnﬁaiﬂfmﬁﬁ T - Dutpatiem Care Inpatien Care )
. Physicians Physicians " - You Pay Plan Pays
e | T e | T | e | own | w0 o
“Room & Other  * Surgeons Qther Drs Surgeons Other Drs it &R) slr_uu_hil: Maximymd HHC Care Drugs Care pracier
Board Hosp. Exp. ; {C & R) CAR) (C3R) (€ &R) Limitd
| 80wd | 80% 80%E 20% B0%E 8066 80% $5.0000 1 $50,000 | HHC Yes Yes Yos [
75%0 75% 75%E 75% 75%€ 75 75% $5.0000 | $50,000 | HHC Yes Yes Yes L.
100% 100% 100%C€ 0% 100WEE 80% 8% $6.000 | SS0.000 | HHG No Yes Vest Yes®
TI00%3 | 80% | SA® SA SACE SA SA $5.000 | $250000 | WMo Yes No Yes No
" 100% 80% BO%E 30% 100% 30% 0% $8,000 | $50.000 | Both Yos Yas Yon Yi
75% 75% | 75AC 75% 100% 5% 75% $8.000 | $50.000 | Bom Yos Yes Yas éf
100%P 80% 854 8503 100% B5%2 B5%2 $8000 | $25.000 No Yes Yes Yes No
100% 100% 80% 80% 50% 80% 80% $4.000 | $75.0001 | HHCOE No Yos Yes. | W
100% 100% 75% 75% 75% 758 75% $8,000 | $50,0007 No Yes Yes Yes
00% .  80% 80% 80% B5% 85% 8500 $8,000 | 550000 | HHC Yes Yes Yes
0% | 1008 SA SA SA SA SA $5.000 | $25.000 No Yes No Yoo
100% 100% SA SA SA SA SA $5.000 | $25,000 No No NG Yeu
100%D 100%D 90%,0¢ 80% 100% 80% 80% $7500 | $50.0007 [ Both Yes Yes Yes
7598 7500 | 75u0be 75% 100% 75 75% $8.000 | $50.000" | Both Yes Yes Yes Yes
10000¢ 100% | 90%¢ 75% 100% 75% 75% $8,000 | 350,000 o Yes Yes Yo LR
100%E 1000 | 90%0C 75% 100%¢ 754 100%3 $5.000 | $50.000 | Both Yes Yes Yes Yes
100%€ 100% 75% 75% 75% 75% 75% $8.000 | $40000 | HHC Yes Yes Yes Yes
[ 100% 3% | 80% 80% 100% 80% 80% $6.000 | $50,000 | Both Yes Yes ; y
75% 75% 75% 75% 100% 75% 75% None None Both Yes Yes
100%E 100%€ 80%¢ 75% 100% 75% 75% $8.000 | $50,000 | Both Yes Yes
T 1006E 300€ 100%¢E 30% 100% 30% 80% $8,000 | $40.000 | Both Yas Yos
a 0% SAE 80% SA B0% 100%E $8.000 | $40,000 | Both Yes Yes
100% "100% 80D 30% 80% 80% 80% $5000 | $25.000 No Yes Yes
100%E | 80% 80%*° 80% 100% 80% B0% $6,000 | $50.000 | Both Yes Yes >
00% | 100% 9004¢ 75% 100% 75% 75% $8.000 | $40.000 | Both Yes Yes Yes Yes
00%3¢ I 100%3€ | o0wCE | 80% 100% 80% 80% See Brochure Both Yos Yes Yes »
- 100038 100%3 | g0%pCe 80% 100% 80% 80% See Brachure Both Yes Yes Yes No
10000 | 95%F | 100%C 9006 100%6C 30%e 80% $6,000 | $50,000 | Both Yes Yes Yos Yo
10090 85%¢ 85%€ 85%¢ B%E 85%* 756 | $10,000 | $25000 | Both Yes Yos Yes Yes
100% 100% % | 75k 75% 75% 5% $4000 ~ $50,000 | Both Yes Yes Yes Yes
100% 80% E G 100% 5% 75% | $B.000 | $50,000 | Both Yes Yes Yes Yo
80%¢ 80u¢ T i00%D SA 10060 B0% BO%E Nane | Neone No Yes No Yes Yes
1002 | 10082 | 100%C 80% 100% 805 B0% $8.000 | Mane Both Yes Yes Yes | Yos
] J@%P%_ 100w 100%C 1008 100% 80% 100%% $6.500 ¢ $50.000 Both Yes Yes Yes Yes
_100% T 100% 80% 80% | 80% 0% 80% $4,000 | $50,000 | Both Yes Yos Yo Yes

FOOTNOTES: a -- To dellar and/or day hmit
then less (see brochure)

b --- Preadmission approval/

precertification required

¢ — With second opimion
d — Per person
e — Subject 1o conditions specified

f — Also applies 1o outpatient care

in brochure

Source: 1987 Enroliment Information Guide and Plan Comparison Chart (1986 Open Season) for Federal

Civilian Employees, U.S. Office of Personnel Management (Washington, D.C.: 1986).

Page 93

GAO/ AIDS Task Force Report



Appendix VI

GAO Personnel Policies Germane to AIDS

What options exist at GA0 for accommodating the workplace needs
of an employee with AIDS?

Jobs may be restructured to part-time. Gao Order 2340.1, “Part-Time
Employment Program,” describes various ways of using part-time
employees, highlights designations and responsibilities, outlines proce-
dures, and discusses the impact of part-time employment on fringe bene-
fits. Decisions addressing the desirability and practicality of part-time
employment rest with the individual manager.

The employee may be allowed to work at home. Personnel's policy on
working at home was established through a series of internal memoran-
dums issued in 1981. These memorandums set the following conditions

for work at home:

1. Staff participating in this type of arrangement must have either an
excepted or an excepted-conditional appointment.

2. The work to be done at home must lend itself to measurement.

3. The grade of the individual working at home must be commensurate
with the work being done.

4. Work under this arrangement will be done intermittently with the
employee having no regularly scheduled tour of duty. Generally the
arrangement will be temporary.

The fourth condition requires a full-time employee to change to intermit-
tent duty status and thus sacrifice certain benefits of full-time employ-
ment. These sacrifices include the requirement that the employee take a
lump sum payment of all annual leave and not accrue annual leave dur-
ing the time he/she has an intermittent appointment and hold accrued
sick leave in abeyance for 3 years.

Should the employee return to a covered (full- or part-time) position
before the 3-year limitation expires, the leave would be restored. Inter-
mittent employees do not accrue sick leave.

These guidelines do not constitute GA0 policy, but a task group is cur-
rently studying the issues. Managers have been advised that they may
allow the employee to work at home on a very short-term basis if man-
agement deems it necessary and that this arrangement may be accom-
modated without change to intermittent status.
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The final report of the task group will consider the implication of the
work-at-home policy for individuals with AIDS or other life-threatening

diseases.

Work tasks may be adjusted to accommodate medical conditions. When
assignments involve physically taxing work, supervisors may try to
change the work requirements.

Access to and use of facilities and equipment may be modified to accom-
modate employees’ needs. When feasible, the workplace may be adapted
to the physical limitations of an employee. GAO Order 2306.1, “‘Selective
Placement Programs,”” discusses some of the relevant issues.

Liberal sick and annual leave may be granted. Chapter 6 of GAO Order
2630.1, “Leave Policies and Procedures,”’ describes the current policies
and procedures on the request and approval of leave, including advance
sick leave. Overall, GAO policy is that an advance of not more than 30
days of sick leave may be made to an employee of GAO when there is
serious incapacity and when required by the situation. Procedures for
requesting and granting annual leave, including that which will be
earned at a later time, are covered in the same GAO Order.

The employee’s salary may be lowered for a reduced work load. Under
current policies, an employee may voluntarily request a change to a
lower grade level. However, from a position classification standpoint,
grade is based on the complexity of work as opposed to the quantity of
work performed.

Leaves of absence may be granted when needed. Granting {WOP is per-
missible under current policies and procedures as described in chapter
12 of GA0o Order 2630.1. The chapter describes the concept in general,
addresses the rationale for granting Lwop, describes the application and
approval procedures for Lwop, discusses extended Lwop, and describes
types of cases for which approval of extended Lwor would be proper.
Others may be allowed to share job duties. Current policy on job-sharing
is in GAO Order 2340.1. Two people divide one permanent position
between them. Responsibilities, hours, salary, and other benefits are
shared. Full-time coverage of the work is provided, but each individual
is responsible for only half of the work. This arrangement works well
when employees can work on separate projects or on a different group
of assignments.

The amount of overtime may be increased to permit other staff to per-
form part of the work of the employee with aAIDS. This is a budget issue
and would be determined by funds for each unit obligated to overtime.
There might also be an issue of overtime pay versus compensatory time
in light of the limitations placed on the hourly rate of overtime pay.
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Part-time help may be used to perform part of the work of the employee
with aips. This also would be a budget and staff-year issue for each unit.
Counseling is available, Employees who wish to explore possible work-
place accommodations and related issues can seek advice on a confiden-
tial basis from the Counseling and Career Development Branch. If
additional counseling is warranted, the employee may be referred to an
outside agency. Supervisors have the authority to grant administrative

leave for counseling.
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What is the cost of treatment for AIDS?

Available cost studies have looked mainly at hospital costs and usually
do not include other services, such as skilled nursing, counseling, and
hospice and home health care, which may be needed in some cases. The
studies have been based on hospital services from a few hospitals in a
few cities and have not included costs borne by the patient or support
groups. Given the uncertainty about AIDS hospital treatment costs, it is
not surprising that no attempts have been made to calculate the non-

hospital-based costs.

Estimates of hospital-based costs range from $70,000 to $140,000. Esti-
mates of about $30,000 have been cited, but the studies on which they
are based point out the shortcomings in such figures and offer $60,000

to $80,000 as more realistic figures.

Current projections of the AIDS caseload in the next few years indicate
that hospitals carrying the bulk of the cases will shortly be over-
whelmed. In addition, current research on medicines is pointing to some
drugs that will prolong the life of some victims but will not cure the
iliness. Thus, as the number of cases goes up, it will be accompanied by
lengthened periods of treatment and concomitant increases in the need
for nonhospital treatment. These trends could certainly increase costs to

employees with AIDS.

Will federal health plan benefits be sufficient to cover medical
costs?

The answer depends, in part, upon the details of the employee’s health
plan. Plan benefits are dissimilar. For hospital costs, treatment costs are
not likely to exceed lifetime benefits. However, in most instances, some
copayment will be required. According to the 1987 Consumer Check-
book Guide to Health Insurance Plans for Federal Employees, a single
employee is unlikely to have out-of-pocket expenses greater than $3,000
s0 long as the bills are for traditional doctor, hospital, and medicine

charges.

In the area of nonhospital treatment, federal health insurance benefits
become less generous. For example, outpatient mental health treatment
coverage is generally limited to $300 to $2,625 annually, with most
plans in the lower half of the range. Also, coverage is often limited to a
small number of visits and can require 50 percent coinsurance. Limits on
inpatient mental care are generally higher but not generous. There is

Page 97 GAOQ/ AIDS Task Force Report



Appendix VII
Probable Cost of Treatment for AIDS

often a $50,000 lifetime limit and the catastrophic care limit may be as
high as $8,000. Again, coverage may include a sizable deductible and
high coinsurance requirements.

Similarly, no plan pays for custodial care, where one’s principal needs
are to be fed, bathed, and clothed and where nursing is needed not to
help one recover but to help one with ordinary life tasks. These are the
kinds of care many AIDS patients may need at some time. Most plans pay
for at least 90 days of home health care or visits, and about half offer
such care in a skilled nursing facility, limited to 60 days per confine-
ment. Given the nature of AIDS, these limits could cause significant cata-
strophic costs for some patients, especially if lives are prolonged but not
significantly improved through new drugs. Of course, some AIDS patients
could face significant costs if they were in a plan not covering skilled
nursing in a facility.

Another area where AIDS patients could face significant costs would be
in the area of prescription drugs and blood transfusions. Limited or no
coverage of these items is mare likely to be encountered under health
maintenance organizations than under other insurance plans. This could
be significant given the side effects of AZT and other potential drugs that
may require many blood transfusions. Drug treatment for a single per-
son with AZT may cost $10,000. Similar costs are predicted for other AIDS
drugs as they are developed.

Careful selection of a plan by an employee with AIDS could reduce per-

sonal expenses considerably. Persons at risk should consider these
issues during open seasons.
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The Task Force conducted interviews in ten organizations that had
addressed problems posed by AIDS in the workplace. The purpose of the
interviews was to determine what others had done to address these
issues and what advice they would give on the appropriateness of estab-
lishing formal personnel policies beyond existing ones.

The interviews were conducted with three government agencies and
four private employers. Interviews with three AIDS support groups were
also conducted to determine what factors they considered important in
an AIDS policy. Two of the private employers interviewed also provide

support services for AIDS.

Following is a summary of responses to our interviews, together with a
table detailing each organization’s answers to individual items. With one
exception, a structured interview form was used to guide the interviews
and to maintain consistency in the data collected. Interviews conducted
at the Department of Defense did not lend themselves to the use of the
structured data collection form due to the nature of the pob approach
and the responses of the interviewees. For this reason the DOD responses

have not been included in the table.

Summary of What fogmal policies and programs have other organizations
adopted?
Responses
Of the seven employers interviewed, six have specifically and formally
addressed AIDS as part of their personnel policies. However, each organi-
zation interviewed (including the support groups) feels that AIDS should
be treated like other major illnesses and should be covered as part of a
broad health insurance and disability plan. Consistent with this think-
ing, many of the organizations interviewed do not have health and disa-
bility programs specifically for employees with AIDS. Rather, they
consider AIDS in their overall plan for dealing with employees with major
and life-threatening illnesses and address each case individually.

poD has a special policy for dealing with active duty members who test
positive for HIv. In developing this policy in 1985, oD also considered
developing a policy for civilian employees, but to date none has been
developed because DOD has no basis to require screening, Also, the
potential problem of civilians overseas with positive readings has not
come up. pob officials feel that oPM or a designated agency should take
the lead on the AIDS issue regarding civilian personnel.
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Under poD’s initial policy, the services screened all recruit applicants. If
applicants tested positive, they were not admitted into the military. The
policy has been extended to all active duty members deployed overseas
or scheduled to be so deployed. The test includes a blood sample, a full
workup if the test is positive, and a full evaluation to determine the sta-
tus of the infection. Service members found to have AIDS will be returned
to or kept in the United States and permitted to stay on active duty if
able to perform duties. If they cannot perform their duties, they are
given honorable discharges for medical reasons.

pOD’s policy is reviewed each year to determine if changes are needed.
The 1986 and 1987 reviews resulted in very little change. The policy has
not required testing of civilian or contract employees; however, a recom-
mendation recently made to the Secretary of Defense would require test-
ing for those employees accompanying military personnel overseas.

Among the organizations queried, most policies dealing with AIDS are
less than 2 years old.

What specific components have been implemented?

The primary objectives of the personnel policies that have been estab-
lished are to decrease fear of AIDS, to protect the rights of employees
with AIDS, and to apply personnel rules consistently. In line with these
objectives, each person interviewed said that education and information
are the major goals of their AIDS policies. All the employee education
programs include such topics as the transmission of AIDS, coworker fear,
and health risks.

Testing is universally thought to be a bad idea except in the government
agencies. The government agencies believe that in certain unique situa-
tions, testing of certain employees—that is, members of the foreign ser-
vice or members of the armed services—is necessary to protect the
individual and coworkers. Although testing is used in some cases at
these agencies, there is no evidence of blanket testing.

The organizations interviewed have not taken specific steps to prevent
discrimination against employees with AIDS other than education pro-
grams. They generally believe that the employees have a right to confi-
dentiality. However, most of the organizations with policies have not
specifically covered employee rights to confidentiality, nor have they
specifically defined supervisor actions when they become aware that an
employee has tested HIV positive.
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Support services are provided or recommended by most of the organiza-
tions. The predominant services are education, individual counseling,
and referral to community agencies.

Accommodation of employees with AIDS depends more on the severity of
the illness and the individual’'s continued ability to perform duties than
it does on set criteria related to AIDS.

What has been the experience regarding each component?

Two of the seven employers interviewed indicated that they had
received positive feedback on their policies. The remaining five indi-
cated that they had received no feedback.

What problems have been encountered in developing or implement-
ing the policy?

The only major problem encountered in implementing a policy has been
experienced by the State Department. A lawsuit is now in progress
brought by the American Federation of Government Employees, chal-
lenging the agency’s testing policy.

What lessons have been learned by these organizations that Gao
could apply?

The organizations believe that AIDS should be dealt with just like any
other life-threatening disease. They alsc recommend that information
regarding AIDS be disseminated as soon as possible and education pro-
grams established. The programs should include a channel for expres-
sing fears and emotion about AIDS and should be flexible enough to keep
up with current developments.

What do AIDS support groups feel are the needed components of pol-
icies and programs addressing AIDS in the workplace?

The groups feel that education should be a major component of any AIDS
policy. They also have indicated that management support, acceptance,
and confidentiality would assist the person with AIDs. In addition, the
groups feel that employees with AIDS need flexibility in their benefits
and quick claims processing due to the nature of the complications and
changing situations that they face.
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How do the support groups’ recommendations match what the orga-
nizations are doing?

The recommendations correlate closely with the approaches taken by
the organizations that have addressed AIDS in the workplace. However,
this correlation is to be expected since most of the organizations with
policies worked closely with support groups to develop them.

Which promising practices from either the organizations or the sup-
port groups could Ga0 adopt?

Advice and recommendations included:

dealing with AIDS as with any other major medical problem,
establishing an educational program as soon as possible and using
existing materials,

avoiding testing and screening of employees,
keeping information regarding employees with AIDS confidential, and
dealing with discrimination through education.

No striking examples of innovative projects were reported.

Table Viil.1: Summary of Interviews

Private Private
Sector Sector
Employer Employer
Government Government Private Private and and
Agency Agency Sector Sector Support  Support Support Support Support
Employer Employer Employer Employer Group Group Group  Group  Group
|. Description of Policy:
Policy (related to AIDS) Yes Yes Yes Yes B Yes ] No Yes NA Yes
Policy written Yes Yes Yes Yes Yes Yes NA NA NA
] (general)
Cther program, plans, or Yes Yes NA No No Yes NA NA Yes
methods i {training)
Policy/program/plan goals: o 7 ) )
Stop spread of AIDS Yes Yes No Yes No Yes Yes Yes Yes
Decrease fear Yes Yes Yes Yes No Yes Yes Yes Yes
Control/eliminate rumors  Yes No Yes No No Yes Yes Yes Yes
Protect rights of Yes Yes Yes Yes Yes Yes Yes Yes Yes
employees with AIDS
Protect coworkers Yes Yes No No No Yes Yes Yes Yes
__Manage staft Yes No No ~ Yes Yes Yes No Yes No
(continued)
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Private Private
Sector Sector
Employer Employer
Government Government Private Private and and
Agency Agency Sector Sector Support Support Support Support Support
Employer Employer Employer Employer Group Group Group Group Group
Consistently apply Yes No Yes Yes Yes Yes Yes Yes Yes
personnel rulgg .
Reduce legal liability Yes No Yes Yes Yes Yes Yes Yes No
Other Educate Educate NA NA NA NA Yes NA Yes
Regulations or guidelines
considered in developing
policy:
Federal Rehabilitation Yes No No Yes No Yes No Yes Yes
Act of 1973
Federal Employee Yes No No No No Yes No Yes Yes
Retirement Insurance
Act
State and local No No No Yes No Yes Yes Yes Yes
antidiscrjmination laws
Justice Department No No No No No Yes Yes Yes No
memorandum
Public Health Service Yes Yes No Yes Yes No Yes Yes No
guidelines
Management and/or No Yes No Yes No No No Yes Yes
labor union articles
Policies from other Yes No No No No No No Yes No
organizations
Other Other CDC No No No No NA No
countries guidelines
policies
Il. Focus of Policy (1 (not
addressed) to 5 (very
great extent)}
Asymptomatic HIV infected 4 0 0 0 5 0 4 1 1
ARC 4 0 0 0 5 0 5 5 5
AIDS (not hospitalized) 4 0 0 0 5 0 5 5 5
AIDS (debilitated) 4 0 0 0 0 0 5 5 5
Associated with known risk 5 0 0 0 0 0 4 0 1
- groups
Focus on risk groups:
Intravenous drug users  No No No iNo No No NA Yes No
Homosexuals or Yes No No No No No NA Yes No
) bisexuals 7
Hemophiliacs No No No No No No NA Yes No
(continued)
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Private Private
Sector Sector
Employer Employer
Government Government Private Private and and
Agency Agency Sector Sector Support  Support Support Support Support
Empioyer Empioyer Empioyer Empioyer Group Group Group  Group Gft‘)i.ir)'
Heow policy treats groups (0
= not addressed, 1 =
case by case, and 2 =
_othery R ] , i _ )
Asymptomatic HIV 1 2 0 0 0 0 NA 1 2
infec(ed o -
ARC 1 2 0 0 0 1 NA 1 2
AIDS (not hospitalized) 2 2 o 0 0 1 NA 1 2
AIDS (debilitated) 7 1 2 0 0 0 1 ) NA 1 2
Associated with known 0 2 4] 0 0 0 NA 1 2
rnskgroups - S -
Ill. Specific Program
Components B o o
Education program topics
(1 = HIV infected
employees, 2 =
coworker, and 3 =
manager): o o o B 7
Transmission of AIDS 1,23 1.2.3 1,23 7,2,{3’ 123 12,3 1.2.3 1,23 123
~ Rumor control 7 No No 1,23 No No 12,3 1,23 1,23 123
Coworker fear and health 12,3 123 1,23 1,23 1,23 12,3 12,3 123 1,23
risks
_ Benefits 123 No 123 No No 123 1 1 123
Other components Yes No No Yes Yes Yes No No No
{employee (needle-
i B assist.) slick}
HIV screening and test_ing: N - o
Preemployment testing  Yes ~ No No No No No No No No
Voluntary testing Yes Yes No No No No No Yes No
Routine testing as part of Yes Yes No No No No No No No
physical ] _ _
Mandatery testing- Yes Yes No No No No No No No
specific jobs )
Mandatory testing-all No No No No No No No No No
employees )
~ Other NA NA No No No No No No No
Addresses management No detalil Referred No No No No No NA No
of HIV positive
employee
Monitors for secondary  Yes® No No No No No No No No
infections
(continued)
Page 104 GAQ/ AIDS Task Force Report




Appendix VIII

AIDS Policies in Other Organizations

Private Private
Sector Sector
Employer Employer
Government Government Private Private and and
Agency Agency Sector Sector Support Support Support Support Support
Employer Employer Employer Employer Group Group Group Group Group
Supervisor actions when
aware of HIV positive
employee: -
Keep information to Yes No Yes No No NA Yes Yes Yes
himself/herself o o - -
Inform supervisor ~ No No No No Yes NA No No No
Inform health unit No No No No Yes Maybe No No Yes
Inform personnel No No No No No Maybe No No No
Explain situation to No No No No No No No No No
coworkers o )
Other No Yes No No No No No No No
None of the above NA BA NA Yes NA NA NA NA ) NA
How conflict between
OSHA disclosure and
OPM regulations on
confidentiality is handled: B
Disclose ~ No NA NA NA NA NA NA NA NA
Do not disclose Yes ) NA NA NA NA NA NA NA NA
Prevention of
discrimination:
Criteria for work tasks No No No No No No No Yes No
Criteria for disability No No No No No No No Yes No
statusr
Procedures to minimize  No No No No No No No Yes No
) discrimination -
7 Other Education No No Yes No No Yes Yes No
7 None of the abov_e NA NAﬁ B Yes ) NA Yes Yes NA NA Yes
Employees considered
7 handicapped/disabled:
Asymptomatic HIV No No No No No No NA No No
infected B
) ARC No No No Yes Yes Yes NA Yes Yes
AIDS (not hospitalized) No No No Yes Yes Yes NA Yes Yes
77/\7\7D§“(gebilitated) o Yes No No Yes Yes Yes Yes Yes Yes
Associated with known ~ No No No No No No NA No No
risk groups
Criteria for ‘ None NA Caseby  Yes Yes Caseby Yes __._J()'bwbe? Same as
) accommo@gﬁlon B case case formance others
Criteria differ from those No NA No No Yes No No Yes No
for other life-
] threatening illness
(continued)
Page 105 GAOQ/ AIDS Task Force Report



Appendix VIII

AIDS Policies in Other Organizations

Private Private
Sector Sector
Employer Employer
Government Goverament Private Private and and
Agency Agency Sector Sector Support Support Support Support Support
Employer Employer Employer Employer Group Group Group Group  Group
Managers can request No NA No Yes No Yes No Yes No
work certification/
examination
Accommodation of HIV
positive employees not
able to perform current
duties:
Placed on disability Yes No NA Yes No Yes Yes Yes Yes
Laid off with disability No No NA No No No No No No
Reassigned Yes No NA Yes No Yes No No Yes
Other NA Referred Released NA No Yes No No No
None of the above NA NA NA N NA Yes NA NA NA NA
Special benefits for HIV ~ No NA Grant No No No No No No
positive employees
Benefits available for NA NA Normal NA No policy NA NA NA NA
preexisting condition health
insurance
Support services provided:
Educational information  Yes Yes Yes Yes Yes Yes Yes Yes Yes
Individual counseling Yes Yes Yes Yes Yes Yes Yes Yes Yes
Support group No No No No No Yes Yes Yes Yes
Referral to community Yes Yes Yes Yes Yes Yes No Yes Yes
agencies
Other Yes No No Mo Yes No No No No
None of the above NA NA NA NA NA NA NA NA NA
IV. Program
Implementation and
Feedback
Policy/program/plan has
been in effect:
Less than 1 year NA Yes NA NA NA NA NA NA NA
110 2 years NA NA Yes Yes Yes Yes Yes NA NA
More than 2 years Yes NA NA NA NA NA NA NA NA
Estimated cost of policy None None None Noextra  None NA NA NA NA
costs
Difficulties in Testing NA No None No Yes NA NA Yes
implementation
Feedback received Positive None Positive None None None Positive  NA Positive
Changes or modifications  None None None None None None None NA NA

made

(continued)
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Private

Sector

Employer
Government Government Private Private and
Agency Agency Sector Sector Support
Employer Employer Employer Employer Group

Private

Sector

Employer

and

Support  Support Support Support
Group Group Group Group

V. General Advice

Deal with as other major ‘
medical problems

Yes ' Yes

Use San Francisco AIDS
Foundaticon film

Yes

Continue task force
approach

Yes

Do not impiement AIDS-
specific policy

Yes

Yes

Disseminate information on
AIDS as socn as possible

Yes

Do not implement
screening program

Yes

Yes

keep information about
employees confidential

Yes

Have a policy about
employees with AIDS

Yes

Extend policy only to
employees with AIDS
and ARC

Yes

Do not have bblicy that
reinforces fear

Yes

Permit expression of fears
and emacticn

Provide for flexinility

Yes

Yes

VI. Community or Health
Groups

Advocate employer policy

Yes

Yes Yes Yes Yes

Components of policy
should include:

Education
Management training

Yes

Yes Yes Yes

Yes

7C6rif’identiality assurance

Yes

7 _éljpnport services
Employment guarantees

Yes

Yes

7 Antidiscrimingtion policy

When AIDS will be
disglqsed by employee:

Yes

7 76n|y when necessary if

fear of discrimination

~ When diagnosed

Yes

Yes
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Government Government Private

Agency
Employer

Agency
Employer

Sector

Employer Employer Group

Private
Sector

Private Private
Sector Sector
Employer Employer
and and
Support  Support

Group Group

Support Support Support

Group  Group

When symptoms
become obvious

Yes

Shouid be sensitive to
isolation

Yes

When job performance is
impaired

Yes

Conditions or limitations in
workplace:

None

Yes Yes

Same as for other
handicapped
employees

Yes

Yes

Awareness of mental
problems associated
with AIDS

Yes

How managers/employees
can assist:

Accept and support

Yes Yes Yes

Yes

Do not discriminate

Yes

Deal with employee and
family

Yes

Demonstrate concern in
workplace

Yes

Maintain confidentiality

Yes

Obtain knowledge

Yes

How medical expenses are
covered:

Many costs not covered

Yes

Medicaid and Medicare

Yes

Private insurance

Yes

Estimate of total costs to
AIDS patient:

$50,000 to $80,000 (10%
to 80% covered)

Yes

Areas where employee
benefits are lacking:

Lack of flexibility

Yes

Programs providing
coverage for only
permanent disability
when coverage for
temporary disability is
needed

Yes

Qverly long claims
processing

Yes
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Private Private
Sector Sector
Employer Employer
Government Government Private Private and and
Agency Agency Sector Sector Support Support Support Support Support
Employer Employer Employer Employer Group Group Group Group  Group
Problems in obtaining help:
Physician refusal to treat Yes
Hospital refusal to Yes
accept
Insurance cancellation Yes
Little support outside Yes
major cities _
Overall discnimination Yes
Type of health care
facilities available:
Outpatient _ Yes Yes Yes Yes
Inpatient - Yes Yes Yes Yes
Home Yes Yes Yes Yes
Hospice - B Yes Yes Yes Yes
Home support available:
Personal care aide Yes
Skilled nursing - Yes
Shanti emotional support B Yes Yes Yes
Never enough ) B Yes
Family Yes
Work-related issues/
solutions: 7
Discrimination/education N Yes Yes
Anticipating problems Yes
before they occur
Breaches of confidence Yes
_ Rumors . Yes
Lack of information Yes
2 xcept for personnel assigned overseas.
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GAO recognizes that employees with life-threatening illnesses, including
cancer, heart disease, and AIDs, may wish to continue to engage in as
many of their normal activities as their condition allows, including
work.

Managers who supervise employees with these conditions need to be
fully aware of employee rights, as well as their own responsibilities. GAO
will provide all assistance necessary to enable managers to carry out
their responsibilities appropriately, effectively, and humanely. Other
employees supervised also need to feel confident that their health will
not be endangered and that Gao will provide whatever services are
required to help deal with the reality of AIDS and any other life-threaten-
ing illness in the workplace.

Consistent with this concern, Gao offers the following guidelines for
managers. They are intended to be published separately from the pres-
ent report, which is why they may present some areas of redundancy
with other appendixes. In addition, they should be viewed as iterative:
to be completed, updated, and corrected as future managerial experience
dictates.

Personal and confidential. The first thing for a manager to keep in mind
is that an employee’s health condition is personal and private. A mana-
ger must take reasonable precautions to keep health information confi-
dential if disclosed by an employee. A manager is subject to
administrative penalties for disclosing the condition of an employee
with AIDs without official reason to do so. Of course, a manager should
not under any circumstances engage in rumors about the health of any
staff member. Also, employees are not required to tell their managers if
they have AIDS or other life-threatening illnesses. However, a manager
who has been informed by a staff member that he/she has aAips and
wishes special assistance or cannot perform normal duties, may advise
appropriate superiors and ask for specific guidance on how to manage
an employee with a terminal illness.

A manager is not obligated or permitted without consent to tell other
staff supervised if one of their coworkers has taken a test for Aips, has
tested HIv antibody positive, has ARC, or has another life-threatening ill-
ness. All available medical data indicate that AIDS is not communicated
among employees working in GAO or in another office environment.

Assistance network. An employee with AIDS may need several kinds of
assistance and may thus need to turn to a number of people both inside
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and outside Ga0. To help the employee’s efforts in making contact with
appropriate persons in the assistance network, each GAo division, staff
office, and regional office will designate one staff member—the opera-
tions deputy or assistant regional manager—to serve as a focal point for
personnel issues related to AIDS. That person will know about employee
rights, benefit packages, support groups, and other matters likely to be
of concern to employees with AIDS, their supervisors, and coworkers.
The employee may also turn to an immediate supervisor or go directly to
the designated focal point in Personnel or the Counseling and Career
Development Branch for confidential advice and assistance.

Behavioral manifestations of AIDs. In advanced stages of the disease, the
AIDS victim may display uncharacteristic signs of depression, confusion,
or hostility. These may be a product of neurological damage caused by
the disease or the intense psychological trauma of confronting the diag-
nosis of an incurable illness. The manager must recognize such behavior
as manifestations of the illness. He/she should review the possible
accomodations to the employee’s condition included in the following
section.

Continued employment and job discrimination. An employee with AIDS
or any related illness may continue to work as long as he/she can per-
form his/her job. A manager must make all reasonable accommodations
to assist the employee.

An individual who tests positive may require little or no accommoda-
tion. An employee with ARC or clinically defined AIDS may require no
greater accommodation than government agencies make to most seri-
ously ill staff members. As long as an employee with AIDS can meet rea-
sonable and acceptable performance standards—and his/her condition
is not a threat to others—he/she should be treated like any other
employee. If warranted, a manager may make reasonable accommoda-
tions for an employee with AIDS as long as those accommodations do not
hamper the business needs of the unit. Some accommodations are as
follows:

flexible work hours;

part-time work schedules;

liberal approval of annual and sick leave and appropriate approval of
administrative leave;

advance leave, if appropriate, usually not to exceed 30 days;
counseling time within GAO;

administrative leave for outside counseling,;
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light duty assignments;

seeking permission from the appropriate authority for the employee to
work at home;

making facilities and equipment readily accessible and usable by the
handicapped;

restructuring the job;

voluntary downgrading or reassignment to a more appropriate job in
another qualified series;

granting 1L.wop; and

job sharing, in which two people divide one permanent position between
them.

Clearly, many accommodations are feasible, but care should be taken
not to isolate the employee from the normal work environment in any
way that could be interpreted as discriminatory.

Contagious Nature and Coworkers’ Concerns. No data have been pre-
sented to show that AIDS constitutes a health risk for office workers. The
AIDS virus cannot be passed through the air or by sneezing, breathing,
crying, or coughing. Also, touching or holding or shaking hands does not
spread AIps. Studies have shown that people in the same family with
AIDS have played, eaten, and slept together and shared the same tooth-
brushes and have not transmitted AIDS to each other. Fortunately, AIDS,
whether detected or undetected, is not spread through casual contact.

Managers must learn enough about AIDS to responsibly attend to subor-
dinates’ concerns. They must be thoroughly aware of GAO’s policy on
AIDS and other AlDs-related illnesses.

The fact remains, however, that some employees will continue to be
uncomfortable with a coworker’s life-threatening illness. In such a case,
amanager may feel the need to ask for a meeting of his/her staff with
representatives from the ongoing AiDs task group, chaired by the Direc-
tor of Personnel. That group can also arrange for an outside expert on
AIDS to talk with concerned managers and staff. However, in the final
analysis, staff will be expected to continue working relationships with
any fellow employee recognized as having Alps.

Employee benefits. Basically, employee benefits related to AIDS are the
same as for other life-threatening illnesses. For example, AIDS is not sin-
gled out from any other disease included in federal heaith benefit pro-
grams. Open season usually is held once each year, and employees are
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free to select the most appropriate insurance plan to meet their antici-
pated health conditions. The Office of Personnel will help with this
selection.

Health benefits continue during all leave periods, including leave with-
out pay. However, during any nonpay status, the employee must pay a
share of the premium for each period in which coverage continues. The
enrollment of an employee continues in nonpay status for up to 365
days. If an employee has at least 4 consecutive months in pay status,
he/she is entitled to begin the 365 days continuation of enrollment
anew.

Life insurance benefits are payable in the event of death of an eligible
employee or family member if death occurs while insured, no matter
how caused. Basic coverage for federal employees is equal to the annual
basic pay (rounded to the next $1,000) plus $2,000, and if applicable,
the additional optional $10,000. Also, life insurance continues without
cost to the employee while in a nonpay status for up to 12 months, when
the insurance is terminated. If the employee has at least 4 consecutive
months in a pay status, he/she is also entitled to begin the 12-month
period of insurance enrollment anew.

Survivor benefits are the same for survivors of AIDS patients as for any
other cause of death. The health benefits coverage continues if the sur-
viving spouse is eligible for coverage under a family plan and elects con-
tinuation. The life insurance is payable to the beneficiary designated or
in the order of precedence required by law. If a retirement annuity is
payable, the surviving spouse receives a monthly annuity; otherwise a
lump-sum payment is made.

An employee may also qualify for disability retirement if no longer able
to adequately perform the job. The average employee avoids applying
for disability retirement until no other choice is available because the
guaranteed minimum of 40 percent of the high-3 average yearly pay is
usually not adequate for a normal standard of living. To be eligible for
disability retirement under the Civil Service Retirement System, the
employee must have a minimum of 5 years creditable service, and under
the Federal Employees Retirement System, an employee must have at
least 18 months creditable service.

Testing. GAO does not support a routine testing program for employees.
However, staft being transferred to overseas offices will, in this as in
other cases, follow the normal State Department guidelines and will be
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given the same health tests as State Department employees, including
AIDS testing.

Employee counseling and outside assistance. An employee who has the
AIDS virus or becomes sick with aIDS should be encouraged to seek assis-
tance from GAO's counseling services and from established community
support organizations for medical testing, treatment, and counseling.
The Task Force on Aibs developed resource lists of many organizations
and community services in the relevant Gao locations that can provide
anonymous or confidential assistance. These lists have been distributed
to all GAO employees, and further copies can be obtained from the Coun-
seling and Career Development Branch.

It is not easy to feel comfortable with issues of death and dying, and
these are thrust suddenly and obtrusively into the work environment
with the advent of a case of AIDS. Managers, coworkers, and staff deal-
ing with life-threatening illness are all at high risk of excessive stress.
To assist employees in getting help, advice, and counseling when they
need it is a manager’s responsibility.

In summary, the manager needs to draw on the assistance and counsel
of all GAO resources to

consistently and correctly apply personnel rules and GAO policy;

avoid legal liabilities;

protect the rights of all employees, including those who have life-threat-
ening illnesses and those who do not;

control or eliminate rumors;

decrease the fear of AIDS; and

carry out his/her responsibilities humanely, appropriately, and
effectively.

The following likely questions and possible responses have been pre-
pared to help managers cope with problems that could arise in dealing
with AIDS and employees in the workplace.

Manager. When a staff member informs me that he or she has AIDs or
ARC or has tested HIV antibody positive, what should I do?

Response. Realize that an employee with AIDS has the following fears:
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My coworkers will isclate me.

I will lose my job.

I will be given another job that will not appropriately use my skills,
knowledge, and abilities, or I will be put in a closet and isolated.

Explain that GAo treats employees with AIDS the same as any other
employee with a life-threatening illness not contagious in the workplace.
GAO will not terminate his/her employment because of AIDS nor discrimi-
nate against the employee in any way. Explain you will keep the infor-
mation confidential, but also explain the advantages and disadvantages
of being candid with coworkers. Explain that frankness allows an
opportunity for open discussion, reduces tension, and can create a sup-
portive and understanding atmosphere by eliminating suspicions or
unwarranted fears that AIDS can be transmitted casually in the
workplace.

Manager. If the employee informs me he/she has AIDs but does not want
to make it known to others, what should I do?

Response. Assure him/her that the information will be kept confidential.

An employee’s health condition is personal and private. However,
explain that if the employee becomes unable to perform normal duties
or needs special assistance and accommodations, then discussions with
appropriate superiors must take place.

Manager. What is GAO's policy on granting special accommodations?

Response. Realize the physical effects of AIDS and treatment will likely
affect the employee’s energy level and stamina at some point. Explain to
the employee that in GAO, AIDS is treated as a disability. GAO’s policy is
that employees may work as long as they can perform their jobs. All
reasonable accommodations to assist them will be made. Educate your-
self to effectively answer the employee’s questions about GA0's policy on
accommodations for employees with long-term or life-threatening
illness.

Manager. Because of special accommodations for an employee with AIDS,
several coworkers have begun to complain that their work loads have
increased to compensate for the employee’s accommodations and
reduced work capacity. How can I accommodate everyone’s rights?

Response. Start by explaining that making accommodations for a per-
son’s illness did not start with AIDS. GAO's policy covers all other illnesses
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that less fortunate employees may acquire, including heart disease and
cancer. The day-to-day course of any illness is usually unpredictable.
Explain that coworkers need to be understanding at times when the
work load cannot be predicted or evenly distributed. Discuss the staff’s
concerns with superiors if an accommodation is likely to result in a dis-
proportionate distribution of work over an extended period. Additional
resources may be possible on a temporary basis. Recognize that the
length of the illness will not be known but that it may last several years
during which the employee will experience good days and bad days.

Manager. What if the employee asks me for advice on where to get help?

Response. The Task Force on AIDS has prepared a brochure showing
where to get help, listing community resources and the types of assis-
tance they provide. This information can be obtained by the manager or
the employee from our ¢CD. Also, offer to contact an appropriate Person-
nel staff member to obtain up-to-date information on all potential
employee benefits, such as leave without pay, health and life insurance,
disability retirement, survivor benefits, and possible work accommoda-
tions. Also, point out that GAO’s confidential counseling service is
available.

Manager. What if a staff member comes to me and says, ‘‘Does Sam have
AIDS? It seems to me he does, and | do not want to work with him.”

Response. Whether you have knowledge in fact or not that “Sam” does
or does not have AiDs, you must keep your knowledge of his medical
information confidential and you may not confirm or deny whether any-
one has AIDS without his/her permission. Your reply should point out
that managers are not obligated or permitted, without the employee’s
consent, to discuss another person’s medical condition, i.e., to tell other
staff members if one of their coworkers has taken a test for AIDS, has
tested positive for Hiv antibodies, or has AlDs-related complex or any
other illness.

The manager should explain that AIDS is not spread by the kind of gen-
eral contact that occurs among people in office settings. Point out that
studies have demonstrated the AIDS virus is not passed to another person
through the air or by sneezing, breathing, crying, coughing, touching, or
holding and shaking hands. Also, point out that AIDS is not spread
through casual contact and that there is no need to fear or avoid work-
ing with any staff member who either has AIDS or is only suspected of
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having AIDS. You may want to emphasize that although there is no guar-
antee that one can never under any circumstances catch the AIDS virus,
the Centers for Disease Control have no documented cases in which the
virus has been passed on through casual contact between two people.

Manager. What if I notice a decline in an employee’s work performance
and note that he/she has been taking a lot of sick leave lately. Let’s say 1
have also heard rumors that the employee could have Aips. What should
Ido?

Response. You may inform the employee that rumors are circulating and
ask how you should respond. You may not ask if the employee in fact
has AIDS or imply it in any way. You may explain your observations
about the sick leave and performance decline and ask if there is some
explanation for it. Ask also if there is anything you can do to help. Make
it clear that anything said will be kept confidential. You can explain that
the GAO policy is to make all reasonable accommodations if a physician
certifies there is a medical disability. This will allow the employee to
decide whether it is in his/her interest to reveal a medical disability, if
there is one.

Manager. What if the rumors turn out to be false and the employee does
not have AIDS?

Response. You still have rumors to deal with at work, and the manager
is responsible for safeguarding the health and safety of his/her employ-
ees, including those who may have AIDS and those who do not. The man-
ager can alleviate these concerns by providing facts and dealing with
any rumors as they arise. The manager can arrange for a staff meeting,
coordinated with superiors, attended by someone from the Aips Task
Force or an outside expert, or both, to discuss the medical evidence that,
as already noted, there are no known cases in which AIDS has been trans-
mitted through casual contact. The best way to alleviate employee fears
is to educate staff on the medical details of AIDS, especially how it is
transmitted.

Manager. How can I deal with my own stress and that of others who are
working with a staff member who is dying of Ains?

Response. Encourage a discussion so that coworkers can express their
feelings about working with an employee who has AIDS and who may
over time become weaker and weaker as the illness progresses. Recog-
nizing the considerable discomfort that goes with watching the gradual
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physical or mental decline of a colleague, advise staff to act naturally, to
speak about their feelings with the ill employee, and to be sympathetic
but not pitying.

Manager. If a concerned staff member wants to know more about what
AIDS is and what health problems to expect when a person is said to
“have A1Ds,” what do I say?

Response. AIDS stands for acquired immune deficiency syndrome. In
referring to the AIDS virus, scientists have used several abbreviations,
such as HIV (human immunodeficiency virus), HTLV-III (human T-
lymphotropic virus type I11), and LAV (lymphadenopathy associated
virus).

When the AIDS virus enters the blood stream, it begins to attack certain
white blood cells called T-lymphocytes and damages the person’s
immune system and his/her ability to fight other diseases. Without a
well-functioning immune system to ward off bacteria, the person
becomes vulnerable to other infections. Some of these may cause life-
threatening illness, such as pneumonia and meningitis. The AIDS virus
may also attack the nervous system and cause damage to the brain
refiected in symptoms such as memory loss, loss of coordination, and
partial paralysis.

AIDS antibodies can be detected by a blood test usually 2 weeks to 3
months or longer after infection. Some people remain apparently well
after infection with the AIDS virus for long periods.

ARC, or AIDS-related complex, is a condition caused by the AIDS virus;
however, the symptoms may be less severe than those of clinically
defined AIDS. Symptoms of ARC may include loss of appetite, weight loss,
fever, night sweats, skin rashes, diarrhea, tiredness, and swollen lymph
nodes. These are also symptoms of many other diseases; therefore, a
physician should be consulted if they appear.
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